NEWPORT CENTER
ORTHOTROPICS & ORTHODONTICS

Making a Difference in Children & Adult’'s Lives
With Facial Development & Airway Enhancemeni!

William B. Brady, D.D.S., M.S.

Orthotropic & Orthodontic Specialist

Medical Dental History Form for Patients Under Age 18

PATIENT

Date

Patient's fast name First name Middle fnitial
Frefers to ba called Hobbles, activitles

Birth date Sex [Male JFemals  Soclal Seourity #

Schoal Grade ... .  Emall address(as)

Home address Cily, State, Zip cods

Home phons ( ) - Cell phone ( ) -

PARENT/ GUARDIAN

Custodlal parent(s) name(s)

Patient livas with fchack aff that appiy) [ Mokher 17l Fathar CIStepmother [ Stepfather D@randparent{s) [JOther

Father's full name Title: CIMr T1Dr DOther

Qccupation Emall address

Address (if differant)

Home phone (if different) ( Voo CGeliphone ( ) . Work phone { ) B
Mather's full name Tile: TIMrs CiMs [IDr Cother

QOccupation Emall address

Address {If dliferant)

Hrme Phnna i diftarans) J - Cell phona ( ) S S Work Phone ( }-—-—-'
DENTIST

Patlent's Dontist Addrass, Clty, State

tast sean : Reason Next appolniment
Otker dentlsts/dental speclalists now being sean: Name Clty, State

Reason

GENERAL INFORMATION

What concermns you about your child's testh?
What concems your child about his/her teeth?
How does your child feel abput orthodontlo treatment?

Who suggested that your child might need orthodontic frestment?
Why dld you select our offlce?

Describe any previous orthodontic reatment or consultatians.
Does your child play a musical Instrument?

1441 Avocada Ave., Suite 703, Newport Beach, Callfornia 92660 Ph: 940-706-2224 Fax: 949-723-5009
NewnortCenterOnthodontics@Gmail.com Orthotropics-OrangeCounty.com, OrthoMNewporiBeach.com



Brother/sister name age

had orthodontlc treatment? [JYes D-No if yes, where?

Brother/sister name age had orthodontc freatment? CiYes ONo I ves, where?
Brother/sister name age had orthodontic treatment? [IYes [INo If yes, whera?
Brother/stster name age had orthadontic treatment? [IYes [INo Ifyes, where?

Have ahy other family members been treated in this office? Please name them.

FINANCIAL RESPONSIBILITY

Who is financlally responsible for this account?

Address (i different than page 1) City, State, Zip

Home phane ( ) - Cell phone ( )

Emall address(es)

Soctal Security # Employer

Who wiil be responsible for bringing the patient to orthadontlc appointments?

DENTAL INSURANCE

Primaty policy holder's full name Bitth date
Soclal Securlty # Relationship to patlent

Address and phone {if not listed above)

Employer, Address

Insurance company, Group # ID#t

Does this policy have orthodontic benefits? [Yes [TNo [JDon't Know

Secondary policy holder's full hame Birth date
Soclal Security # Relationship to patient

Address and phone (if not llsted above)

Employer, Address

Insurance company. Group # ID#

Does this policy have orthodontic benefits? [1Yes [CINo [JDon't Know

MEDICAL INSURANGE

Policy holder's full name

Insurance Company

PHYSICIAN

Patlent’s Physiclan Clty, State

Last sean Reason Next appolntment

Most recent physlical exam

Other physlclans/health care providers belhg seen now:

Name Clty, State
Reason
Name Clty, State
Reason

Histary Ferm - Chitd



Your answers are for office vecords anly,

MEDIcAL HisTorY

Now or in the past, has your child had:
Yes No DK/U

O0booo000o0o0oco0Oo0D0Oo0oOooUo0oooon0nooDgan

O
B

booo0oOoO0o000o000oO0ooDooooOooooooNOooooOnan

[ Birth defects or nereditary problems?

Ol Bone fractures or major Infurles?

01 Any injuries to face, head, negik?

1 Arthritis or [olnt problems?

O Gancer, tumor, radlation treatmant or chemotherapy?

LI Endocrine or thyrold problems?

