B@@S DENTAL HISTORY

FAMILY DENTISTRY

How did you hear about us ?

What is the purpose of today’s visit?

How long since your last dental visit?

What treatment did you receive?

Previous Dentist’s Name:

Address: Phone:

What did you like most about your last dentist?

Would you like to tell us anything else about your previous dental experience?

How long has it been since you had your teeth professionally cleaned?

Please Circle Yes/No

Have you Made regUIAK VISIES?......iiiiiiiie ettt e e re e e s sbee e e e e bae e e e enanreeeas Yes No
How often?

Were dental radiographs taKEN? ...ttt s st e e e s s b se s sreneene Yes No

Have you ever lost teeth or had them removed?...........cvviiiicii i, Yes No
Why?

Have they DeeN rePIaced? ...t e ettt st e e e e n b e e rese s Yes No
If so, when and how were they replaced?

Are you unhappy With the replace€meEnt? ...t Yes No
If yes, please explain:

Would you like to discuss replacement OPtioNS?.......c.c.eeiivciiiiiiiciiiiee e e arre e e Yes No

Do you clench or grind YOUr tEELN?........oooi ettt e e e Yes No

DOES YOUN JAW ClICK OF POP? ..viviiiieiieie e ete st sttt ettt ee et sreste st ste e es e s sebass e st eseaseatesteseeseessssansassnsansen Yes No

Have you experienced pain or soreness in the muscles of your face? ......ccccccoeveveceieeicecvece e, Yes No

Are any of your teeth sensitive to: Hot? Cold? Sweet? __ Pressure? ____ Biting?

Do your gUMS BIEEA OF MU ....eiiiiieeee e e e eee e e et re e e e s s e e e e s arebaee s Yes No

If yes, when?

How often a day do you brush?

What type of toothbrush/toothpaste do you use?

Do you use a daily mouthwash? If so, what do you use?

How often do you floss? What type of floss do you use?

Do you have any loose, broken or shifted teeth? ..........ccceveeevecveececececeersereereee e, YES. NO

Are you unhappy with the appearance of your teeth? ... Yes No

Is there anything you would like to change about your teeth? ..., Yes No

Have you ever had gum treatment OF SUIZEIY? ..o iiciceeer et ee ettt e se e st st stesreaes Yes No
If yes, when? What was done?

Have you ever had any complications following dental treatment? ..........ccoeeeeeeeveeeeceseceececeiena, Yes No
If so, please explain:

Have you ever had orthodontics (Draces) ? ...ttt aa s Yes No

Have you ever taken bisphosphonate medications? (ex: FOSamMaXx)......cccceeeeeveeveceseeceeceeveierenseenene Yes No

Do you have anything about dentistry that you strongly dislike or have any unpleasant experiences or

concerns?

Patient/Guardian Signature: Date:




