DENTAL HISTORY
Patient Name:

Welcome! So, that we may provide you with the best possible care please complete this dental history

form. All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit Last Dental Cleaning Last Full Mouth X-ray
What was done at your last dental visit?

Previous Dentist’s Name Telephone

Address State Zip

How often do you have dental examinations?

How often do you brush your teeth? How often do you floss?

Do you use an electric toothbrush? Yes No
Have you ever used or are currently using topical fluoride? Yes No
What other dental aids do you use? (Interplak, toothpick. Etc.)

Do you have any dental problems now? Yes No If yes, please describe

Are any of your teeth sensitive to:

[ [oY o ool ] [ OO TSRS Yes
SWEEES? ieiietietiet it ee et e e sttt e et et et e eaeeaeete st ste e seates eb e et e et e e aaeebe a4 et et e seatesfebees et aneaae et ehesee e bensetereetane Yes
BIitiNg OF ChEWINE? .ottt ettt ettt et et st st st e s s et et et e st abe st ste st sesessanees et ersansans Yes
Have you noticed any mouth 0dors or bad tastes? ........cviveceiciiie v eaerae Yes
Do you frequently get cold sores, blisters or any other oral l€sions? .......ccccececevevevveeveeeieiceceenenn.. . YES
DO YOUF SUMS DIEEA OF NUIL? ...ttt ettt st s st ettt eas s eaesaeetesee s s sensasaans Yes
Have your parents experienced gum disease or t0Oth [0SS? ..o i veveecececrieinee e s Yes
Have you noticed any loose teeth or change in your bit@? .........oooeceeeiececceeeeese e Yes
Does food tend to become caught in between your teeth? ... Yes

If yes, where

Do you:

Clench or grind your teeth while awake Or aslEEP? .....ccucieevee e eera Yes
Bite your lips 0r ChEEKS rEGUIAIIY? ......oeeeceeee ettt st st e e et s s saeare st see s Yes
Hold foreign objects with your teeth? (pencils, Pipe, ELC.) ..uiiririceie e e Yes
Mouth breathe while aWake Or @SIEEP? ... ettt r e s Yes
Have tired jaws, especially in the MOINING? ...t e Yes
Snore or have any other sleeping diSOrAEIS? ... cceeceieeceer e et e st st st et Yes
Smoke/chew tobacco or use other tobacco ProduCts? ..........ccecceeeeeeeeeereeece et e e Yes

No
No
No
No
No

No
No
No
No

No
No
No
No
No
No
No



DENTAL HISTORY
Patient Name:

Have you ever had:

OrthodoNTiC trEAtMENT? ..ottt st st b st et s b e b e et et sbesebeb e st sen e e eas Yes
OFAl SUIZEIY? ettt et te st et st e et ettt et et ate st ste e e seasesaes et easeaseasase st steseesessassassesses et aneaseaeestenseneen Yes
Periodontal TrEatMENT? ....cci ettt sttt sttt s e et eae s et b e b sttt sea et e Yes
Your teeth ground or the bite adjUStEA? ..ot st st st erees Yes
A bite plate of MOULH SUAIA? ...ttt sttt ettt sresae st st sae e sessensetasraes Yes
A serious injury to the MOth 0r hEAA? ... e e e Yes

Please describe, including cause

Have you experienced:

Clicking or POPPING OF ThE JAW? ..ocui i ettt st st e e b et s s e e et eaas Yes
Pain? (JOINt, ar, SIdE OF TACE)? ....cvcicieeeeeee ettt st e e ettt es s etesreste st s s seatenes Yes
Difficulty in opening or closing the MOULN? ...t st s e aaer e Yes
Difficulty in chewing on either side of the MOUth? ... Yes
Headaches, neckaches or ShOUIAEr @ChEST ... iiieeieeceeee et et sttt st e s Yes
Sore MUSCIES (NECK, SNOUIARIS)? ..ottt et st e e et s e be e e neseeere e Yes
Are you satisfied with your teeth’s appearance? ... eeeeccecenenneesesresseeseeseesressesssssessssssesnens Yes
Would you like to replace your SHVEr filliNGS? .......cuviviveiiie ettt e Yes
Would you like to keep all of your teeth all of your [ife? .......covviviceicirieie e e Yes
Do you feel nervous about having dental treatment? ... Yes

If yes, please describe

Have you ever had an upsetting dental @XPeriENCE? ......cieiviviriecece s s st Yes
If yes, please describe

Have you ever been told to take a pre-medication prior to dental treatment? ........cccocceveeecveeeens Yes

Is there anything else about having dental treatment that you would like us to know? ............... Yes
If yes, please describe
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