DENTAL HISTORY

PATIENT MAME

MEDICAL ALERT

Welcome! So that we may provide you with the best possible care
Please complete both sides of this medical/dental history form.
All information is completely confidential.

What Is the reason for your visit today 7

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
Address State Zip
Telephone_
How often do you have denial examinations 7 . —
How often do you brush your teeth? How often do you floss?
What other dental aids do you use? {Interplak, toothpick, etc.)__
Do you have any dental problem now? Yes No
If yes, please describe;
Are any of your teeth sensitive fo: Have you ever had:
Hot or cold?... : . Yes No | Orthodontic SUrgerny? ... vcnessceicrcse s, Y88 No
Sweets?... s e e e T No | Oral SUMGEMy? ..o s s s s Yes No
Biting or mewmg? . Yes Mo | Periodontal treatment? ... i ... Yes No
Have you noticed anv_.r mnuth odnrs or bad tastes"’ . Yes Mo | Yourteeth ground or the blte adjuste:l‘? .. ¥es ° No
Do you frequently get cold sores, blisters or any A bite plate or mouth guard? ... T TN e i - Mo
other oral Iesions? ... encineens 188 Mo | Aserious injury to the mouth or he-,ad'? T Rt Mo
If so, please describe, including cause
De your gums bleed or hurt? ... SR (- No
Have your parents experienced gurn d:saase
ortooth loss?.............. i Yee No | Have you experienced:
Have you noticed any quse teeth or changa Clicking or popping of the jaw?... Yes Nao
in your bite?... e wenerereenes 1ES MNo | Pain? {joint, ear, side of face) ... S, | . | No
Does food tend tu be::ume caught henween Difficulty in opening or closing the muuth? . YEs Mo
yourteeth? ... e Yes Mo | Headaches, neckaches or shoulder achm? . Yes No
If yes, where : Sore muscles (neck, shnulders‘j?............................... Yes No
Do you: Are you satisfied with your teeth’s appearance?.. Yes No
Clench or grind your teeth while awake or asleep?... Yes No | Would you like to keep all of vour teeth all of
Mouth breathe while awake or asleep?.... . Yes No | yourlife?... i . Yes No
Have tired jaws, especially in the morning?............... Yes No | Doyou fae! nervous abnut hawng dental traatmam? Yag No
Smokefchew tobaccn?......cvveieicieieieceiinenn, Y85 No | If so, what is your biggest concem?
Have you ever had an upsetting dental experience?.. Yes No
If yes, please describe
Is there anything else about having dental treatment that you would like us 10 KNOW?..............ccccoevevvveisenecsninn. Y85 Mo

It yes, please describe,

(Please completa other side)



