"CALIFORNIA

David L. Sparks, D.D.S. ‘" N Gn l N ADULT ORTHODONTIC
ORTHODONTIST ACQUAINTANCE CARD

Date 20 Date of Birth

Patient’s Name Age Sex Spouse

Address Home Phone ( )

City Zip How long at this address? Cell Phone ( )

Patient’s Dentist Phone( ) City

Who may we thank for sending you to us ?

Your SS# Spouse SS#

Your Employer Spouse Employer

Your Bus. Phone Ext Spouse Bus. Phone ( ) Ext.

Your Ins. Co. Spouse Ins. Co. Birthday

Your Ins. Co. Phone ( ) Spouse Ins. Co. Phone ( )

Person Responsible for Account
Email Address

In the following questions, circle yes or no, whichever applies:

Phone ( )

R DT T e R e R T T anes KCR TN R Sen TS SO T (D gy 1 YES NO
2. Has there been any change in your general health within the past year 2.............ccccucuevveeereieeseeceesissssssesnns YES NO
3. My last physical examination was on
& A0 You-Dow. uider e cong DTG PUIIIEN T (. .o\ okuind 1 i s b e e A ek e S s YES NO
5. The name of my physician
address
city & phone
6. Have you been hospitalized or had a serious illness within the past (5) years ? (please explain)................ YES NO
. Rheomatic fever or theumatic ROArt QIBBABE .. ... ... ovviseisiossesans sashsossonsssie ditss cioninade s shasss YES NO
DO IO AR - i i e e ERR Nl s o i gt i i "o YES NO
¢. Cardiovascular disease (heart trouble, heart attack, coronary insufficiency, coronary occlusion,
high blood pressurs, AreiOscIBORIS, SIOMEY. ... 10 i ovu v i oxoe snvensabibhsiss i s hus i e 45 e Taken it st YES NO
1. Do you have pain in your chost UpoR eXeItoN 7 .......c. .cieaiisicis sassoss onsidssisnns o dissvhivee aisks YES NO
2. Are you ever short of breath after mild exeroise ? ... oo Jhiiives sirsies sussbsiostssioss YES NO
X D0 SN RREMNSIILT . (L i inss s by A sl Bt Lok ok o i et i YES NO
4. Do you get short of breath when you lie down, or do you require extra pillows when you sleep ?.. YES NO
3 o you liave & cardins paCSIalEr 7 . ... Sidnaksa shiddebn aiaddnnansnsiesig YES NO
N S BR  AERE S ROR AUl S e e R T ORI RS T sl SR YES NO
C T A A PR Lt ORI O IR, N PR e A WL T YES NO
I il v e s S R O R g e s e B s s R s e e YES NO
g: Fainting spells, seizures or epilepsy ( Please Cirele) 1. . .c. v iivuiivibuwiiaiasebisisssssnssiseasnniboe YES NO
RN . L S R RS i ek s ket v e B, Wi SR i e YES NO
1. Do you have to urinate more than six times 8 day ? ...........cccccverririiriniiniiimieriniiinsssnsions YES NO
AN R g L SR SRR SR e A et P At R S YES NO
3. Dioes vour moath becomne SReQUSIIIY G 2 ... i..oviioeininiivenn ik ionnss vobsontos ot fanrmnssassomns YES NO
i. Jaundice, liver disease, hepatitis, or a carrier of hepatitis ? ( Please Circle ) ..........ccoeeevveervnenn... YES NO
¥ IR C O S S R LR R S R e T R e A R YES NO
k. Inflammatory rheumatism (painful swollen JOInts) ................ccoouuiiieiiiiineeeeeieeiieseineeainns YES NO
LSRRI iy 5 e SR R SR B T ot A ST YES NO
T A AR R R 2 S R G N e N A sl YES NO
I A ST N A SR S 1Y s e o TR A OGS, LT n Sinlon L AR A S YES NO
... Do you have a persistent coughrOF Coughup BIOOE 7 .........c.iimunihonsinmsonniivesnninsseincsivonnsnss YES ‘NO

(over)



