Steven J. Boral, DDS, PC

   380 Dogwood Avenue                                                                            400 North Broadway

Franklin Square, NY 11010                                                                         Jericho, NY 11753

516-292-6484          516-827-5008   

Practice Limited to Orthodontics

FAMILY INFORMATION AND HEALTH INFORMATION

                                                                                                     Today’s Date____________________

                                                                                                     Date of Birth____________________

Patient’s Name_____________________________                   Dentist_________________________

                                                                                                      Address________________________

Address           _______________________________________Phone #________________________

Town              ____________________Zip_______                   Referred by_____________________

Telephone      ______________________________                   Bus. #__________________________

Cell number   ______________________________                   e-mail __________________________

Primary Insurance Co. Name_________________________      S.S. # __________________________

Insurance Co. # ____________Employed by___________Group #_____Employee Date of birth______

Secondary Ins Co. Name____________________________       S.S.#___________________________

Insurance Co.#_____________Employed by___________Group#______Employee Date of birth______

Responsible Party_____________________________________________________________________

Billing address if different from above_________________________________________

Instructions: The first part of your health questionnaire is designed to help us focus on your specific concerns. Parts two and three will allow you to provide any explanations necessary to assist our overall understanding. Your answers are for our records only and will be considered confidential.

Part I                                                                          Part II                    

SUBJECTED COMPLAINTS                                 GENERAL ORTHODONTIC 

AND CONCERNS                                                    ATTITUDES 

A. What are the patient’s main concern                     A.  Dental checkups

regarding the teeth?                                                        1 Twice a year

1 Buck teeth                                                                                          2 Once a year

2 Crowding                                                                                           3 Only in emergency

3 Gum disease/Recession                                                                     4 Never

4 Gummy smile                                                                            B. Orthodontic consultation prompted by:
5 Headaches/Facial pain                                                                     1 Patient

6 Irregular Facial proportions                                                             2 Dentist (name)___________________________________

7 Irregularly Shaped teeth                                                                   3 Spouse 

8 Jaw Joint Clicking                                                                            4 Friend (name)____________________________________

9 Jaw pain                                                                                          5 OTHER (name)__________________________________

10 Jaw Size too small (reduced)                                                  C. Any unusual dental experiences  Yes____NO____

11 Jaw size too large (prominent)                                                D. Why are you seeking this consultation?

12 Missing Teeth                                                                                1 To correct crowding

13 Mouth too small                                                                             2 To improve my smile  

14 Neck Pain                                                                                       3 To correct jaw dysfunction problem

15 Overbite                                                                                          4 To eliminate facial pain

16 Protrusion of teeth                                                                          5 To close spaces

17 Ringing/Stuffiness in Ears                                                              6 To improve my bite

18 Spaces                                                                                             7 To improve general appearance

19 Other_______________________________                                 8 OTHER_________________________________________

B. Family members with similar orthodontic condition?

1 Father                       4 Sister

2 Mother                      5 Child

3 Brother                     6 Grandparent    

Part III Medical/Dental History

A. Present Health                  Good       Fair     Poor                    D. Allergies to medication/Food-Allergic

      1 Physical                                     1      2      3      4      5      6                                response has been demonstrated to:
      2 Emotional                                  1      2      3      4      5      6                                1 Antibiotics (specify)_________________________

      3 Under stress                                                    ____Y____N                               2 Dairy Products

                                                                                                                                      3 Dyes in food

B. Have you had any of the following conditions?                          4 Pain pills (Codeine, etc.)

      1 Aids                                                                                                                      5 Wheat, cereals, nuts etc._____________________

      2 Allergies                                                                                                               6 OTHER__________________________________

      3 Arteriosclerosis                                                                                                     7 NONE
      4 Asthma                                                                                                           E. Do any of the following apply:

     5 Autoimmune disorder                                                                                          1 Snore when sleeping                                 _____Y_____N

      6 Blood disease                                                                                                       2 Breathe through mouth                             _____Y_____N

      7 High blood pressure                                                                                                (Mouth breather rather than nose breather)

      8 Low blood pressure                                                                                                 a     seldom

      9 Bone disorders                                                                                                         b     sometimes

      10 Cancer                                                                                                                    c     usually

       11 Diabetes                                                                                                             3 Have frequent colds?                                 _____Y_____N

       12 Dizziness                                                                                                            4 Have frequent sore throats or tonsillitis?  _____Y_____N

       13 Epilepsy                                                                                                              5 Have difficulty chewing?                         _____Y_____N

       14 Endocrine problem                                                                                             6 Have difficulty swallowing?                    _____Y_____N

       15 Emotional problems                                                                                            7 Have pain in the jaw joint?                      _____Y_____N  

       16 Female problems                                                                                                 8 Have clicking in jaw joint?                      _____Y_____N

       17 Hepatitis                                                                                                              9  Have speech problems?                           _____Y____ N

       18 Heart disease                                          

       19 Hearing disorder                                                                                          F. The following habits are of interest to the Doctor

       20 Kidney disease

       21 Rheumatic fever                                                                                                   1 Tongue thrusting?                                   _____Y_____N

       22 Ringing in the ears                                                                                               2 Grinding of teeth?                                   _____Y_____N

       23 Sleep disturbance                                                                                                 3 Smoking?                                                _____Y_____N

       24 Received blows (trauma) to teeth, face, jaws or head                                         4 OTHER HABITS_______________________________

       25 NONE

C. Medications---Current medications taken by patient:          G. Are there any medical, dental, or surgical 

                                                                                                               problems not covered above        _____Y_____N

      1 Antibiotics

      2 Birth control pills

      3 Diet pills (diuretics, etc.)

      4 Heart pills (digitalis, etc.)

      5 Muscle relaxants

      6 Insulin

      7 Pain pills (demerol, codeine, etc.)

      8 Sleeping pills

      9 Tranquilizers (valium, etc.)

      10 Vitamins

      11 OTHER___________________________________________

      12 NONE

                                                                                                                            SIGNATURE_________________________________

                                                                                                      Staff Signature________________________________

Notes:                  

UPDATE: HEALTH, ADDRESS, PHONE, DENTIST-Signature_________________________________________________DATE________

UPDATE: HEALTH, ADDRESS, PHONE, DENTIST-Signature_________________________________________________DATE________

UPDATE: HEALTH, ADDRESS, PHONE, DENTIST-Signature_________________________________________________DATE________

