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PATIENT INFORMATION

Name Date

PREVIOUS DENTIST

How long were you a patient? Months/Years

Date of most recent dental exam

Date of most recent x-rays

Date of most recent treatment (other than cleaning)

| routinely see my dentist every: 3 mo. 4 mo. 6 mo. 12 mo. Not routinely

PERSONAL HISTORY

How would you rate the condition of your mouth? Excellent Good Fair Poor

What is your immediate concern?

Are you fearful of dental treatment? Scale of 1-10(very) 1 2 3 4 5 6 7 8 9 10

Have you had an unfavorable dental @XPEIENCE? ...ttt ettt sttt et sevee s et st aes et ssare et sasssstessebans sasetessensasarsans Yes No
Have you ever had complications from past dental treatMENT? ..........cooiceeie ettt e e et se st et s srestesee e sesaesens e snannns Yes No
Have you ever had trouble getting numb or reactions to local anesthetiC?...........occuiiiiiiiiie i e Yes No
Did you ever have braces, orthodontic treatment or had your bite adjusted? ..........ccceiceieee e et e Yes No
Have YyOoU had @ny tEETN FEMOVEA? ..ottt sttt sae st s et s e etestesesestes e aasesesen seesessenseserees sen sessessasesaneatesessennnns Yes No
SMILE CHARACTERISTICS

Is there anything about the appearance of your teeth that you would like to change?.........cccceeeciiiei i Yes No
Have you ever whitened (Dleached) YOUTI tEELNT ...ttt e et st e et et st sas b s etesbe s sesbesssars et stensasessessasasean Yes No
Are you self-conscious about your teeth? ..........ccccceueuae.

Have you been disappointed with the appearance of previous dental Work?...........ooovvieiiiiiieieie e Yes No
Comments

BITE AND JAW JOINT

Do you, would you have any problems ChEWING SUMI?.........uiiii e cie e eee st e e e e s et e e s e snte e e e s s e sataeeesateeesnseeeesnsaeeesasreseessnsees Yes No
Do you, would you have any problems chewing bagels or other hard foods?...........oooi i Yes No
Have your teeth changed in the last 5 years, become shorter, thinner or worn? ....... e Yes No
Are your teeth crowding or deVelopiNg SPACEST .....ccvciiecece ettt vt b b e a bbb sae s s e eeas e et Yes No
Do you have more than one bite or do you clench (squeeze) to make your teeth fit together?........ccccoeoeee v, Yes No
Do you have any problems with sleep or wake up with an awareness of your teeth?........cccccoeeeeiiie e Yes No
Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, POPPINE) ...cceeeereieireerere e Yes No
Do you have tension headaches OF SOTE TEETNT ...ttt st et stesee s s et eresas e ase st sessesaes st enestesesessessnsaestens Yes No
Do you wear or have you ever WOrn a Bit€ @PPIIANCET .......cviiciiieee e ettt ste st stestesbe st steebestestearsensssars st eebessaesaesaesanssesanaeres Yes No
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TOOTH STRUCTURE

Have you had any cavities Within the PAst 3 YEAIST ...ttt et ee e s s et e seasstests s1e st ses et et eassteebessssestessesare e saanssasarnes Yes No
DO YOU NAVE @ ArY MOULNT? .ottt et et st st et et sae s te s e ea et s ese et stesessesas sestesars et etesessessessasate et sbesens besarsare et sensenns Yes No
Are any teeth sensitive 10 hot, COld, DItING OF SWEETS? ......ci ittt sttt rrsteste e es s e e £etesesae st sessasessesensstessennasareses Yes No
Have you ever had a toothache, cracked filling, broken, chipped or cracked toOth?..........cocciiriiiiiiiiiii e, Yes No
Do you avoid brushing any part 0f YOUr MOULNT ..o ettt st e s et st st bbbt e et es et s s eae s benenes Yes No
GUM AND BONE

Have you ever been diagnosed or treated for periodontal (SUM) diSEASE? .......c.coeeeeierireireeie et ettt s er s aer e st s e s s ss e even Yes No
Have you ever eXperienCed SUM FECESSIONT ......ccvviiieerrieirtietieteseesiestestes e tes e ses e ses st seesesssesss stessestesssstesss sesesssssessassesssnssassessessassensensesensanes Yes No
Is there anyone with a history of periodontal disease in your family? ... st e s e Yes No
Do your gums bleed when brushing, floSSING O @AtINE? ......ccciiiriii i sttt st e et s et eb s ee e seas e s s Yes No
Are YOoUr tEEth DECOMINEG IO0SEY ..ottt et ee et e e bbb ses et b st b s et eb e ses e ebe s4e eb et e b ses e ebees b et et seneeebenseas Yes No
Have you ever noticed an unpleasant taste or 0dor in YOUr MOULN?..........oiiiiiiiiiiiiee et e Yes No
Have you experienced a burning sensation in YOUI MOULN? ..ot sttt ettt r et e ste st e e s s aebeaesbesasns bt sesaestens Yes No
Doctor’s Signature Date
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