L] Diabetes or low sugar?

O Kidney problems?

O immune system problems?

[ History of osteoporosis?

O Gonorrhea, syphills, herpes, saxually transmitted diseases?
0 AIDS or HIV positive?

3 Hepatitls, Jaundlce, or other livar problems?

O pollo, manonugleosls, tuberculasts, pneumonia?

O seizures, falnting spells, neurologic problems?

L] Mental health disturbance or depresslon?

[ History of eating disarder (anorexia, bulimla)?

0 Frequent headaches or migralnes?

O High ar low blood pressure?

[ Excessive bleeding or bruising, anemia?

[ Chest paln, shorness of breath, tire easliy, swollen ankles?
O Heart defects, heart murmur, rheumatic heart disease?

L1 Angina, arteriosclerosis, strake or heart attack?

[ skin disorder (other than common acne)?

L Does your child eat a wellbalanced diet?

[ vision, hearing, or speech prablems?

O Frequent ear Infections, colds, throat infections?

0 Asthma, sinus problems, hayfever?

[J Tonslt or adenold condition?

C1 Does your child frequently breathe through his/her mouth?

0 Has your child ever taken Intravenous bisphosphonates
such as Zometa (zolendromic gold), Aredia (pamidronate)
or Didronel (etidronate) for bone disorders or cancer?

] Has your child ever taken oral bisphosphonates such as
Fosamax (alendronate), Actonel{ridendronate), Boniva
{ibandronate), Skelid {til udronate) or Didrone! (etfdronate)
for bone disorders?

and are confidentlal, A thorough medlcal histowy Is essentlal to a camplete orthodontle evaluation,
For the following questions, please mark yes, 10, or don't know/understand (dhk/u),

Has your chlld had allergies or yeactions to any of the following?
Yes No DK/U

Do0oooooooooao
DOO0OOCD0DOoOOoOOoOoOoog

[0 Local anesthetics {novocaine, lidocaine, xylocaine)
[ Latex (gioves, baltoons)

L] Asplirn

(] tbuprofen (Matrin, Advl)

O Penicillin

(3 other antlbiotics

[ Metals (jewely, clothing snaps)

O Acrylles

O Plant pollens

0 Animals

[ Faods

[0 oOther substances

DENTAL HisTORY
Now or in the past, has your child had:
Yes No DK/U

ODo0DoOo00D0oo0o00UooOoooo0oooDoOoaoo
U000 oooo0oo0oooo0ooQgoooooogao

{1 Erupting testh very early or very late?

L] Primary (baby) teeth removed that were not loose?

{3 Permanent or extra {supermumerary) teath rermoved?

O supernumerary {extra) or congenltaly missing teeth?
[0 Chipped or injured primary or permanent teeth?

O Any sensitive or sore testh?

L1 Any lost or brolten fillings?

[ Jjaw fractures, cysts, Infections?

[ Any teeth treated with root canals or pulpotomles?

DI Frequent canker sores or cold sores?

O History of spesch problems or spesch therapy?

[} Difficulty breathing through nose?

[T Mouth breathing habit or snoring at night?

O History of speach problems?

U Frequent oral habits {sucking finger, chewling pen, etc)?
03 Teeth causing Initation to flp, cheek or gums?

O Tooth grinding or clenching?

(J Clicking, locking In Jaw Jolnts?

] Soreness in Jaw muscles or face muscles?

[ Has your child been treated for “TM)” or “TMD* problems?
O Any broken or missing fillings?

E1 Any serfous trauble assoclated with previous dental treatment?

O Has your chiid ever been dlagnosed with gum disease or
pyorrhea?

History Fom - Child



PATIENT HEALTH INFORMATION

Do you think that any of your child's activitles affect his/her face, teeth of Jaws? How?

List any medication, nuttitional supplements, herbal medications or non-prescription medicines, including fluoride supplements that your child takes.

Medication Taken for
Medlcatlon Taken for
Medication Taken for

Does your child take antiblotic pre-medication before any dental procedures?
Roes your child have (or ever had) a substance abuse problem?
Does your chiid chew or smoke tobacco?

