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PLEASE CH
ECK AN

Y O
F TH

 FO
LLO

W
IN

G
 FO

R W
H

ICH
 TH

E PATIEN
T H

AS BEEN
 

D
IAG

N
O

SED
 O

R TREATED
: PLEASE CO

M
M

EN
T IF N

ECESSARY. 

ADEN
O

IDS
 

AN
EM

IA
 

ARTHRITIS
 

ASTHM
A

 
PO

LIO
 

EM
O

TIO
N

AL PRO
BLEM

S
 

EPILEPSY
 

BO
N

E DISO
RDERS

 

EN
DO

CRIN
E

 
DIABETES

 

PRO
LO

N
GED BLEEDIN

G
  

PO
O

R HEALTH
 

TU
BERCU

LO
SIS

  

w
eight

 
height

 

Yes
 

Ear infections?
 N

o  
 

 
 

W
hat age?

Have tonsils or adenoids been rem
oved?  

Yes
 

Broken bones?  Please list.  Did they heal satisfactorily?
 N

o
 

Does patient bleed easily?
 

Yes
 

N
o

 

Have high fever w
ith childhood diseases?

 
Yes

 

Any psychological counseling?
 

Other illnesses, conditions, allergies, etc.: 

N
o

 

N
o

 

Did patient ever have an allergy to any drug or m
edication: 

Yes
 If 

yes, rem
arks

 

To the best of your know
ledge, is the patient in good health?

 
Yes

 

If patient is under the care of a physician for A specific condition or is taking 
any m

edications, please explain and list. 

Has the patient had any injuries to the face?
 

N
o

 
 

Yes
 

N
o

 

m
outh

 
teeth

face
 

Has the patient ever sucked a thum
b or fingers?

Until w
hat age?  

Does the patient have any speech problem
s?

 
Yes 

Is the patient a m
outh

-breather?
 

N
o

 

the patient had any teeth rem
oved at any tim

e by a dentist?
 

W
HICH TEETH?

Does the patient (grind) the teeth or (bite) his or her lip? 

Please underline
 

Have you been inform
ed of any m

issing or extra perm
anent teeth? 

N
o

 
Yes

 

Does face and m
outh resem

ble: 
m

other
 

father
 

neither
 

N
o

 
Yes

 
Do you m

ake regular visits to the dentist?
 

W
hen last?

 

How
 often does patient brush his/her teeth?

 

N
o

 
Any pain in or near the ears?

 
Yes

 

right
 

left
 

Any clicking or discom
fort of the jaw

 joint near ears?
 

N
o

 
Yes

 

Does patient desire treatm
ent?

 
N

o
 

Yes
 

In your ow
n w

ords w
hat w

ould you like us to accom
plish for you?

 

Other relevant inform
ation: 

Yes
 

N
o

 

Signature
 

Date
 N

o
 

Yes
 

Does patient have tendency to colds?
 

Sore throats?
 

Yes
 

N
o

 
N

o
 

Yes
 

W
hile aw

ake? 
W

hile asleep?  Has 

right
 

left
 

FAIN
TIN

G, DIZZIN
ESS

PN
EU

M
O

N
IA

 

RHEU
M

ATIC 

FEVER
  HEPATITIS

N
O

N
E O

F THESE
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