
ADU LT PATI EI,{T I IV F ORMATI O N
Dr. Wade Williams D.D.S., M.S.

Orthodontist

Name: Last: First: M.t.:

Sex M/F Age: Birthdate: SS#:

Address: CitylZip:

Home Phone: (-) Cell Phone: (-) Email:

Employed By

Spouse's Name:

Employed By:

Work Phone: (-)

Patient's Dentist:

Whom may we thank for referring you to this office:

Position:

Position:

SS#:

Ext:

City:

Relatives treated by Dr. Williams:

Please Complete Medical History

Unfavorable reaction to any medication: (list)

Asthma, allergies Yes/No AIDS Yes/No

Hepatitis Yes/No HerPes Yes/No

Jaundice Yes/No VD: Syphilis, Gonorrhea Yes/No

Rheumatic Fever Yes/No Discomfort or injury in

Hemophilia (bleeding Yes/No face, head, neck Yes/No

Sinus Problems Yes/No Swelling or lumps in mouth Yes/No

Headaches, Migrarnes Yes/No Recurring Sore in or

Jaw Clicking / Popping Yes/No around mouth Yes/No

Heart Murmur Yes/No Diabetes Yes/No
Heart Trouble Yes/No Epilepsy Yes/No

Glaucoma Yes/No Cancer/Tumors Yes/No

Bone Disorders Yes/No Anemia Yes/No

Thyroid / Endocrine Disorder Yes/No

Patient's Habits: Thumbsucker Mouth Breather 

- 

Lisper 

-
Tonsils / Adenoids present Removed (date) 

-The information above is correct to the best of my knowledge. I give my consent to have
the recommended treatment for my child only after it has been mutually approved.

Signature: Date:
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