DENTAL HISTORY

Referred by How would you rate the condition of your mouth? O Excellent O Good O Fair O Poor
Previous Dentist _____How long have you been a patient? Months/Years

Date of most recent dental exam / / Date of most recent x-rays / /

Date of most recent treatment (other than a cleaning) / /

| routinely see my dentistevery: O 3mo. O 4mo. O 6mo. O 12mo. O Not routinely

WHAT IS YOUR IMMEDIATE CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING: YES NO
Personal History O:_
1. Are you fearful of dental treatment? Scale of 110 10 (VEIY) et ssnssneiesnas Q a
2. Have you had an unfavorable dental experience?............. e e e i e e o ) a
3. Have you ever had complications from past dental treatment‘? .............................................................................. a |
4. Have you ever had trouble getting numb or reactions to 10cal ANESTNEHET ..vvveeeeeeeee e eeee e s e sessseeseeees 1 a
5. Did you ever have braces, orthodontic treatment or had your bite adjusted?...........c.eccreeiereriecrrieeiersie e ceseaseses Q Q
6. Have you had any 1Beth MEMIOVETT ...........eceee e eac e ceese e s e sseessesmee s asessssmesasasas e sesssesssssnsessssnse s smssseesmnasssannas 0 Q
Smile Characteristics O _
Is there anything about the appearance of your teeth that you would like to change? ... 0 O
8. Have you ever whitened (Dleached) WOUr tEathT ...........iiiimmhinsssssiimsssssssmmmsesssiasss sidsssiassssnnsisssiensisssnssasons O a
9. -Areyou:sell cORSEIOUS SOOI WOUE RBIBIRIT o e ivmesssiiiois i s e dsbe s aame s s s34 G s e A b o |
10. Have you been disappointed with the appearance of previous dental Work? ..o iiae e | |

Blte and Jaw Joint O_

. Do you / would you have any problems chewing gum?........ o a Q
12 Da you / would you have any problems chewing bagels or ether hard fnodc;’? _______________________________________________________ 0 (B |
13. Have your teeth changed in the last 5 years, become shorter, thiNNEr OF WOIMTZ ..o essessssssssresens Q Q
14. Are your teath crowding or developing spaces?........... | ) a
15. Do you have more than one bite or do you clench {squceze] to make ynur teeth ﬂt tngeth&r" e e RG] E O
16. Do you have any problems with sleep or wake up with an awareness of yourteeth?........ccooiiiiiiiciiciiiniiinins O a
17. Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, POPRING). oo a a
18. Do you have tension headaches or Sore aethT ... ssisinesassnsian s nass s msss s oassass s sasas sannnnsasns a a
19. Do you wear or have you ever worn a bite applianCe? .............ccveiiiiiieins s seesissssrassssiesissssaasssssssssssssssnssnss a a
eofele
20. Have you had any cavities within the past 3 ¥Ears7 .........ceerrrrrrrreree s scvress s sse s se e sss s e e s rreessenassesssnnssssnnesennns a m
21. Do you have a dry MOUIT ...t sesre s ass e s e s aen s sae s e snasassa ra s e rann e sasvasnssasrananssesaassnsnenasns 0 0
22. Are any teeth sensitive 1o hot, cold, DIfiNg OF SWEBTET .. ... misrmirrrssrnrs s srmmiasss st st ronesstaisssasssshnsnsnramsssns issmss O a9
23. Have you ever had a toothache, cracked filling, broken, chipped or cracked t0oth7 ....cooooeeieiieceine e rsese e O a
2 Do yoLavald: Drashlng By e of O DR i e S s s b s s s S e S MY WP R b a a

O[—

5. Have you ever been diagnosed or treated for parmdontal {gum) disease?........ 0 a
26. Have you ever experienced gum recession?.. T e e e e s et Tk ey T B a
27. Is there anyone with a history of periodontal chsaasa in ymur famny? O 0
28. Do your gums bleed when brushing. flossing or Eatmg? 0 0
29. Are your teeth becoming loose?.............. O O
30. Have you ever noticed an unpleasant tasle ar Udor in yﬂur mouth'? e ———, ~ L -] O
31. Have you experienced a burning sensation in your mouth'? J O
Fatient’s Signature - Date NN
Doctor's Signature y Dl
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