
DENTAL HISTORY 

Refe rred by How would you rate the condition of your mouth? 0 Excellent OGood OFair 0 Poor 
Previous Dentist How long have you been a patient? Months(years 
Date of most recent dental exam / / Date of most recent x-rays I 1___ 

Date of most recent treatment (other than a cleaning) I ,_-,,,, 

I routinely see my dentist every: 03 mo. 04 mo. 06 mo. 012 mo. 0 Not routinely 


WHAT IS YOUR IMMEDIATE CONCERN ? _ _______________________ _ _ 

PLEASE ANSWER YES OR NO TO THE FOLLOWING: YES NO 

PERSONAL HISTORY • 
1. Areyoufearfulofdentaltreatment? Scaleofltol0(very) ___________________ _ 

2 Haveyou had an unfavorable dental ecperien<:e? _____________________ 

3. Have you ever had complications from past dental treatmefl1:?_,___--::--- -------------­
4. Haveyoueverhadtrouble~numborreactionstoloc:al anes.thetic?_ _ _______________ 

S. Oidyou E'VeI"ha'IIe braces. orthodontictreatrnerJt«hadycxxbite adjusted? ________________ 
6. ~youhad~~~___________ ______________ 

SMILE CHARACTERISTICS ' . 
7. Is there ilf'lVl:hingabout the appear.n:e afyour teeth that you wculd like to change?______________ 
8. Haveyouever'olklitened(bIeached) 'PJI'teeth? _____________________ 

9. ~you~~~~~?---c_--_c-c__cc_---------------
10 Have you been €isaPJXlinted with the appearance of previousdmtal work? _______________ 

BITE AND JAW JOINT • 

11. Doyou/wouldycu have any problems chewinggum?---__c_--::---------------- o o 
U. Do you /would you have ant problems cIlewir«~ or other hard foods?:-_ _ ____________ o o 
13. Halleyourteeth dlanged in the 1ast5~, become shorter; thirmer orwom? ____ _______ ____ o o 
14. Are your teeth ~ordevelopirespaces?__--,___-C_--__,___---,----::-- --------- o o 
15. Do you have more than one biteordoyou dend'l (squeeze) to makfo your teeth fit together? ___________ o o 
16. Do you have arT)' problemswith sleep or 'IoIiIk up with an awareness of JOJr teeth? _-,---,___- ---------- o o 
17. Do you have problems with yctur jaN joint? (pain, sounds, Hmited opening, locking, ~ _ _ _________ o o 
1& Do'fOU have tension headad1es orSOl'e teeth? _-:-___________________ _ _ o o 
19. Doyouwearorha'\leyoueverwomabiteappliance? ______________________ o o 

TOOTH STRUCTURE ' . o 
20. Haveyou had arrt cavities within the past 3 years?________ _______________ 

21. Doyouhavead~~th? __~~------~-------------------------------------------
22. AI2 arr'{teeth sensitiveto hot, cold, biting or sweets?_______ _______________ 

23. Have you ever had a toothache, cracked fill ing, broken, chipPed oraacked tooth? ______________ 
24. Do you avoid brushing any part of your mouth?_______________________ 

25. Doyoufeelornoticef.lKrolholes(Le.pittirejinyourteeth? ______ _______________ 

GUM AND BONE • o 
26. HcNeyou e\Ief been diagnosed or treated forperiodontal (gum) disease?_ _ _______ ________ o o 
27. H<rv'I!YOU e\lefexperiencedgum recession?-,-_--,--_--,---,--,---________________ _ oo 
28. Is there arr-,'OI"\ewith a history of periodontal disease in yaxfamily? _ ____ _____________ o o 
29. Do your gums bleed when brushing. flO5Sll"@oreating?_________ _______ _____ o o 
30. Areyoortee!h bec:anil"€ Ioose?_,___:----:---,------:-:----------------- o o 
31. H<Ne you &'er noticed an unpleasant taste or odor in yoJr mouth? __________________ o o 
32. HcNeyoue'lq)eriencedabumir'@sensation inyourmouth? ______________ ______ o o 
Patient's Signature _________ __________________ Date _ _ ______ 

Doctor's Signature ___________________________ Date _______ _ 
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