
Date 

S,teve;n S. Sabatitno DDS, MS, PLLC 

Adult Patient History 

- ---- --- ---- -
Name _____ ___ ___ ____________ Birthdate ______ _,.Age __ _ 

Last First 

___ Male ___ Female 
Middle initiol 

___ Height _ _ _ Weight 

Name you would like, to go by: - - --- --- ----- - -----------
Patient Address: -------------- --- ------- ---- --- --Ci fy; ________ ______ _ _____ State _ __ Zip_........,._ Phone _______ _ 

Home Phone: _ ____ _ _ CeH Phone: Work Phone: ____ _... ___ _ 

Email ------ ------- ~~--- -----
Socia I Security # _ ____ _ _____ ___ _ Drivers License# - - - --------·Occupafion_........, _ ___ .........,. ____ _ Employer ________ ___________ _ 

Employer Address ___ _______ .,._.........,.....,_ _ _ ___ ~------- --- ----
Hobbi,es/1 ntere,sts ___________________________ ......., ____ _ 
Name and ages ,of other members in your family - --- ------ - - ~--------
N:ame of family members that are in our practice --____ _ ......,. _______ ......,.. _______ ~ 
Dentist _ ___ ~ ----- ----- -- Dentis.t Phone· ________ _____ _ 

Dentist Address: - - --------------- - --------------- -----
Who may we thank f.or referrin1g yo,u? ___________________ _ 

!Physician ___________ ~----------- Phone# --- ---- ---- --
Physician Address: ----- --- ---~--- ----------------------
Are you/the Patient: _ __ Sin9ie ___ Married ___ Divorced ___ Widow 

Spouse's iNcime __ ~----------- - · Sociarl Security# _________ ___ _ 

Spou&e's !Birthday ____ _ _ 

Phone# - ------------· Occupation--------------- - ~-----
Employer Name ___ ____ ____ _ Address _ _____ ........, ____________ _ 
In case of an emergency please conta.d: _ _____ _ ____ _ Phone _ ____ _...,-__ _ 

Orthodontic insurance Information 

Primary l'nsurance lnform,ation Relafions.hip to Potien:t _ ______________ --
lnsulied's N1ome lnsured's Date o,f :Birfh ----- --- ------ ----- --------------1 n sured' s Sodol Securfly # _ ___ _____ !Employer's Name_· _____________ ___ _ 
Empl.oy,er's Add;ess Cily _________ State~- Zip _____ _ 
lnsur,ance Compony City State __ Zip ___ __ _ 
Insurance Phone # Name of Denl,al Plan ·----------- -----

(We will need a cop_y of your 0 0ental Plan Insurance ,('ard''J 
Secondary lnsu,rance Information Relationsh ip to Patient _ ___ __ _ 
,lnsured's Name lns,ur,ed's Dote ,of Birth ------- - ---- -----,-- --- ~--- ------1 n sured/ s, Social Seourity # ______ ___ Employer's Name _____ _ _____ - ____ _ 
Employer's Address City _____ ~- State __ Zip _____ _ 
lnsumnce Company City: State_· - · Zip _____ _ 
Insurance Phone# Name of .Denta1I Plan - ----------- ----



Dental/ Medk,al Hist,ory Information 
Please circle yes or no to the following qu~tions: Date of last dental exam _______ _ 
Yes No Have you ever sucked your th1Jmb or- fingers? Until who oge? ___ _ 
Yes No Have you ever I ad any injuries to your test~. Face or jaw"? 

Please ~xplain _____________ _ _ _ ___________ _ _______ _ 

Yes No Did you ha:ve speech therapr- '.How lo:ng~- - - -
Yes No Have you ever hod any abscessed teeth? ______ _ ______________________ _ 

Yes No Hove you ever been informed of missi n,g or extro teeth? 
Yes No Do yov dench o-r grind your teeth at nigh~ 
Yes No Do you hove ony poin, d icking or popping1 during jaw mov;ement? 
Yes No Do you get hea:doches? 
Yes No Are you c.-onc:emed oboo,t ~ow your t,eethi loalc? 
Yes No Do you want yom teeth s½roightened? 
Yes No Do you experience your gums bleedi rig or any sorene$s? 
Yes No Hove yo1.1 ever had any tr-ootment For your gums? 
Yes Nb Does anyone ·11 your family have similor dental conditions~ 
Yes No, Hos ooyone in your fornily ever had orihodo:nlic treohne11t? 
Y&s No Ha,,,e yolJ hCJd previous orthodontic c-onsultationi or lrea:lment? 
What ,·s your chief conc--ern for evalugtion and: inform,atJan desired? ___ ~ --------------------
Who first no~iced a possible: orlhodontic problem? --------------- -------- ---- -----
Hav:e you had any x·rays of yoor teeth taken rece:ntly? _______ _________ _ __ V\11,en? ___________ _ 
Please drde Ye.s or No (If yes,please) Jill in rh.e details_) 
Yes :No Are you taking any medicotio11S,? __________________________________ __ 

