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     McGuire Orthodontics and Facial Orthopedics

NAME_____________________________________________________Age____Sex____Date of Birth_____________________

                             Last                                        First

Address_____________________________________________________________________Tel #(_____)____________________

                        Street                                      City/State                            Zip

School_______________________________Grade________Hobbies___________________________________________________

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

Father’s Name_______________________________________________________Father’s SS#_____________________________

                                        Last                                   First                                   (for accounting purposes)

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

Home Address:_____________________________________________________________Home Tel # (____)__________________

                                      Street                                 City/State                               Zip              Cell Phone#(____)__________________

Employed By:________________________________Work Tel #(____)__________________E-mail_________________________

Mother’s Name________________________________________________________Mother’s SS#___________________________

                                         Last                                    First                                     (for accounting purposes)   

Home Address:_____________________________________________________________Home Tel # (____)__________________

                                      Street                                 City/State                               Zip              Cell Phone#(____)__________________

Employed By:________________________________Work Tel #(____)__________________E-mail__________________________

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

If responsible party is other than the patient’s parents, please give information:      (  Not Applicable

Name_________________________________________________SS#____________________Relationship to Patient____________

Address_______________________________________________________________________Tel #(____)____________________

                               Street                                            City/State                                  Zip

Siblings Names and Birthdates_________________________________________________________________________________

MEDICAL HISTORY

Patient’s Family Physician_____________________________________________________________________________________

Has your child ever had or does your child 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                                      ___ Migraines                              ___ Swollen Glands

___Blood Disorder                              ___ Sinus Infection                         ___ Sleep Apnea                          ___ Allergies           

___AIDS/HIV Infection                      ___ Ear Disorder                             ___Gastric Reflux 

Is your child allergic to Latex?__________________  

Comments__________________________________________________________________________________________________

Please list any other significant information about your child’s medical history:____________________________________________

____________________________________________________________________________________________________________

YES  /  NO

____ /____   Is your child under a physician’s care at present?     If Yes, reason____________________________________________

____/____    Is your child presently, or has your child ever been under the care of a psychiatrist or psychologist?__________________
                     If yes, describe_____________________________________________________________________________________

____/____    Is your child currently taking any medication?     If yes, describe_____________________________________________

____/____     Is your child allergic to any medications? (Eg: aspirin, penicillin, etc.)    If yes,  what?___________________________

____/____     Has your child ever had any general anesthesia?   When?___________________________________________________

GROWTH AND DEVELOPMENT:

 Yes    No 

____/___        Has your child reached adolescent growth?
___/___      Girls-has monthly cycle started yet?  If yes, when_________________________________________

___/___      Boys-Has voice changed yet?  If so, when______________________________________________  ___/___      Is the patient adopted?  Does the patient know?    Yes  (          No  (
___/___      Are there any learning disabilities?  If yes, explain_________________________________________

                       Patient’s present height______________ Expected height of patient________________

                   Father’s height_________________Mother’s height_____________________
DENTAL HISTORY 

Your Child’s Dentist____________________________________________________Last Visit______________________________

YES  /  NO

____/____      Do any of your child’s teeth hurt?  If yes,    upper right  (      upper left   (    lower right  (    lower left  (
____/____      Have any wisdom teeth been removed?  How many?______________

____/____      Has your child ever had treatment for periodontal disease (gum disease)?  If yes, describe________________________

____/____      Has your child ever had any previous orthodontic treatment (braces)?  If yes, when?_____________________________

                             If yes, doctor’s name and address_____________________________________________________________________

____/____      Have there been any injuries to your child’s mouth or teeth?  If yes, describe___________________________________

____/____      Has your child ever had any injury in the head and neck area?  If yes, describe_________________________________

____/____      Has your child ever fallen & bumped his/her chin or received a blow to his/her jaws?  If yes, describe_______________

                       ________________________________________________________________________________

____/____      Has your child ever had any surgery in the head or neck area?  If yes, describe_________________________________

____/____      Does your child clench or grind his/her teeth?  If yes,   while sleeping (       under stress (     other_________________

____/____      Does your child’s jaw muscles ever feel tired?  If yes, when________________________________________________

____/____      Does your child ever notice soreness, tightness or pain in the muscles around his/her jaws and face?  
                        If yes, describe___________________________________________________________________________________

____/____      Does it hurt for your child to chew?  If yes, where does it hurt?______________________________________________

____/____       Does your child hear clicking (popping) or grating sounds in his/her 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 (
____/____       Was there some specific event that started the joint sounds?  If yes, describe___________________________________

____/____       Has your child ever experienced difficulty in opening or closing his/her jaws?  If yes, describe____________________

____/____       Has your child’s jaws ever “locked” closed?  If yes, describe_______________________________________________

____/____       Has your child’s jaws ever “locked” wide open?  If yes, describe____________________________________________

____/____       Does your child have pain in his/her jaw joint?  If yes,     Right (     Left (    Since when? _______________________

                        Did his/her pain start    Gradually  (     or     Suddenly (
                        During what activity? ____________________________Describe nature of pain_______________________________

                        What increases the pain?__________________________What decreases the pain?_____________________________

Does your child have any of the following habits?

 Yes     No                                                                      Yes      No

____/____           Finger/Thumbsucking                        ____/____          Gum Chewing

____/____           Lip Biting                                           ____/____           Ice Chewing 

____/____           Nail Biting                                         ____/____           Tongue Thrusting
Pediatric Sleep Questionnaire

1. Does your child have trouble going to bed or falling asleep?

2. Awaken during the night and have trouble returning to sleep?

3. Does he/she tend to breathe through their mouth during the day or during sleep?

4. Have dry mouth or bad breath upon waking in the morning?

5. Have you noticed any of the following while your child is sleeping?

a. Snoring, heavy or loud breathing?

b. Break or pause in breathing?

c. Gasp, choke or struggle to breathe?

d. Restless or agitated sleep? Grinding teeth?

e. Abnormal head posture (hyper-extension, etc.)

f. Excessive sweating?

g. Wetting the bed?

6. Have you noticed any of the following during the day?

a. Difficulty waking?

b. Wakes with headaches?

c. Groggy, tired or “out of it”?

d. Hyperactive?

e. Teachers commented?

7. Child often:

a. Does not seem to listen when spoken to directly?

b. Has difficulty organizing tasks?

c. Easily distracted by extraneous stimuli?

d. Fidgets with hands or feet or squirms in seat?

e. Interrupts or intrudes on others?

8. Is your child frequently sick, have a history of sore throat, ear infections, sinus infections or allergies?

9. Stop growing at a normal rate at any time since birth? Overweight?

10. Habits such as: pacifier/thumb sucking/lip biting/ other?

Signature:_________________________________________________Date:_______________

Relationship to Patient:________________________________________

Lucas D. McGuire, DMD, MSD
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