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       Medical History
                                Lebanon      |      Robesonia      |      Hegins           
Spouse’s Dental Insurance Information

Name:  ___________________________________________
SS#:  _______________________ DOB: _______________
Employer:  _______________________________________
Orthodontic Insurance Co. and Address:   
   _________________________________________________
   _________________________________________________

Group #:  ________________________________________
Subscriber ID:  ___________________________________

     
Patient’s Dental Insurance Information

Name: ____________________________________________
SS#: _______________________ DOB: ________________  
Employer: ________________________________________
Orthodontic Insurance Co. and Address:   
__________________________________________________
__________________________________________________

Group #: _________________________________________  
Subscriber ID: ___________________________________

(Please write in black ink only)
Name:  _______________________________________________________________________________________________                   
Address:   _____________________________________________________________________________________________
Date of Birth:  ____________________________          Age:  ___________         Sex: M or F                
Home Phone: _________________________               Cell Phone: _________________________
Email:  __________________________________________
Orthodontic Insurance:  Y or N (if yes please fill out all information in box below)
Family members treated in our office: (Full Name and relationship)

Reason for consultation: _______________________________________________________________________________ 
Patient’s dentist and date of last visit:  _________________________________________________________________



       


Circle Yes or No for which the patient has a history:
	ADHD                        Y N
Allergies                  Y N
Anemia                    Y N
Arthritis                   Y N
Asperger Synd.       Y N
Asthma                    Y N
Autism                     Y N
Autoimmune            Y N
Bone disorders        Y N
	Bulimia                      Y N
Cancer                       Y N
Cerebral palsy          Y N
Chest pains               Y N
Chronic neck pain     Y N
Cold sores/herpes     Y N
Diabetes                    Y N
Down syndrome        Y N
Drug allergies           Y N
	Endocrine problems      Y N
Emotional disorders      Y N
Epilepsy                         Y N
Fainting, Dizziness        Y N
Headaches                     Y N
Heart condition             Y N
Hepatitis                        Y N
High Blood pressure      Y N
HIV/AIDS                         Y N
	Immune problems     Y N
Jaw problems           Y N
Kidney problems       Y N
Low blood pressure  Y N 
Mouth breathing       Y N
Muscular disorders   Y N
Nervous disorders     Y N
Organ transplant      Y N
Painful chewing        Y N
	Periodontal problems     Y N
Pneumonia                      Y N
Prolonged bleeding         Y N
Rheumatic fever             Y N
Scoliosis                          Y N
Seizures                          Y N
Sleep apnea                    Y N
Snoring                            Y N
Smoking                          Y N
	Special needs         Y N
Speech prob.          Y N
Thumb sucking       Y N
Tooth grinding        Y N
Tuberculosis           Y N



Any disease, problems, or allergies not mentioned above?____________________________________________________________________________________________
Current medications: _________________________________________________________________________________________________________________________________
Do you now or have you taken bisphosphonates, including, Fosamax, Didronel, Boniva, Aredia, Actonel, Skelid or Zometa? ________If yes, please circle
Have wisdom teeth been extracted?  _____________   Any face, mouth or teeth injuries?  _______________________________________________________________
Does the patient normally breathe through the mouth while awake or asleep?  ___________    Do gums bleed when brushed or flossed?  ______________
Has an orthodontist been consulted previously?  ___________________        Have you had previous orthodontic treatment?  _____________________________
Are there any missing or extra teeth?  __________________      Have the tonsils and adenoids been removed?  __________________________________________
Any questions?  _______________________________________________________________________________________________________________________________________
Signature:  __________________________________________________  Relationship to patient:  _________________________  Date:  _______________________________

We ask for a 24 hour cancellation notice if you are unable to keep this appointment.  Since this a complimentary appointment, we reserve the right to not reschedule the missed appointment.

      **Please bring forms to your complimentary appointment along with your orthodontic insurance card**

                                                                          Wertz Orthodontics
                                                             855 Norman Drive, Lebanon, PA 17042
                                             Phone:  717-273-9780 | Fax: 717-273-5021 | wertzortho.com
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