Have you natlced any unusual changes in your child's face or faws?
Any other physical problems?

FaMILY MEDICAL HISTORY

Have the parents or siblings ever had any of the following health problems? If so, please explain.

Bleeding disorders Diabetes
Arthritis Severe allergles
Unusual dental problems Jaw slze Imbalance

Other family medical conditions?

How often does your child brush? Floss?

RELEASE AND WAIVER

1 authorize release of any Infarmation regarding my chifd's orthodontlc treatment to my dental and/or medical Insurance company.

Parent/Guardian Slgnature Date

1 hava read the above questlons and understand thens, | will not hold my orthodontist or any member of his/her staff responsible for any errors
or onnlssiong that | have made In the completion of this form. I wili notify my erthodontist of any changes In my chiid’s medleal or dental health,

Parent/Guardian Signature Date

MEDICAL HISTORY UPDATES OR CHANGES

Changes

Parent/Guardian Signature Date
Dental Staff Signature Date
Changes

Parent/Guardian Signature Date
Dental Staff Slgnature Date
Changes

Parent/Guardian Slgnature Date
Dental Staff Signature Date

History Form - Chlld



NEWPORT CENTER
ORTHOTROPICS & ORTHODONTICS

Making o Difference In Children & Adulit’'s Lives
With Fociagl Development & Airway Enhancement!

Williom B. Bradly, D.D.S., M.S.

Orthotropic & Orthodontic Specialisy

PEDIATRIC SLEEP QUESTIONNAIRE

Versfon 070424
Today’'s Date:
Name of Person Answering Questions: Relation to Child:
Your Phone: { ) Your email Address:
Child’s Name: Age; DOB Sex: (Circle) Male or Female
Grade in School (If Applicable): Current Ht.): " ”. Current Weight (Pounds):

Racial/Ethnic Background of your Child (Please Circle):

1.) American Indian 2.} Aslan-American

3.) African-American 4.) Hispanic

5.) White/not Hispanic 6.) Other or Unknown
Instructions:

Please answer the guestions on the following pages régarding the behavior of your
child during sleep and wakefulness. The cjuestions apply to how your child acts in general,

not necessarily during the past few days, since these may not have been typical if your child
has not been well,

If you are not sure how to answer any ¢juestion, please feel free to ask your husband or wife,
child, or physician for help. You should circle the correct response or print your answers
neatly in the space provided. A “Y”, means “yes”, “N” means “no”, and “DK” means “don’t

know”. When you see the word “usually” it means “more than half the time” or “on more
than half the nights.”

© Regents of the University of Michigan

1441 Avocado Ave., Suite 703, Newport Beach, California 92660 Ph: 849-708-2224 Fax: 948-723-5009
NewportCenterQOrthodontics@Gmail.com OrthoNewportBeach.com



A. Nighttime and sleep behavior:

Offica
uss
only
WHILE SLEEPING, DOES YOUR CHILD ..
. ever snore? Y N DK | a1
-« 8nore more than half the time? Y N DK [a2
.. always snore? Y N DK |23
.. Snore loudly? Y N DK [ n
.. have “heavy” or loud breathing? Y N DK |as
- have trouble breathing, or struggle to breathe? Y N DK |as
HAVE YOU EVER ...
-+ S€en your child stop breathing during the night? Y N DK |av
If so, please describe what has happened:
- been concerned about your child's breathing during sleep? Y N DK |=as
- had to shake your sleeping child to get him or her to breathe, orwake | Y N DK | A8
up and breathe?
» Seen your child wake up with a snorting sound? Y N DK | a1
DOES YOUR CHILD .,
. have restless sleep? Y N DK |ai2
.. describe restlessness of the tegs when in bed? Y N DK | a3
.- have “growing pains” (unexplained leg pains)? Y N pg |**?
... have “growing pains” that are worst in bed? Y N DK |3t
WHILE YOUR CHILD SLEEPS, HAVE YOU SEEN ...
Y N DK |au4
. brief kicks of one leg or both legs?
- repeated kicks or Jerks of the legs at regular intervals {i.e., about Y N DK {aita
every 20 to 40 seconds)?
AT NIGHT, DOES YOUR CHILD USUALLY ...
. become sweaty, or do the pajamas usually become wet with Y N DK |&s
persplratlon?
- get out of bed (for any reason)? Y N DK |als

Page 3
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« get out of bed to urlnate?

