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DENTAL HISTORY

Please describe your chief oral complaint:

Are your teeth sensitive to: YES NO
HEAL?. . -
(070 ] [ 7SS -
BT L=< SRR -
CREWING?....oe e ettt s sre e __
D0 you have any fOOU traPS?.. ..ot -
Do your gums ever feel tender or SWOIIEN?...........ooiiiiicc e _
Do your gums bleed When Brushing?..........coeiiici e s -
Do you have any teeth that TEel I00SE?..........coiveiiiiiiic e _
Have you been treated for periodontal diSEASE?..........ccccuvreiiiieiiiiiierecee e __
D0 YOU USE AENTAI FlOSS?.....cuveiiiciicic sttt sreens -
Have you had any injuries to your face OF JAW?.......c.ccivieiieiiiece e -
Have you ever had your teeth straightened/braces?...........ccoevviiineiiicisiseseee e _
Do you clench or grind YOUF tEENY........cov it -
Do you strike some teeth before others when closing?.........cccovivcieii i, -
Have you ever had your bite adjuSTEA?...........ocuieiiiiiieeee s __
Do your jaws ever feel tired Or AChE?..........cooviiiiiiise e S
Can you chew ComFOrtably?..........cvciiiie e et s __
Have you had a complete dental exam including full mouth x-rays in the past 3 years?....... _
Do you have your teeth cleaned regularly?............ocoovreiiiiiie e -
Do you have all of your natural teEth?............ccocveiiii i -
Would you like to keep your natural tEeth?...........ccciiiie i __
Are missSing teeth rePlaCeU?...........ooiiiiei e -
Do you like the appearance of YOUr SMIIE?.........cov i -
Do you consider yourself a Nervous Pati@Nt?...........cccoveveiiii e e -
Have you ever had a bad dental EXPerienCe?..........coovveiriiiieieee e -
Have you ever had issues with local anesthetiCS?...........cccvviiiiiiiiiiise e -
Physician’s Name Phone #
Last visit to physician / / Last complete physical / /
When was your last dental visit? / / Last Cleaning / /

What was done at that visit?

Where was it done?

If you could change your teeth/smile, how would you?

Please complete the reverse side also---->



