{ame

s Welcome to o

that is the purpose of your visit today?

jow often do you feel you need a dental exam and cleaning?

Jow often do you brush?

DENTAL HISTORY

ur office.

Yhen was your last dental vi

Jo you;

slench/grind your fteeth?
>ite your cheeks/lips?
nouth breathe?
smoke/chew tobacco?

ocite fingernails?

Are any teeth sensitive to;
708 Or cold?

swveets?

biting/chewing pressure

Do your gums bleed or hurt?
do you have areas where food
impacts?

do. you notice that you have
loose teeth?

¥

sit?

Date

Please answer the
following guestions so that we may
best serve your individual needs.

floss?

. for what?

yes
yes
yes
yes
yes

yes
yes
ves
ves
yes

yes

no
no
no
no
no

no
no
no

no

no -

‘o

Have you ever had:;

orthodontic treatment?
periodontal treatment?
root canal treatment?

.oral surgery?

fluoride supplements?
serious injury to mouth/head

. Have you experienced;

clicking/popping of the jaw?
sore neck/shoulder muscles?
headaches/neckaches?
extraction complicaticons?
frequent bad breath?
unpleasant taste in mouth?

Are you satisfied with the
appearance of your teeth?

Do you feel nervous about having dental treatment?

if so please explain

Have you

if so please explain

ever had a bad dental experience?

Is there

to share with us?

Patient Signature

THANR YOU

yes
yes
yes
yes
yes
yes

yes
ves

“yes

yes
yes
yes

yes

yes

yes

any other information about your dental health that you would like
Please explain your concerns to us.
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