If yes, Please l'st any medications: --------- -------------------------------
Yes No .Are you al,!erg1c to, any med1c:aliions? _______________________ ~ ----------
ll yes, pleose list medications: ___________________________________ ____ __ 

Yes No Are YO\.I presen~y under care of a physician? If yes, for wflat reason? ____ _____ _________ _ 
Ha.ve you e-ver liod any major illness. or mojor surgery? ______ ____ ____________ _______ _ 
If so please expla,in: __________ ___ ________ ___ ~-------- ----------
Hove, you ever been hospitalized? _ ______ if yes, 1for what reason? ___ ______ ____________ _ 

hlovg you had your tom,rls or oderioids removed? At whcit age? _______ __ 
Do you horVe any of e followi,ng: Asthma__ Allergies__ Hoyfover~-

Do you suffer from frequent throat· infections? --------- --- --------- ----- -------- -
Do you brealhe mostly through your: Nose:-- Movth __ Bofh __ Uncertain _ _ 
Yes No Abnormal Bleedii ng Yes No Heart Problems 
Yes No Anemia Yes No Hepatitis-Type __ 
Yes No .Arth riti's Yes No Herpe:s 
Yes No Blood Disorders Yes No High Blood Pressure 

Ye-s N'o Bone or J◊i nt disorders Yes No Hypercdive 
Yes, Nb Cancer or Tumor Yies No Kidney lnvdvement 
Yes No Diabetes Yes No Liver Disease 
Yes No Diz:z:1nes.s/fointing Yes 0 lung/Ra~piratory Disease 
Yes, No Emotional Prob!ems Yes No Nervous Disorders 
Yes No Endocrine Probl'ems Yes No Pneumori io 
Yes No Epilepsy Yes _o Pr-olong:ed BJ1eedi ng 
Yes N:o, G[oucoma Yes No, Rhe1Jma re Fever 
Yes No Heart Murmur ¥es No Rhe1,1mafa: Heart Disease 

Yes No 
Yes No 
Yes No 
Yes No 
Yes No 
'Yes 0 

No 

Sinu'siti~ 
Thy,roid Dis~ase 
Tuberculosis 
Aids 
HIV+ 
Contod Lertses 

Other ---- --- -

FOR. WOMEN ON[Y: Are yo'U pregrtani~' -------------~----- - ---------
Remorb; -------------- - ----~----------~------- ---------
Ben efi b of Ortho dontics; Aestheti:cs, Health and Function 
Orthodo lies is a service th.of provides. on improvement in ltie oRJJS(lr□m::e d lhe teeth, lhe ,general fu111Clion ot he eelh1 ond in general dental health_ T.eel , gums, 
and i:aws ore on intr~i;ate body part, o!'ld co fail to respond to lreatment. If good ,oral hygiene i!> no practiced, tooth decoy and el'llorged •gum,s COJl resu lt,. Joint 
discomfort o.nd root shortening ore observed in o srndl percen~,e of ooses . Teeth change tliroughout ouif' lifelrm@,.and lhere con be so e movem@nt of ttm teeth, 
and some chorige ofter lreotment I h1m1by stote that! · ave read and under~lood the dbov,e paragraph, and ltiot I hove hvlhfulfy to die ber.t o:F my obilify answered 
all l~e olxv.,e questions. 

P,atient/Po11ent Si9no.ture _ __ -,--..---- -,------=--,---------------=-- --- Da e __ ---=-------- - - ...... ------.,....,.. 
The above information is 'tr1.1e kl t~e best of my knowledge. I · ereby -authorize you lo rel.ease and/ or shar;e tM s infol"motion WJth my general denti~t o rid/ or 
physician_ I underston t~at, where appropnote, credit bureau reports moy be ob ained. 

Dorie _ _ _____ _ _ ___ _ ____ Si91mtura - ------------------- - --------'--
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