


DENTAL HISTORY 

Primary reason for this dental appointment:ment: ___Examination 

___Emergency  

___Consultation 

Do you have a specific dental Problem? If yes-Describe_____________________________ 

Time since last dental visit? _____________ 

Are you satisfied with your past dentistry? __________ 

How often do you brush your teeth? ________ Floss? _________ 

Do you like the way your teeth look? _______________ 

Have you been treated by a periodontist(gum specialist)? ____ 

Have you been treated by an orthodontist(braces)? ________ 

Are you bothered with: 

          Tender teeth when chewing

         Bleeding gums      

          Bad breath

          Yes___No___ 

Yes___No___ 

Yes___No___ 

          Clicking or popping of your jaw   Yes___No___ 

          Tired jaws

          Spaces between teeth

          Food catching between teethth      

Yes___No___ 

Yes___No__

Yes___No___ 

          Sensitivity to hot, cold, sweets     Yes___No___  

Name of your previous dentist. ____________________ City________________ 

How did you find out about us?: 

    Friend or Relative   ___   Name _________________________ 

    Phone book ___ 

    Office Sign ___  

    Family comes here ___ 

Other          ____________________________________

Any Other Information:
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