P SO RO BOIIIIE ... oo ciiaiicies s i i R e e R T S A YES NO

Q. -V OOROnl ORI LRSI . (.o voin ithisn s s TE T Ty NI YS 2 oo i s e o oo s S SR Fam s b b S Bn e YES NO

e 1 AT Do T ARSI | % . R S SN e YES NO

7. Have you had abnormal bleeding associated with previous extractions, surgery or trauma ?............cccceerveene. YES NO
TR T T NIRRT R b o AN DR PR AT [ R L e o S YES NO

b. Have you ever required 8 DIODDaRSIUSTONT...... oo it inmisnbanideinesole toseriasessoossassbtssinamesnsods susnbsasesis YES NO

If so, explain circumstances

8. Do you hinve aby blood dikarder, RUEH a8 BERNIET. ... i ... ..o iiiinsmistiasiorsasssifs sossitaisssnion iocitssoarsstininss sofosensiss YES NO
9. Have you had surgery or X-ray treatment for a tumor, growth, or other conditions of the head or neck?........ YES NO
L= Arevol taking any G of TRBTHCTIIET v .0 va e i b e evisedassoons sty birBsturosor svbsis s Feoayadi e secliasaveseidinsy YES NO

If so, what?
11. Are you allergic or have you reacted adversely to:?

P T SRR, SR BRI LGS CIPII A TS R (R S SRR AL SRR YES NO

b. Penicillin or other antibiotics (Specify) YES NO

R R RN A ot i W T oI 212 suban vk AL A S e s s b s YES NO

WAt e O 1L LR Dok DN SRRSO UL SR W S50 S YES NO

R, TR AR R b el g S PTG S s ARSI UL A SOUPORESE PR (EEE YES NO

f. Codeine or other narcotics ( Specify) YES NO

g. Other ( Specify) YES NO

12. Have you had any serious trouble associated with any previous dental treatment?...........ccc..oeeereeerreneererreseennen YES NO
If so, explain

13. ‘Do you require aitibiotics Defore Geiital PYOCOIMIEET. . ... ... iiswrisssiismnsinsssssilpiossesiposdbrtisismsansuiesstamissossosinns YES NO

14. Are you employed in any situation which exposes you regularly to x-rays or other ionizing radiation?.......... YES NO
If so explain

15. Have your tonsil and adenoids been removed? Atwhatage? i, YES NO

16. Women - are you pregnant at the present time? How many months? ... YES NO

17. Is there any medical condition or serious illness, past or present that we should know about?......................... YES NO

a. If yes, explain

DENTAL HISTORY
1. Has there been any injuries 10 the face; motith, o 100th T.. ... i iiiiiiiiiitbosivm diisuisiivassdnsnsbosinnisssiiniasion YES NO
22 DI0RE FOUE JAW VR BIIBE 7. itivisossivemiinsnsssssivinbicisminsassussins UM B NS K i s s a0 YES NO
3.2 Does your jaw ever Pop. o cElick: WMo ODORINE 7:: ... isciniiemesistomsiomsvimsvistosssibi i idtmsistuiont osdasetiditerssn YES NO
4, Has your jéwiever lockod epeaoraloaBd T:t.. .. oo i Do i i B i tha aiiiingie YES NO
% " Do you Bave sy SPeeERREIISIE T- 7. .. iy voreivis piies s Pt LA VBT el Boati st YES NO
LR ATE VOU A IOUHIR ORI T 5o ol i wiril s s I e s R e ek A e YES NO
7. Has an orthodontist been consulted previougly? WHo T oo 0 0 DB e i evesseninns YES NO
&;¢ Has any Saniily mnember Had orthOdOntIc eatMENt 0 . v i o ivivve i dhusecsbubes tsiiarsesmiasn St sdas s, YES NO
9. When was the last dental care ?
10. What do you want orthodontic treatment to accomplish ?

[ understand that the information that I have given today is correct to the best of my knowledge. I also understand that this informa-
tion will be held in the strictest confidence, and it is my responsibility to inform this office of any changes in my medical status.

I authorize the dental staff to perform any necessary dental services with my informed consent that I may need during diagnosis
and treatment.

Signature Date

Thank you for filling out this form completely.

This office reserves the right to verify the credit status of potential patients prior to extending credit for treatment fees and may, at
the discretion of this office, use the services of one or more credit reporting services.

Signature Date

Our office is committed to meeting or exceeding the standards of infection control mandated by OSHA, the CDC and the ADA.

Dr.



	NP form Adult-front
	NP form Adult-back