Y N DK | a7
if so, how many times each night, on average? X Al7a
Does your child usually sleep with the mouth open? Y tIQGISJK a2
Is your child's nose usually congested or “stuffed” at night? Y N DK |az22
Do any altergles affect your child's ability to breathe through the nose? Y N DK | &a23
DOES YOUR CHILD ...
... tend to breathe through the mouth during the day? Y N DK |»24
- have a dry mouth on waking up in the morning? Y N DK |az2s
-» complain of an upset stomach at night? Y N DK | a27
- get a burning feeling in the throat at night? Y N DK {=22s
.« grind his or her teeth at night? Y N DK |23
. occasionally wet the bed? Y N DK |Aa3s2
Has your child ever walked during sleep (“sleep walking”)? Y N DK |A33
Have you ever heard your child talk during sleep (“sleep talking”)? Y N DK Aa34
Does your child have nightmares once a week or more on average? Y N DK (&35
Has your child ever wolten up screaming during the night? Y N DK |a3
Has your child ever been moving or behaving, at night, in a way that made Y N DK |&37
you think your child was neither completely awake nor asleep?
If so, please describe what has happened:
Does your child have difficulty falling asleep at night? Y N DK | ade
How long does it take your child to fali asleep at night? (a guess is 0.K.) A4l
minutes
At bedtime does your child usually have difficult “routines” or “rltuals,” Y N DK |»42
argue a lot, or otherwise behave badly?
DOES YOUR CHILD ... Y N DK [a4s
... bang his or her head or rock hls or her body when going to sleep?
. wake up more than twice a night on average? Y N DK | 244
.+ have trouble falling back asleep if he or she wakes up at night? Y N DK |ads5

Page 4
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Page §

.. Wake up early in the morning and have difficulty geing back to Y N DK |
sieep?
Does the time at which your child goes to bed change a lof from day to day? Y N DK |47
Does the time at which your child gets up from bed change a lot from day to Y N DK | 2«8
day?
WHAT TIME DOES YOUR CHILD USUALLY ...
... go to bed during the week? R4
. go to bed on the weekend or vacation? A0
.- get out of bed on weekday mornings? Akl
- get out of bed on weekend or vacation mornings? a2
B. Daytime behavior and other possible problems: e
e
only
DOES YOUR CHILD ...
... Wake up fesling unrefreshed in the morning? Y N DK |B
... have a problem with sleepiness during the day? Y N DK |®2
-« complain that he or she feels sleepy during the day? Y N DK | B3
Has a teacher or other supervisor commented that your child appears sleepy [ Y N DK |54
during the day?
Does your child usually take a nap during the day? Y N DK |B5
Is it hard to wake your chitd up In the morning? Y N DK |&6
Does your child wake up with headaches in the morning? Y N DK |57
Does your child get a headache at least once a month, on average? Y N DK |=e
Did your child stop growing at a normal rate at any time since hirth? Y N DK |=®s
If so, please describe what happened:
Does your child still have tonsiis? Y N DK |B20
If not, when and why were they removed?:
HAS YOUR CHILD EVER ...
... had a condition causing difficulty with breathing? Y N DK |Bl1

© Regents of the University of Mich

gan



If so, please describe:

. had surgery? Y N DK |B12
If so, did any difficulties with breathing occur before, during, or after Y N DK |gnipa
surgery?
... become suddenly weak in the legs, or anywhere else, after laughing Y N DK |Bi3
or being surprised by something?
« felt unable o move for a short period, in bed, though awake and able | Y N DK | Bi5
to ook around?
Has your child felt an irresistible urge to take a nap at times, forcing him or Y N DK |26
her to stop what he or she Is doing in order to sleep?
Has your child ever sensed that he or she was dreaming (seeing images or Y N DK [Bi7
hearing sounds) while still awake?
Does your child drink caffeinated beverages on a typical day (cola, tea, Y N DK |B18
coffee)?
If so, how many cups or cans per day? BiSa
cups
Does your child use any recreational drugs? Y N DK (B9
If so, which ones and how often?:
Does your child use cigareftes, smokeless tobacco, snuff, or other tobacco Y N DK |B2a
products? If so, which ones and how often?:
Is your child overwelght? Y N DK |B22
If so, at what age did this first develop? , B22a
years
Has a doctor ever told you that your child has a high-arched palate {roof of Y N DK |®23
the mouth)?
Has your child ever taken Rlitalin {methylphenidate) for behavioral problems? | Y N DK | 524
Has a health professional ever said that your child has attention-deficit Y N DK |[=325

