


MEDICAL HISTORY DENTAL HISTORY

please check box if patient has or has had:

U Positive HIV Test U Tuberculosis

U Joint Swelling U Anemia
() Bone Disorder U Asthma
U Heart Trouble | Epilepsy

U Rheumatic Fever
d Thyroid Problems

U Prolonged Bleeding
U Faintness/Dizziness

U Diabetes U Tonsils Removed
d Hepatitis (] Adenoids Removed
U Emotional Problems U Sore Throats

U Brain Injury U Tonsillitis

d Kidney or Liver Involvement U Earaches

(] Taking Fosamax (or other biophosphante for your bones)

List any serious illnesses:

Dr. Phil Doleac, PC

Orthodontics For All Ages

List any allergies:

List drugs or medications now being taken:

Is patient under physician’s care presently?

Reason:

Name of Physician:

Additional Comments:

HOW DID YOU FIND OUR PRACTICE?

(J Referred by my dentist, Dr.
U Reffered by a friend/relative
U Yellow Pages/Online Search
( Direct Mail Invitation
(1 am a former patient

please check box if answer is yes:

d Any injuriesto: FACE MOUTH TEETH (circle)
a Mouth-breathing when: ASLEEP AWAKE (circle)
(] More than average amount of decay?
d Any missing permanent teeth?
d Any teeth removed by extraction?
W Is there any tongue-trusting problems?
d Any speech problems?
U Any difficulty in swallowing or chewing?
d Any pain or clicking when opening mouth?
U Does patient visit dentist regularly?
Date of last dental visit

(] Has an orthodontist been consulted previously?
Reason:

List any wind instrument played:

Sports:

What would you like to have orthodontic treatment accomplish?

Patient’s attitude towards having orthodontics: (circle one)

WANTS IT DONE DOES NOT WANT IT DONE DOES NOT CARE

PATIENT AUTHORIZATION - PLEASE SIGN BELOW

| understand that the information that | have given today is correct to the best of my knowledge. | also understand that this information will
be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. | authorize the dental
staff to perform any necessary dental services that | may need during diagnosis and treatment with my information consent. Notice of
Privacy Practices: | hearby acknowledge that | have received a copy of this practice's NOTICE OF PRIVACY PRACTICES. | understand that if |
have questions or complaints regarding my privacy rights that | may contact the office of Dr. Phil Doleac, PC.

signature date

| authorize and request my insurance company to pay directly to the orthodontist insurance benefits otherwise payable to me. | authorize
the doctor to release all information necessary to secure the payment of benefits. | understand that | am financially responsible for all
charges whether or not paid by insurance. | authorize the use of this signature on all insurance submissions.

signature date

I

BEAVERTON e 4095 SW 144th Ave. ¢ Beaverton, OR 97005 ¢ 503.644.7009
PORTLAND e 10850 NE Halsey St. ¢ Portland, OR 97220 ¢ 503.255.1694
SCAPPOOSE e 33640 E Columbia Ave. ® Scappoose, OR 97056 ¢ 503.543.4488

www.magic-smiles.com



