                                                                 Glenn E. Bloore, D.D.S.
                                    Diplomate of the American Board of Orthodontics

                          ADULT CONFIDENTIAL ORTHODONTIC ACQUAINTANCE FORM
Patient’s Name__________________________________________________________________________Birthdate_____________________Sex________________
Residence Address_______________________________________________________________________Phone___________________Cell_____________________
City__________________________________Zip_______________________________  Email Address___________________________________________________
Who may I thank for referring you to me?______________________________________________________________Relationship____________________________
Has any orthodontist been previously consulted?______________________________________________________________________________________________
Occupation_____________________________________________________________________________Marital Status____________________________________
   Employed by____________________________________________________________________________________Bus. Phone_____________________________
   Bus. Address___________________________________________________________________________________________________________________________
Person responsible for account_____________________________________________________________________________________________________________
Spouse/Partner/Significant Other's name_____________________________________________________________________________Cell_____________________
   Employed by___________________________________________________________________________________________________________________________
   Bus. Address___________________________________________________________________________________________________________________________
Children_________________________________________________________________Play musical instrument___________________________________________
DENTAL/MEDICAL HISTORY
Have you had any of the following medical conditions or problems?
PLEASE CIRCLE:
Y   N   Heart Murmur				 Y   N   Liver Disorder		Y   N  Tuberculosis			Y   N   Asthma
Y   N   Anemia		 	     	 Y   N   Hemophilia	            	Y   N    Cancer			Y   N   Depression
Y   N   Heart Problems of any kind		 Y   N   Venereal Disease	Y   N   Ear Problems			Y   N   Insomnia
Y   N   Bleeding problems			 Y   N   Diabetes		Y   N   Arthritis			Y   N   Sore throats
Y   N   Convulsions/Epilepsy	                   		 Y   N   HIV+/AID                        	Y   N   Kidney Disorder	        		Y   N   Any operations		
Y   N   High Blood Pressure	  		 Y   N   Latex Allergy	                  	Y   N   Sore Throat 			Y   N  Skin Rash
Y   N   Any stays in the hospital	                                	Other ____________________                       		                                 		
Do you smoke?   Y    N            Do you have frequent or severe headaches?   Y    N    Do you have frequent or severe neckaches?   Y    N      
Do you have difficulty breathing through your nose?   Y   N
Are there any other medical conditions or problems?    Y   N     If yes, please list_______________________________________________________________________
Are you currently under the care of a physician?   Y   N        Women:  Are you pregnant?     Y    N      Are you taking birth control pills?    Y    N
Patient Physician___________________________________________City__________________________________Phone #__________________________________
ARE YOU ALLERGIC TO ANY MEDICATIONS?    Y    N
If yes, please list________________________________________________________________________________
Are you taking any prescription medications?   Y    N     If yes, please list:___________________________________
DO YOU NEED TO BE PREMEDICATED BEFORE DENTAL TREATMENT?      Y     N
Patient’s Dentist_____________________________________________________City__________________________________Phone #_________________________
Approximate date of last visit:_______________________________________________________________________________________________________________
PLEASE CIRCLE:
Have you ever had any orthodontic treatment?    Y    N   Year_________  		Have you ever had treatment for the jaw joint or facial muscle spasms?   Y   N
Have you ever been informed of any missing or extra teeth?     Y     N		Do you clench, grind or grit your teeth at night?    Y    N			
Has there been any injuries to the face, mouth or teeth?    Y    N			Do you have any speech problems?    Y    N
Have you had tongue-thrust or speech therapy?    Y    N				Have you ever been informed of any missing or extra teeth?    Y    N
Have you ever been told you have any TMJ problems?    Y    N			Has your jaw ever locked open?    Y    N				
Does your jaw ever make noise (cracking or popping sounds) when chewing or yawning?     Y    N
Do you get cold sores, fever blisters or canker sores?    Y    N			Do your gums bleed?    Y    N
Are you under treatment for your gums?    Y    N				Do you have any difficulty swallowing?    Y    N
Have you noticed any shifting of the teeth?    Y    N    When?_________________
Are you aware that the success of orthodontic  treatment is heavily dependent on patient cooperation?    Y    N
Interests ie. Sports, hobbies, etc.____________________________________________________________________________________________________________

WHAT DO YOU WANT ORTHODONTICS TO ACCOMPLISH?________________________________________________________________________
________________________________________________________________________________________________________________________
I understand that the information that I have given is correct to the best of my knowledge, that it will be held in strictest of confidence, and it is my responsibility to inform this office of any change in my health status.

Patient’s signature_________________________________________________________________Date______________________

