[Patient Name

" DENTAL HISTORY

Patient Account No. Medical Alent

Welcome! So that we may provide you with the best possible care
please complete both sides of this medicalldental history form.

- All information is completely conﬁdm'zjal.

" Whatis the reason for your isit foday?

_ Last Dental Cleaning " Last Fult Mouth X-rays .
_ Pravious Dénﬁg@amé: . : S
Address ' State ... +Zip
Telephone .. ' ' :
- How often' d&ye'u have dental examinations? . _ _
~ How often do yeu brush your teeth? . . _  How often do you floss? _
Have you ever usad arare currently usmg toplcal fiuonde7 Yes No '
What other dental aldsde you use?«(lnterplak toothplck etc.)
Do you have any dental;pfeb[ems now? Yes No
If yes, please descnbe
Are any of your teeth sensitive to: :  Have you ever had:
o T ‘Hotorcokl?  Yes  No - Orthodontic treatment?  Yes  No. .-
S Sweets?  Yes  No Oral Surgery?  Yes ~ No
: Biingor Chewing?  Yes - No - Periodontal treatment?  Yes . No
Have you noticed any mouth odors or bad tasfes?  Yes  No Your teeth ground or the bite adjusted?  Yes  No
Do you frequently get cold sores, blisters or - _ Abite plate or mouth guard? ~ Yes . No
any ofher oral lesions?  Yes  No A sericus injury to the mouth.orheag?  Yes = No
o : If s0, please describe, including cause _ o
Do your gums bleed orhuri? ~ Yes - No ' :
Have-your parents experienced gum disease .
~ ortocthloss?  Yes  No - Have you experienced: '
Have you notlced any loose teeth or change : Clicking or popping of the jaw? - - Yes Mo,
- inyourbite? Yes No Pain? {joint, ear, side offace) - Yes  No
- Does food tend to become:-caught in between Difficulty in opening or closing the mouth? ~ Yes . No -
. yourteeth'? " Yes  No Difficulty in chewing on eifhier side of the mouth? ~ Yes  No
If yes, where? - ' Headaches, neckaches or shoulder aches?  Yes. No.
_ ' : . Sore muscles {neck shoulders) Yes No
Clench or gnnd yourteefh while awake carasleep’J -' ".(es No ~ Are you satlsf ed with your tooth's appearance’? Yes- No .
Bite your lips or chéeks reqularly? -Yes  No Would you like o keep all of your teath all of your ife? - Yes - No
.~ Hoid foreigr objects with your teeth? : . S ' :
(pencils, pipe, pins, nails, fingernails) . Yes  No Do you feel nervous about having denfal reatment?  Yes  No
Mouth breathe while awake or asleep?  Yes  No " I so, whatis your biggest concern? - -
Have tired jaws, espemally inthe moming?  Yes ~ No
~ Sriore or have any other sieeping disorders? - Yes - No Have you ever had an upseﬁlng denfal expenence7- Yes  No
- Smokeichew tobacco or use ofher tobacco procucts?  Yes  No If yes, please descrive __ :
Have you ever been told to take a pre-medication prior to dental treatment? - Yes No

Is there anything else about having dental treatment that you would like us to know? ' : ~ Yes No
If yes, ple_ase describe : '

(Pleasé complete other side) -
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