disorder (ADD) or attention-deficit/hyperactivity disorder (ADHD)?

Page 6
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G. Other Information

Page 7

1. If you are currently at a clinic with your child to see a physician, what is the prablem that brought you?

2. If your child has long

~term medical problems, please list the three you think are most significant,

3. Please list any medications your child currently takes:

Medicine

Effect:

Effect:

Effect;

Effect:

Size {mg) or amount per dose

Taken when?

© Regents of the Unlversily of Michigan



Page 8
4. Please list any medication your child has taken in the past if the purpose of the medication was to
improve his or her behavior, attention, or sleep:

Medicine Size (mg) or amount per dose Taken how often? Dates Taken

Effect:

Effect:

Effect;

Effect:

5. Please list any sleep disorders diagnosed or suspected by a physician in your child. For each problem,
please list the date it started and whether or not it is still present.

6. Please list any psychological, psychiatric, emotional, or behavioral problems diagnosed or suspected

by a physiclan in your child. For each problem, please list the date it started and whether or notitis
still present.

@ Regents of the University of Michigan



Pape 9
7. Please list any sleep or behavior di

sorders diagnosed or suspected in your child’s brothers, sisters, or
parents:
Relative Condition

D. Additional Comments:

Please use the space below to print any additional comments you feel are important. Please also use
this space to describe details regarding any of the above questions.

© Regents of the Universily of Michigan '



Page 10
Instructions:

Please indicate, by checking the appropriate box, how much each statement* applies to this child:

Does Applies | Applies Definitely

not Justa quite a applies
. ’ appl little bit maost of
This child often... PRY the time
0 1 2 3

«.- does not seem to listen when spoken to directly,

- has difficulty organizing tasks and activitles,

. is easily distracted by extraneous stimuii.

.. fidgets with hands or feet or squirms in seat.

-« Is “on the go” or often acts as i “driven by a motor”,

... interrupts or Intrudes on others (e.g., butts into conversations or
games,

* Derived from DSM-IV.

THANK YOU

© Regenis of the Unlversity of Michlgan




EPWORTH SLEEPINESS SCALE (ESS)

The following questionnaire will help you measure your general level of daytime sleepiness, You

are to rate the chance that you would doze off or fall asleep during different routine daytime

situations. Answers to the questions are rated on a reliable scale called the Epworth Sleepiness
- Scale (ESS). Each item Is rated from 0 to 3, with 0 meaning you would never doze or fall asleep

in a given situation, and 3 meaning there Is a very high chance that you would doze orfall
asleep in that situation.

How likely are you to doze off or fall asleep in the following situations, in contrast to just feeling

tired? Even if you haven't done some of the activities recently, think about how they would have
affected you.

Use this scale to choose the most appropriate number for each situation:

0 = would hever doze 2 = moderate chance of dozing
1 = slight chance of dozing 3 = high chance of dozing

it is fmportant that you cirele 4 number (0 to 3) for EACH sltuation.

SITUATION CHANCE OF DOZING
Sitting and reading : 0 1 2 3
Watching television 0 1 2 3
Sitting Inactive in a public place (theater/meeting) 0 1 2 3
As a passenger in a car for an hour without a break 0 1 2 3
Lying down to rest in the afternoon ’ 0 1 2 3
Sitting and talking to someone 0 1 2 %)
Siiting quietly after lunch (with no alcohol) 0 1 2 3
in a car, while stopped in traffic 0 1 2 3
TOTAL SCORE

Name:

Date;

Revised 09/25/08




