J oseph H ”Thompsén, DDS, MS, Inc.

. Shecialtst of Orthodontics

828 9th Avenue

Huntington, WV 25701

Office (304) 697-4110 Email

Fax (304) 523-6021

Male Female
P 4 I . Soc. Sec. #
atient Information (CONFIDENTIAL) i
Naine Birthdate Home Phone
Address City State Zip
Check Appropriate Box: [_|Minor [_|Single [ |Married [ |Divorced [ |Widowed [ _]Separated o -
u art

If Student, Name of School / College City State [ Time [ Time
Patient’s or Parent's Employer Work Phone
Business Address City State Zip
Spouse or Parent’s Name Employer Work Phone
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phorne

Responsible Party Rettonship

Name of Person Responsible for this Account fo Patient
Address Home Phone
Birthdate

Employer Work Phone SSN#

Do you have orthodontic insurance coverage? [dves [1No

For office use only. Please do not write below line.

Owver Please

FORM 207140 R/00/08 ITEM 8101



Patient Medical History

Physician Office Phone Date of Last Exaim
Yes No ) : Yes No
1. Are you under medical treatment now? ............... =y S 9. f;’ lfhz‘j%;if;i'g?to or have you had any reactions
2. Have you ever been hospitalized for an .' :
surgic%l operation or se}r?iaus illn'gss within the last 5 years? [ [ II;OM.I .z;h.restheftifs (fig 7 _';‘?U"F“me) """"""" E %
If yes, please explain enicillin or other Antibiotics ................
SR I oo i i s b ]
BEFBILIFGIES viae s wiivesriie o g ik s bmnd #24- Sop et il
3. Are you taking any medication(s) Gl ol e e = AR e | (==
including non-prescription medicine? ................ L S e e e L e 1 G EE
If yes, what medication(s) are you taking? BB 5 i 55 4 e 5 s 4 i e 3 B 1 [E]
Any Metals (e.g. nickel, mercury, ete.) ......... E1E]
4. Have you ever taken Phen-Fen/Redux? . .............. S Latex Rubber ..................ocooooin, R
& Doy ese HoPICan - i vaticains vimien s i vis b domi i L Other (please list) =]
6. Do you use controlled substances? ................... L1 O 10 Women Only:
7. Are you wearing contact lenses? .. ........... .00 R a) Are you pregnant or think you may be pregnant? . [1 [
_ B) Are Yo nuySifng? o vo s s v siviimee o apaiins ¢ o
8. Do you have or have you had any of the following? c) Are you taking oral contraceptives? . ......... £l
Yes No ; Yes No Yes No
High Blood Pressure ......... [0 | Efeart BHSnSes o v v st sinss oo RS i B B ) Aoy el U ] i)
Heart ATRack . .. iolds va ims o [0 [ Cardiac Pacemaker . ......... [Folmisee Easily Winded ........... 2] ]
Rheumatic Fever ............ EusalE]] Hetrh MURIE . v on oe s e b B T e e e e [
Swollen Ankles ............. il ] s Al e wmin. it e e (0 [0  Hay Fever/ Allergies ...... [eE]e ]
Fainting / Seizures . ......... E - 1 Prauenthy Tired e o v 200 05 ol TR Inals s v e S O O
PARTET T s bttty s Yo BN T R e T e S (0 [  Radiation Therapy ........ =]
Low Blood Pressure . . ........ e B EmphifSeriil - i oii o senieit s =l Elattoma sl m et iy R
Epilepsy / Convulsions . ... ... Cli i Catieers wonns s 500 vhos vk o C1 [  Recent WeightLoss........ O O
b T e e e [ i e T e T Tl O Litver- Diease - vodir i s s = E]
Bighetan: i aasn o [0 [  Joint Replacement or Implant .. [] [  Heart Trouble ............ [aE]E: ]
Kidney Diseases ............ (] [0  Hepatitis/ Jaundice ......... [l Respiratory Problems . .. ... O O
AIDS or HIV Infection . ... ... 1 [ Sexually Transmitted Disease .  [] [  Mitral Valve Prolapse . . . . .. O] O
Thyroid Problem ............ EE:E Stomach Troubles/ Ulcers .... [1 [ Other =]
Patient Dental History
Name of Previous Dentist and Location Date of Last Exam
Yes No Yes No
1. Do your gums bleed while brushing or flossing? ........ e i 8. Do you have frequent headaches? .............. ERSE]
2. Are your teeth sensitive to hot or cold liquids/foods? . .. .. [l 9. Do you clench or grind your teeth? ... ... ..... O O
3. Are your teeth sensitive to sweet or sour liquids/foods? ... [] [] 10. Do you bite your lips or cheeks frequently? ... ... =l
4. Do you feel pain to any of your teeth? ................ =l el 11. Have you ever had any difficult extractions
5. Do you have any sores or lumps in or near your mouth? .. [] [] UIEHE PSS i vin it as s i st s oo S04 b . b B [
6. Have you had any head, neck or jaw injuries? .......... B | 12. Have you ever had any prolonged bleeding
7. Have you ever experienced any of the following following extractions? ...........cociiniins Izl el
problems in your jaw? 13. Have you had any orthodontic treatment? .. ... .. l=l =]
CHTTERTHITT = v el s it s o Vot o oo i = El 14. Do you wear dentures or partials? . ............ 0 e
Patri{foimtears slle0ffaeel? wicon o i i obn e v ] If yes, date of placement i ]
Difficulty in opening or closing? .................. el 15. Have you ever received oral hygiene instructions
DI R CHBHEY & on s mrs v o e 58 swmesd 5 o | regarding the care of your teeth and gums? .. .. .. [ e
16:. Do you tike your SMHE? « cii v o ooy wvnay i El B

Authorization and Release

I certify that I have read and understand the above information to the best of my knowledge. The nbove gquestions have been accurately answered.
I understand that {Jrovidinﬁ incorrect information can be dangerous to my henlth. 1 authorize the dentist to release any information includin
the dingnosis and the records of any tredtment or examination rendered t6 me or my child during the period of such Dental care to third party
gayor_s and/or health practitioners. I authorize and request m%( insurance company to pay directly to the dentist or dental group insurance
eitefits otherwise payable to me. I understand that my dental {nsurance carrier may pay less than the actual bill for services. I agree to be

responsible for payment of all services rendered on ny behalf or my dependents.

X

Signature of patient (or parent if minor)

Doctor’s Contments

Signature




