Paﬁent Name S

 DENTAL HISTORY

H PatlentAcmuntNo T : T |Medical Alert

‘%lcame’ So z‘/),szt we may provide you with the best posszé?le gare s oo
. please complete both sides of this medicalldental bistory form. o
. A!l mfarmzztzon is complete[y conﬁdentzﬂl e

‘V'Wha‘t i‘sﬁt‘hje 'reasoh;kfeeyourviéi;Ztoday’.r"n o

‘ ",;"'Whatwasdoneatyour}astdentatvxszt? - Rani e e

: i Prev:ousDenhst’sName — et et e e s e . ;
: ‘Telephone L " . - : T s e

 Howoften do you it dental exammatmns? .
S ‘How oﬁen do you brush yourteeth? _ Howoften doyoufloss?
- Have you ever used or are currenﬂy usmg topicai ﬂuonde? Yes No : G '

L : What other dental alds do you use? (nierptak toothpxck etc)

k, ’1 Do you have any dental problems now? Yes Ne -

f yes p!ease descnbe

Are any ofyourteeth sens:twe to: : o , Have you ever had: Lk
S Hotorcold?  Yes  No , - - , - Orhodontic treatmen®? Yes No
Sweets? Yes No ot . OralSugey? Yes No
,k ; : B:img orChewing? Yes No . s Periodontal freatment? ~ Yes No =
Have you notlced any mouth oders orbadtastes?  Yes No o e Yourteeth gound or the bite adjusted? ~ Yes No -
' j Doyoufrequenﬂyget cold sores, blisters or ' : . Abiteplateormouthquard? - Yes No
, . anyother oral Iesmns?‘ Yes No ‘  Aserousinjurytothemouthorhead? Yes No

: If 50, pease descnbe including cause 4 L

; , Do your gums bteed orhurt? ~Yes - -No
Have your parents experienced gum disease ‘

~ortoothloss?  Yes - No Co Haveycuexpenenced e
Have ycu notxced anyiooseteeth orchange S e ﬁ  Clicking or popping of the jaw? ~ Yes No
: inyourbite? - Yes - No £ Pain? (joint, ear, side of face)  Yes No
Does foocf tend to become caughtinbetwesn e foﬁcultym openingorclosingthemouth? ~ Yes No =~
S yourteeth? Yes -No , - Difficulty in chewing on eitherside ofthe mouth?  Yes No
lfyes where’? e : L - Headaches, neckachesorshoulderaches?  Yes No
L ‘ : ‘ Sore musc!es (neck shoulders) Yes No
Doyou : = o o e
iench orgnndyourteeth while awake oraslee;ﬂ' Yes - No. . - Areyou sahsﬁedwnth your teeth’s appearance? Yes No
- Biteyourfips or cheeks reqularly? - Yes  No : Would you fike to keep all of your feeth all of your ife?  Yes  No
Holdfore:gnobj ects with your teeth? F . S Nl s
 (pencils, pipe, pins, nails, fingemails)  Yes  No - i Do you feel nervous about having dental treatment? = Yes  No
. Mouth breathe while awake or asleep? ~ Yes  No S o [fso, whatis yourbigg‘est concem?
~ Have tired jaws, especiallyinthemoming?  Yes No , e
;  Snore or have any other sleeping disorders? ~ Yes - No . Haveyou everhadan upsemngdentai expenence?, Yes Noo
‘Smokelchewtobacoo oriuse ntherto'bacco products? Yes: No N -~ Ifyes, please descnbe e
e Haveyou everbeen toldtotakeapre—medrcaﬂon prior fo dental freament? e : L B
o lsthereanythmgeseabouthavmg dental treatmentthatyouwould like ustoknow? Tt e Yes NG"H

' ":,;~ifyes pleasedescnhe e

(Please complete other s*de)
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