
126 Herrick Park Dr.
Tecumseh, MI 49286

(517) 423-6300
(517) 423-9735 fax

CHILD DENTAL AND MEDICAL HISTORY

FAMILY HISTORY
Parents: Married_____ Separated _____ Divorced_____ Child Lives with ___________________________________________________________

Father's Name ___________________________________________________	 Social Security #__________________	 Birthdate________________

Address (if different from above) ____________________________________________________________________	 Telephone_______________

Employer Name and Address _______________________________________________________________________________________________

Stepfather (if applicable) ___________________________________________	 Social Security #__________________	 Birthdate________________

Mother's Name ___________________________________________________	 Social Security #__________________	 Birthdate________________

Address (if different from above)_____________________________________________________________________	 Telephone_______________

Employer Name and Address __________________________________________________________________________________________________

Stepmother (if applicable)___________________________________________	 Social Security #__________________	 Birthdate________________

Names and ages of brothers and sisters _______________________________________________________________________________________

Other family members with similar dental conditions (names and ages) ______________________________________________________________

______________________________________________________________________________________________________________________________

Other family members with orthodontic treatment (including parents)_____________________________________________________________________

Have you had any other experiences with or seen another orthodontist?  No _____ Yes _____ Name ____________________________________

specialist in orthodontics and dentofacial 
orthopedics for children and adults

James A. Hinesly, D.D.S., M.S., P.C.

General Health:  Good ____________ Fair ____________ Poor _____________ Height: _______________________________ Weight _________________

Birth defects _______________________________________________________________________________________________________________

Presently under medical care for _________________________________________________________________________________________________

Drugs or medications being taken now, including acne medications (drug and dose)___________________________________________________________

Allergic to what medication _____________________________________________________________________________________________________

Please check yes or no to the following and date:

MEDICAL HISTORY

Yes  No   Year Yes  No   Year Yes  No   Year Yes  No   Year

Adopted Child

Adenoids
(removed)

Allergies

Blood/Bleeding
Problems

Bone disorder

Diabetes

Ear/nose
infections

Please give any additional information or details where necessary_______________________________________________________________________
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Emotional

Endocrine
disorder

Epilepsy

Fainting Spells

Glaucoma

Heart disorder
murmur
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



Hepatitis

Hospitalized

Hyperactivity

Learning
Disability

Liver disorder

Lung disorder

Rheumatic fever
Scoliosis

Speech difficulty

Tonsils (removed)

Turners Syndrome

Venereal disease

Other________________________
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