DENTAL HISTORY

Patient Name:

Date of Birth:

What is the reason for your visit today?

Do you have any dental problems now? Yes: | |

No:l |

If yes, please describe:

Date of Last Dental Exam:

What was done at your last visit?

Last Dental Cleaning:

Last X-rays:

Previous Dentist:

Address:

City:

State: Zip:

No:l |

Have you made regular dental visits? Yes: L |
How often do you brush?

How often do you floss?
What other dental aids do you use? (Waterpik, Interplak, Toothpick, etc.)

How often?

I. Indicate which of the following you have had, or have presently. Check Yes or No to each item.

Yes | No

Yes

No

Are any of your teeth sensitive to:

Have you ever had:

Hot or Cold

Orthodontic Treatment

Sweets

Oral Surgery

Biting or Chewing

Periodontal Treatment

Do you:

Teeth ground

Clench or grind your teeth

Bit adjusted

Bite your lips or cheeks

Have you experienced:

Hold foreign objects with your teeth

Clicking or popping in jaw

Mouth odors/bad tastes

Pain (joint, ear, side of face)

Cold sores/blisters/oral lesions

Difficulty in opening or closing mouth

Tired jaw in the morning

Difficulty chewing on either side of mouth

Smoke/chew tobacco

Headaches, neck aches or shoulder aches

Gums bleed or hurt

Sore muscles (neck or shoulders)

Loose teeth or change in bite

Have your parents experienced gum disease?

Are you satisfied with your teeth’s appearance?

Would you like to keep all your teeth all of your life?

Does food get caught between your teeth?

2. Have you lost any teeth or had teeth removed? Yes:_| | No:_| |

If yes, why?

| No:

3. Have they been replaced? Yes: |
How!? Fixed bridge:

Partial:l | Den

ure:

Implant:

4. Are you happy with the replacement? Yes:

No: |

If no, why?

5. Have you ever had a serious injury to your mouth or head? Yes: | |

No:l |

If yes, please describe, including cause:

6. Do you feel nervous about having dental treatment? Yes: L |

If yes, what is your biggest concern?

No:l |

7. Have you ever had an upsetting dental experience? Yes: | |

®©

If yes, please describe:

No:l |

9. Is there anything else about having dental treatment that you would like us to know? Yes: L

If yes, please describe:

No: |




	Patient Name: 
	Date of Birth: 
	What is the reason for your visit today: 
	If yes please describe: 
	Last Xrays: 
	Zip: 
	Check Box1: Off
	Check Box2: Off
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Check Box10: Off
	Check Box11: Off
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Check Box16: Off
	Check Box17: Off
	Text20: 
	Text29: 
	Text32: 
	Text35: 
	Text38: 
	Text41: 
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off


