
I 

DIiNTAl HI_TORY 	 -: · 

Referred would you rate condition of your 
Previous Dentist ______________' you been a 
Date of most recent exam ---' 
Date of most recent treatment (other than a 

see my dentist every: 03 mo. 04 mo. Not routinely 

PLEASE ANSWER OR NO TO E FOLLOWING: 	 YES NO 


L 	 Are you fearful of dental treatment? Scale of1 to 10 (very) ________________________ 
Have you had an unfavorable dental pyr""ri~>nr"~; ___________________________ 

3. 	 Have you ever had complications from 
4. 	 Have you ever had trouble getting numb or reactions to local "n<>cth".ti,..7____________ ~ 

s. 	 Did you ever have orthodontic treatment or had your bite adjusted? ________________ 
5. 	 Have you had any teeth removed? ______________________________ 

SMitE C1.lHARACTERISTICS 	 • 
7. 	 Is there anything about the appearance would like to 
8. 	 Have you ever whitened (bleached) your teeth? __________________________ 

9. self conscious 

~O Have you been disappointed with the appearance of previous dental work? _________________ 


BITE AND JAW JOINT 	 • 
11. Do you I would you problems 

12. Do you I would you have any problems chewing orotherhardfoods?__________________ 


13, changed in the last 5years, become shorter, thinner or worn? ________________ 


14. Are your teeth crowding 

15~ Do you have more than one fit together? ____________ 


16. 	 Do you problems with sleep or wake up with an awareness of your teeth? ______________ o o 
17. 	 Do you have problerns with your jaw joint? (pain, lirnited opening. popping) ____________ o 
18. 

19. wear or have you ever worn a 

'FOOTHS'FRUCTURE 	 • 
20. 	 Have you had within the past 0 0 

o 
_ 

______ 

o 

o 
o 

21. Do you have adry rnouth7 
22. 	 0 0 
23. 

24. Do you avoid brushing any part of your mouth? 

25. Do you feel or (i.e. pitting) in your teeth? 

GUM AND BONE • o 
26. 	 Have you ever been diagnosed or treated for periodontal disease?__________________ o 
27. 	 Haveyou gumrc.r,::."dnn7____________________~ ______ o 
28. with a history ofperiodontal disease in yourfarnily? ___________________ o o 
29. Do your gums bleed when brushing. flossing nr"'''Tln""________________________ 

30. 

31. 

32. 

yourmouth? _____________________ 

o 

o 

Patient's 

Doctor's Signature _____________________________ Date _________ 
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