
DENTAL HISTORY Please / YES or No to eachquestion.

Is there a dental probleln rou r'r,oulcl like treatecl irrunediateli' Yes U

If unsure of a question, please consult with your dentist,

No

Date of vour last dental r,isit?

1. Have y'ou been seeing a dentist regulallr'?

2. Have 1-ou ever had anv of the follou,iug:

Last dental i:leaning? I.est X-Rar si 
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Periodontal Treatrnenti (treatment of the gurns)

- Orthodontic Treatment? (to straighten or realign teeth)

- A bite pl:rte ol anv other appliance?

Your 'bite adjustecl ol teeth sround?

- Oral surgert? (surgelr-in or-about thc rnouth/.jan .irint, or implant surgerv in <-rne or both of y;r.rr jarv jointsi) 

-If vou ansr,ered "r'es" to the last. question, rvlxr perfrx'tnecl the surgelr'? When?

Are vou being follorr'ed-up b1'l dental specialist?

Are there anv glowths or s()r'e spots irr rout' rnouLlrr

Do vour surns bleecl rvhen blushingJ ol eating, or. do 1'ou suff'el f}orn pain or swellir-rg of the gurns?

H:rve vou noticed arl' loose teeth, or, have au' of \-our teeth shifted?

Does food catch betweert vour teeth?

Ar-e anl of 1'our teeth sensitir,e to heat, cold, sr,r,eets or pressure?

Have vou been advised to take antibiotics before a dental zrppointn'rent?

Do t'ou use clental floss, proxabmsh ol stimuclents? How of,ten?

10. How oflen do vou brush voul teeth? Do you feel that \,ou have bad brerthr

iI. Have voul ever experienced anv of the fbllou'ing jaw problems?

- Popping/clicking in vour jau, .joints?

Pain in Iour jarv joints, alound \'()Lll ear, or sicle of rrrrr face?

- Difficultt' in opening' or closins?

Pain when teeth arc clenched?

Pain ol difficultl' r'r,hile chenins?

12. Do vou have anv of the folk wins habits?

- Cllenching or erinding 1'our teeth u{rilc alr,ake ol asleep?

Biting 1'our cheeks or lips?

- N,Iouth breathing while awake ol asleep?

Pitrcing foleign objects in vour nrouth? (perrcils, nai1s, pipes, pins, finuernails?)

Do tou have any emotional concerns about har,ing dental treatuent?

Are rou unhappl' u.ith the appearance of )'our teeth?

and, What would vou like to see changed?
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13.

14.

GENERAL RELEASE

that responsibilitl' frx' pa)'rnent of the dental selvices for rnvsclf ancl mv clepenclents is mine, and I assutne responsibilii fbr f'ees associ-

ated rvith t-hose serr,ices.

(Signature) Patient U Plint Name ,,f Crraldiart)

Revierved bl Treating Dentist:

Parent Ll Guardian El

Date:


