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     McGuire Orthodontics and Facial Orthopedics

NAME________________________________________________________Age____Sex____Date of Birth_____________________

                       Last                                      First                                M.I.

Address_____________________________________________________________________Tel #(_____)_____________________

                        Street                                      City/State                            Zip

Whom may we thank for referring you to our office?_________________________________________________________________

Employed by:__________________________________________________________Occupation_____________________________

Work Tel #(_____)_______________________ext__________                             Cell Phone #(____)__________________________

E-mail Address_____________________________________

Your Social Security # (for accounting purposes)____________________________________________________________________

Marital Status:    (  Single     (  Married      (  Separated      ( Divorced      (  Widowed      ( Remarried

Spouse’s Name____________________________________________________________Date of birth________________________

                                               Last                                 First                                       M.I

Employed By:__________________________________________________________Work Tel #(____)_______________________

Spouse’s Social Security # (for accounting purposes)_________________________________________________________________

If responsible party is other than yourself, please give information:      (  Not Applicable

Name_________________________________________________SS#____________________Relationship to Patient____________

Address_______________________________________________________________________Tel #(____)____________________

                               Street                                            City/State                                  Zip

Children’s Names and Birthdates_______________________________________________________________________________

MEDICAL HISTORY

Your Physician’s Name_______________________________________________________________________________________

Have you had or do you have any of the following?  Check all that apply.

___Rheumatic Fever                           ___Hepatitis                                     ___Diabetes                                 ___ Persistent Headaches                              

___Heart Murmur                                ___Ulcers                                        ___ Neck Pains                            ___ Nerve or Brain Disease           

___High Blood Pressure                      ___Herpes (Any type)                    ___ Arthritis (Any type)               ___ Epilepsy

___Heart Attack/Stroke                       ___ Psoriasis                                   ___ Mental Health Problems        ___Bone Disorders                                                

___Blood Vessel Disease                    ___ Cancer                                      ___ Swollen Glands                      ___ Allergies
___Blood Disorder                              ___ Sinus Infection                         ___ Sleep Apnea                            ___ Gastric Reflux          

___AIDS/HIV Infection                      ___ Ear Disorder                             ___ Migraine                                

Are you allergic to Latex?__________________  

Comments___________________________________________________________________________________________________

Please list any other significant information about your medical history:__________________________________________________

____________________________________________________________________________________________________________

YES  /  NO

____ /____  Are you under a physician’s care at present?     If Yes, reason________________________________________________

____/____   Are you presently, or have you ever been , under the care of a psychiatrist or psychologist?_________________________  

                    If yes, describe_____________________________________________________________________________________

____/____   Are you currently taking any medication?     If yes, describe_________________________________________________

____/____   Are you allergic to any medications? (Eg: aspirin, penicillin, etc.)    If yes,  what?________________________________

____/____   Have you ever had any general anesthesia?   When?________________________________________________________

FEMALE PATIENT

____/____      Do you have regular menstrual cycles?

____/____      Have you experienced menopause?

____/____      Has anyone in your family had osteoporosis?

____/____      Is there a possibility that you could be pregnant?

DENTAL HISTORY

YOUR DENTIST’S NAME_____________________________________________________LAST VISIT____________________

YES  /  NO

____/____      Do any of your teeth hurt?  If yes,    upper right  (      upper left   (    lower right  (    lower left  (
____/____      Have any wisdom teeth been removed?  How many?__________________ When?______________________________

____/____      Have you ever had treatment for periodontal disease (gum disease)?  If yes, describe____________________________

____/____      Have you ever had any previous orthodontic treatment (braces)?  If yes, when?_________________________________

                             If yes, doctor’s name and address_____________________________________________________________________

____/____      Have there been any injuries to your mouth or teeth?  If yes, describe_________________________________________

____/____      Have you ever had any injury in the head and neck area?  If yes, describe_____________________________________

 ____/____     Have you ever fallen & bumped your chin, or received a blow to your jaws?  If yes, describe______________________

____/____      Have you ever had any surgery in the head and neck area?  If yes, describe____________________________________

____/____      Do you clench or grind your teeth?  If yes,   while sleeping (       under stress (     other__________________________

____/____      Do your jaw muscles ever feel tired?  If yes, when________________________________________________________

____/____      Do you ever notice soreness, tightness or pain in the muscles around the jaws and face?  If yes, describe_____________

                       ________________________________________________________________________________________________

____/____      Does it hurt to chew?  If yes, where does it hurt?_________________________________________________________

____/____      Do you hear clicking (popping) or grating sounds in your jaw joints?  If yes, please describe:

Right                 Left                    Since when?                       During what activity?

            (  Clicking:               (                      (                      __________                        _________________

            (  Grating                  (                      (                      __________                        _________________

                   Did these joint sounds begin gradually or suddenly?   Gradually (            Suddenly (
 YES/ NO

____/____      Was there some specific event that started the joint sounds?  If yes, describe___________________________________

____/____      Have you ever experienced difficulty in opening or closing your jaws?   If yes, describe__________________________

____/____      Have your jaws ever “locked” closed?  If yes, describe____________________________________________________

____/____      Have your jaws ever “locked” wide open?  If yes, describe_________________________________________________

____/____      Do you have pain in your jaw joint?  If yes,     right (       left (    Since when? _________________________________

                           Did your pain start    gradually  (       or        suddenly (
                           During what activity? ____________________________Describe nature of pain_____________________________

                           What increases the pain?__________________________What decreases the pain?____________________________

Do you have any of the following habits?

 Yes     No                                                                          Yes / No                                                        Yes/No
____/____        Finger/Thumbsucking                             ____/____        Gum Chewing                    ____/____         Tongue Thrusting
____/____        Lip Biting                                                ____/____         Ice Chewing

____/____        Nail Biting                                              ____/____         Smoking

Epworth Sleepiness Scale

Name: ______________________________________________Date:___________

Age:________  Gender: [   ] Male   [   ] Female

How likely are you to doze off or fall asleep in the situation described below, in contrast to just feeling tired? This refers to your usual way of life in recent times.

Use the following scale to choose the most appropriate rating for each situation:

0 – Would never doze

1 – Slight chance of dozing

2 – Moderate chance of dozing

3 – High chance of dozing

Sitting and Reading_____

Watching TV_____

Sitting, inactive in a public place (theater, meeting, etc…)_____

As a passenger in a car for an hour without a break_____

Lying down to rest in the afternoon when circumstances allowed_____

Sitting and talking to someone_____

Sitting quietly after lunch without alcohol_____

In a car, while stopped for a few minutes in traffic_____

Total = ______

Score: 

0-10    Normal Range

10-12  Borderline

12-24  Abnormal

Signature:___________________________________________________Date:_____________________
Lucas D. McGuire, DMD, MSD


www.mcguireorthocle.com
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