David L. Sparks, D.D.S. __CALIFORNIA || e pENDENT ORTHODONTIC

(o B e s B 0 oy i 0 el G

Tm “m ACQUAINTANCE CARD

Date 20 Date of Birth
Patient's Name School Age Sex
Address Home Phone ( )

City Zip How long at this address?
Patient's Dentist Phone ( ) City

Who may we thank for sending you to us?

Father Birthday Mother. Birthday
Address Address

City Zip City Zip

Home Phone Cell ( Yoo s S HOmIS RO Cell ( )
Employer Employer

Job Title Job Title

Bus. Phone ( ) Ext. Bus. Phone ( ) Ext.
Soc. Sec. No. Soc. Sec. No.

Father's Dental Ins. Co. Mother’s Dental Ins. Co.

Father's Ins. Co. Phone ( ) Mother's Ins. Co. Phone ( )

Person Responsible for Account Soc. Sec. No.

Person Responsible Email
List hobbies or interests of patient

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

1: s patienl Do MeaN Y. L i e e et s | s S b s s G s B AR e S YES
2. Has there been any change in patients general health within the past year?....................ccoooiiiiiiiin, YES
3. Patient's last physical examination was on
4. 18 patlent now: under e Cara GE.8 DRYSICIAND. 5.5l dibhinsvsisbesms domqalosommss buest s oasirssbins Kibvb snss bannpasis s YES
5. The name of patient’s physician
address
city & phone
6. Has patient been hospitalized or had a serious illness within the past five (5) years? (please explain).......... YES
8. Rheumaticfovar of theumatic RBant BIBaasE |\ . L i S i it s s e baais e biiy YES
BTN a8 T T T N T P A Sl ol S (e YRR R sl Ml S R D et i YES
c. Cardiovascular disease (heart trouble, heart attack, coronary, insufficiency, coronary occlusion,
high blood prossuve; ananosSBlarosIs, SHOKE) . . L i B etionvast i st agusi s v asnesns iraneseansses YES
1. Does patient have pain in their chest Upon eXertioNT ...ttt sie e oi b YES
2. Is patient ever short of breath after mild @Xercise?..................ccooiiiiiiiiiiiiii YES
IRt R R e SR e s B it ). e B el s LG e YES
4. Is patient short of breath when they lie down, or do they require extra pillows when they sleep?..... YES
B, Doas:palient 1ave a CaHaG DA COMYASIT 117 T 50 0 e ool se s o s e s S as s sk e saos S Ve g g ¥ e e v s YES
Lo S T RS T SO SR N e R b e I i G VR e S AR D SR et e YES
e g s o e B S MR oL s St et Nt AN B R ot et R Sk R e YES
i T T e R S st e N S RSO S R R D S e YES
0. Fainting spells, seizures or epilepsy (Please Circle) ...............ccoiveiiiiiiiiiiiiicieiin i YES
Tl B e e R e T L el A el A o Rt i YES
1. Does patient have to urinate more than six times a day?................ccooooviiiiiiiiiiiieii e, YES
2% sifatisnt thisst e el thamimD T v o S e e i G R sl YES
3 Dobg thalrmeith BECoTe TrogUBMIVE AR o A o A L i B R R L A a s YES
i. Jaundice, liver disease, hepatitis, or a carrier of hepatitis? (Please Circle)........................ocoiin YEB
B et e e A S o el s o s g e i S i b SR, R P YES
k. Inflammatory rheumatism (painful swollen JointS) ... YES
sy tet el e O I R M T SR S R e R L RORD O e SRR v oRe (e e YES
SR T T NI s P N G RN SR TS BN A o € S e BTN T By S U SN YES
sl o e T e e e B s [ R e R PR R e e TR YES
0. Does patient have a persistent cough or cough up blood? ............ccecviiiiniiiiiniii YES

(over)

NO
NO

NO

NO
NO
NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO



P VenoraalbaiSensRlGOBOINY. v o o R R R e Tt ok b L R I e R YES
SR s s T T ettt e a1 ORI ST SRl R R s e plee Pt YES
7. Has patient had abnormal bleeding associated with previous extractions, surgery or trauma?...................... YES
B 0 (e e TR T ] Y R e i DR I e e (e TRt PR e A N T YES
b Has patient everreguiret a BIoOU ArBnSIISIOND [ . i i i s tin s Bbon s eroyi ot cbvh sdaass es s dmn eyl YES
If so, explain circumstances
8. ‘Does patient have any blood disarder, such 88 apBraT . (.. i i i ot i e ndnn aanl YES
9. Has patient had surgery or x-ray treatment for a tumor, growth, or other condition of the head or neck?........ YES
19:- 18 patiaptIaking SR G WaEICING -t e e R e e e B i e s YES
If so, what?
11. Is patient allergic or have they reacted adversely to:?
B I o e e e M e e T s YES
b. Penicillin or other antibiotics (Specify) YES
CoBUaRIgS-c v i s e e e s CRR PR Bl T R e e S B e 1 YES
i ) SR GUESE E RS e S T e S A SRR P ol WCHE U D M L U e e YES
BRSO o R T e e T K Y Y e o0y SIS 3 48 e o L W L e YES
f. Codeine or other narcotics (Specify) YES
g. Other (Specify) YES
12. Has patient had any serious trouble associated with any previous dental treatment? .................................... YES
If so, explain
13. Does patient require antibiotics before dental ProCeAUIES?.................ovveicirii e eneeeene s YES
14. |Is patient employed in a any situation which exposes them regularly to x-rays or other ionizing radiation?..... YES
If so, explain
15. Have tonsils and adenoids been removed? atwhat age? . i nsrasansiea e YES
16. For growth prediction in girls: Have menstrual cycles started? atwhatage? ... YES
17. Is there any medical condition or serious illness, past or present that we should know about?....................... YES
a. If yes, explain
DENTAL HISTORY
1. Has the patient ever sucked a thumb or fingers? Until what age? ..., YES
2. -Has'the patient had tongue-thriist or SPROCH INBIBPRYTY ... .c....iccoh-tisisaiiiie o dpbsapmandnmnsdoshinityass sbassansong YES
3. Has there been any injuries to the face, mouth or teeth?......... s szt Al e e YES
4. Baas e TR NG S a N OV T . s iite it b s Gkt sl b kion i b sk b e o w8 8 A0 G Sl YES
5. Does the patient’s jaw ever pop or crack when Opening? ... eneceresseeeessnssssasbannis YES
6. Has the patient’s jaw ever locked open Or ClIOSEA?...........ciiieeiiiniiiinieiiiiineiir i e e s s s sase e sesesaaesaaas YES
7.. Ddas the patient NAVE Gy SPOBCT PIOBIOIRBY . i il webioil e iraiis wasssats sy AEkasas sass it 44 s ok st psics s ivi YES
8. ulsdhe patiant 8 IRaUth NBtIEY 2. v s R A R A S e s A L e YES
9. - Has an orthodontist besn consulted previoushy? WROR o0 iy i Tl S e daaantads YES
10. ' Has:any family:member had OrnMhedoORUC TFORIMENIT . iiiivrei cvimsitssmiesimitaey vrriysomins o sssdsnaniss snsnasnssissaniais YES
11. When was last dental care?
12. What do you want orthodontic treatment to accomplish?

NO
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NO
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NO
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NO

NO
NO

NO
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NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

| understand that the information that | have given today is correct to the best of my knowledge. | also understand that this
information will be held in the strictest confidence, and it is my responsibility to inform this office of any changes in my medical
status. | authorize the dental staff to perform any necessary dental services with my informed consent that | 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 and/or parents of 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.
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