
                             Jeffrey D. Felicetti, D.D.S., C.A.G.S. 

                 Specialist in Orthodontics—Adults and Children 
             

Child Acquaintance Sheet 
 

Date: _____________  
Na me: __________________________________Nick n a me: _________________  
Sex: ______ Date of Birt h:________________ Age: Years _______ Mont hs______  
Add ress:____________________________________________________________  
Cit y: ___________________________________St ate:_______ Zip: ___________  
Telephone:_______________________________ 
Pri m a r y Household E-m ail Address: _____________________________________  
Dentist: __________________________ Telephone: ________________________  
Add ress:____________________________________________________________  
Ph ysicia n: ________________________  Telephone: _______________________   
Add ress ____________________________________________________________  
Reason yo u a re seeking ort hodontic t reat m e n t: ____________________________  
___________________________________________________________________  

Family History 

Pare nts (please check one):  
 Li vi n g toget he r   Di vorced  Fat he r Deceased  Mot he r Deceased 
 Sepa r ated   C hild Li ves Wit h ......  Mot he r   Fat he r   
Fat he r’s Na me: ___________________________Soc. Sec. #: _________________  
Add ress:____________________________________________________________   
Cit y: ________________________________ St ate: ______Zip: ______________  
Occ upat ion: __________________________ Bus. Telephone: ________________  
Emplo ye r’s Na me a nd Address: _________________________________________  
___________________________________________________________________  
Dent al Insu r a nce N a me: ______________________________________________  
 
Mot he r’s Na me: ___________________________ Soc. Sec. #: _________________  
Add ress:____________________________________________________________   
Cit y: ________________________________ St ate: ______Zip: ______________  
Occ upat ion: __________________________ Bus. Telephone: ________________  
Emplo ye r’s Na me a nd Address: _________________________________________  
___________________________________________________________________  
Dent al Insu r a nce N a me: ______________________________________________  
Na mes and ages of brot he rs and sisters: __________________________________  

Dental History 

Date of last dent a l c heck-up: ___________________________________________  
Inju r y  or T r a u m a to face or teet h: ______________________________________  
T h u m b suckin g:   Yes  No Discontin ued at w h at age: ___________  
Habits (e.g .: l ip bit in g, n ail bit in g , etc.): _________________________________  
T h u m b suckin g:   Yes  No Discontin ued at w h at age: _____________  
Breat hin g:   Nose  Mout h  Difficul t y  a t nig ht ( yes or no): _________  
Bru xis m (g ri ndin g teet h):   Yes  No  A t  nig h t   Da y t i me 
Jaw join t proble ms (TMJ):  
  Noise  Pain   Soreness & Stiffness    Earac hes/Ringin g 
Patien t i n terest in t rea t me n t:   Patient w a nts t reat me nt 
  Un willin g b ut ag rees if t reat me nt is necessar y    Uncooperat i ve 
Ha v e yo u h ad an y experience wit h or seen  anot he r ort hodontist?  
 Yes  No If yes, Na me? ____________________________________  

 



Maturation 

Ha v e yo u g ro w n ve r y  m u c h in t he past ye a r?   Yes  No 
Fe m ale patients: Mont hl y  periods?  Yes  No  St a r ted age: _______  
Is t here an y c h a n ce t h at  yo u a re preg n a n t ?   Yes  No   
Male Patients: Voice ch a n ge   Yes  No Facia l h ai r?   Yes  No 

Medical History 

Gene r a l heal t h:   excellent   fair   poor 
Presentl y  u nder ca re for: ______________________________________________  
Birt h Defects: _______________________________________________________  
Dru gs & Medications being t aken no w (dr u g and dose): 
Al ler g ic to w h at medications: __________________________________________  
___________________________________________________________________  
 
Please circle a n y of the following which you h a ve had 
or m a y h a ve a t t he presen t t i me 
 
Adenoids Removed 
A l lergies 
AIDS (HIV Positive) 
A nemia 
A ng i na Pectoris 
Arthritis 
Artific ial Heart Valve 
Artific ial Joint 
Asth ma 
Blood Disorder 
Blood Transfusion 
Bone Disorder 
Breathi ng Difficulties 
Cold Sores 
Congenital Heart Disease 
Convu lsions 
Damaged Heart Val ve 
Diabetes 
Dizzines 

Drug Addiction 
Endocri ne Disorder  
Epilepsy 
Epistaxis (nosebleeds) 
Fainti ng Spel ls 
Genital Herpes 
Glaucoma 
Hay Fever 
Heart Disease or Attack 
Heart Failure 
Heart Murmur 
Heart Pacemaker 
Heart Surgery 
Hepatitis 
High Blood Pressure 
Hospital ized 
Hyperactiv ity 
Injuries 
Jaundice 

Kidney Disorder 
Liver Disorder 
Lung Disorder 
Mitral Val ve Prolapse 
Neurosis 
Pai n in Jaw Joint 
Psych iatric Treatment 
Rheu matic Fever 
Rheu matis m 
Scol iosis 
Seizures 
Sinus Trouble 
Tonsils Removed 
Tuberculosis (TB) 
Thyroid Disease 
Venereal Disease 
X-Ray treatment0  
     (not diagnostic) 
None of the Above

 
Do you h a v e a n y medic al conditions not listed abo ve t h at yo u feel we should 
kno w about (Explain)? ________________________________________________  
___________________________________________________________________  
Please gi ve g reate r det ails w he re necessa r y : ______________________________  
___________________________________________________________________  
___________________________________________________________________  
___________________________________________________________________  
 
Q uestion n ai re co mpleted b y _________________ Relation to patient __________   
W ho m m a y we t h a n k for refer rin g yo u to our office for ort hodontics? __________  
___________________________________________________________________  
A n y additional co m m e nts? ____________________________________________  
___________________________________________________________________  
___________________________________________________________________  
___________________________________________________________________  
 
 

 


