DENTAL HISTORY

Please check YES or NO to each question

Reason for today’s visit?
Examination □

Other □_______________________

Date of your last dental visit:_____________________dental cleaning:____________________

May we call a previous dentist for current dental x-rays? Yes □*   No □

*If YES, please provide the following:
 Previous dentist:________________________

Address:________________________________

Telephone Number: (     )___________________











YES
NO

1)  Is there a dental problem you would like treated immediately?

   □
  □


Please describe:_________________________________

2)  Have you seen a dentist regularly?




  
   □
  □

3)  Are there any growths or sore spots in your mouth?


 
   □
  □

4)  Do your gums bleed when brushing or eating?



   □
  □

5)  Do you suffer from mouth pain or swelling?



  
   □
  □

6)  Have you noticed any loose teeth or have any of your teeth shifted?
  
   □
  □

7)  Are any of your teeth sensitive to heat, cold, sweets or pressure?(circle)
   □
  □

8)  Does food catch between any of your teeth?



   
   □
  □
9)  Are you aware of clenching or grinding your teeth?


  
   □
  □
10) Do you suffer from frequent headaches?




   □
  □

11)  Have you ever experienced the following jaw problems?

-Popping/clicking in your jaw joints?




   □
  □


-Pain in your jaw joints around your ear or side of your face?
  
   □
  □


-Difficulty in opening or closing your jaw?



   □
  □


-Painful or sore jaw muscles?





   □
  □


-Pain or difficulty while chewing?




   □
  □

12) Are you missing any teeth?





   
   □
  □


-Have you had the spaces replaced?




   □
  □


-Would you like them replaced?




   
   □
  □

13) Are you unhappy with the appearance of your teeth?


   
   □
  □

-What would you like to see changed?________________________

14) Are you interested in any of the following?


□ Teeth whitening or bleaching


□ Orthodontic treatment


□ White fillings


□ Other________________________________________________

15) Are you feeling anxious about today’s dental visit?


   
   □
  □

