
 
David S. Wilbanks, D.D.S., P.C. 

200 Thunderbird Drive 
El Paso, TX 79912 

915-581-5021 

 

Patient Medical History Form 

Patient Information 
Mr. ___  Mrs. ___  Ms. ___  Miss ___  Dr. ___  Rev.  ___  Other: ___  
Patient Name:  ___________________________________________________________________________________ 
                                  First                                           Middle                                           Last                                           Name Called 
Birthday:_____________________________ 
Home/Cell Phone:_____________________________            Email: _____________________________ 
Address:____________________________________________ 
City, State, & Zip Code: ______________________________ 
Sex: M ___  F ___                            SSN: _____________________________ 
Dentist: _____________________________ 
Physician: _____________________________ 
Who referred you to our practice? _____________________________ 
Is this your first orthodontic exam? _____________________________ 

Responsible Party Information 
Mr. ___  Mrs. ___  Ms. ___  Miss ___  Dr. ___  Rev.  ___  Other: ___  
Patient Name:  ___________________________________________________________________________________  
                                  First                                           Middle                                           Last                                           Name Called 
Birthday:_____________________________ 
Home/Cell Phone:_____________________________            Work Phone: _____________________________ 
Address:____________________________________________ 
City, State, & Zip Code: ______________________________ 
Sex: M___  F___       SSN: ____________________________   Relationship to Patient: _______________________ 
Is this Responsible Party financially responsible for charges?    Yes___  No___  
Is this the Primary Person who brings patient to appointments?    Yes___  No___  
Primary Insurance Company: _____________________________________ 
Group #: _____________________________________ Phone: _____________________________________ 
Insurance Company Address: _______________________________________________________________ 
Insured’s Name, DOB, & SSN (if different from above): ________________________________________________ 
Insured’s Employer & Address ( Needed to file insurance): _____________________________________________ 

Additional Information 
Additional Parent/Guardian: ___________________________________ 
Please list names of any other family members in our practice: 
________________________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 

 

 



 
David S. Wilbanks, D.D.S., P.C. 

200 Thunderbird Drive 
El Paso, TX 79912 

915-581-5021 

Patient Medical History Form 

 
* In Case Of Emergency:  ​Neighbor or Relative (not living with you): 
 
Name: _____________________________________  Relation: ________________________________ 
Address: ____________________________________________________________________________ 
   ____________________________________________________________________________ 
Home Phone: _____________________________ Work Phone: _______________________________ 
 
DENTAL HISTORY: 
 
* Last dental cleaning: ___________________________________ 
 
* Chief Complaint/Main Concerns: 
____________________________________________________________________________________ 
 
* Main concern you’d like orthodontics to address: 
____________________________________________________________________________________ 
 
* Have you ever been evaluated or had orthodontic treatment before? 
____YES ____NO 
 
* History of facial/mouth, teeth, or chin injuries: ___________________________________________ 
 
* Describe Injuries: 
_____________________________________________________________________________________ 
 
* Do you now or have you ever experienced pain/discomfort in your jaw joint (TMJ/TMD)? 
____YES ____NO 
 
* Do you have any speech problems?_____________________________________________________ 
 
* Do you generally breath through your mouth? ____YES ____ NO (AWAKE) 

    ____YES ____ NO (ASLEEP) 
 
* Do you have any missing or extra permanent teeth? _______________________________________ 
 
* Do you now or have you ever had any of the following habits? (Please Circle) 

Y  N  ​Clenching/Grinding Y  N  ​Thumb/Finger Sucking 
Y  N  ​Lip Sucking/Biting Y  N  ​Tongue Thrust 
Y  N  ​Mouth Breather Y  N  ​Nail Biting 

 
MEDICAL HISTORY: 
 
* Please describe your current physical health: 
 
_____ GOOD _____ FAIR _____ POOR 
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200 Thunderbird Drive 
El Paso, TX 79912 

915-581-5021 

Patient Medical History Form (Cont’d) 
 
* Medications currently taking: ____________________________________________________ 
* Do you take vitamin supplements?: _______________________________________________ 
* Are you allergic to any of the following: ​(Please Circle) 

Y  N ​ Aspirin Y  N ​ Erythromycin Y  N ​ Latex 
Y  N ​ Any Metal / Plastic Y  N ​ Penicillin Y  N ​ Dental Anesthetic 
Y  N ​ Codeine Y  N ​ Tetracycline Y  N ​ Other 

 
* ​Please list any other drug that you are allergic to: ____________________________________ 
 
* Have you ever had any of the following diseases / medical problems? (Please Circle) 

Y  N  ​Abnormal Bleeding Y  N ​ Hearing Impairment 
Y  N ​ Anemia / Radiation Treatment Y  N ​ Heart Attack / Stroke 
Y  N ​ Any Hospital Stays Y  N ​ Heart Murmur 
Y  N ​ Any Operations Y  N ​ Heart Surgery / Pacemaker 
Y  N ​ Artificial Bones Y  N ​ Hemophilia / Abnormal Bleeding 
Y  N ​ Artificial Valves Y  N ​ Hepatitis 
Y  N ​ Asthma / Arthritis Y  N ​ High / Low Blood Pressure 
Y  N ​ Blood Transfusions Y  N ​ HIV+ / AIDS 
Y  N ​ Cancer / Chemotherapy Y  N ​ Kidney / Liver Problems 
Y  N ​ Congenital Heart Defect Y  N ​ Mitral Valve Prolapse 
Y  N ​ Convulsion / Epilepsy Y  N ​ Psychiatric Problems 
Y  N ​ Diabetes / Tuberculosis Y  N ​ Rheumatic / Scarlet Fever 
Y  N ​ Difficulty Breathing Y  N ​ Severe / Frequent Headaches 
Y  N ​ Drug / Alcohol Abuse Y  N ​ Shingles 
Y  N ​ Emphysema / Glaucoma Y  N ​ Sinus Problems 
Y  N ​ Epilepsy / Seizures Y  N ​ Ulcers / Colitis 
Y  N ​ Fever Blisters Y  N ​ Handicaps / Disabilities 

 
* Please list any serious medical condition(s) that you have ever had: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
* Have your tonsils or adenoids been removed? ____________________________________________ 
 
FOR OFFICE USE ONLY--------------------------------------------------------------------------------------------- 
 
Doctor’s Comments: 
___________________________________|_________________________________________________ 
___________________________________|_________________________________________________ 
___________________________________|_________________________________________________ 
___________________________________|_________________________________________________ 
___________________________________|_________________________________________________ 
___________________________________|_________________________________________________ 
___________________________________|_________________________________________________ 
 
 

DATE:_____ / _____ / _____ 

 



 
David S. Wilbanks, D.D.S., P.C. 

200 Thunderbird Drive 
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Release of Information 

 

I __________________________________, the primary responsible party for 

__________________________________, hereby give my consent for the release of information regarding 

his/her patient status and treatment appointments to the following individuals: 

 

______________________________________ Relationship to patient: ____________________________ 

______________________________________ Relationship to patient: ____________________________ 

______________________________________ Relationship to patient: ____________________________ 

______________________________________ Relationship to patient: ____________________________ 

 

I hereby give my consent for release of financial information to the following individuals: 

 

______________________________________ Relationship to patient: ____________________________ 

______________________________________ Relationship to patient: ____________________________ 

______________________________________ Relationship to patient: ____________________________ 

______________________________________ Relationship to patient: ____________________________ 

 

I understand that my consent to release of this information indemnifies Dr. Wilbanks and his staff from any 
liability resulting from the release of information to the above mentioned parties. 
 
 
______________________________________ ___________________ 
Signature Date 
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