
Former Dentist

Address

DENTAし1NFORMA掃ION

Phone #

Date of last dental visit

How may we help you this visit?

Date of last x-rayS

DENTA」 HIS丁ORY

State ZIP

Areyouc皿entlyinpain? YES □　NO □　where?

Have you experienced problems associated with any previous dental work? YES □　NO □

If yes, eXPlain:

Doyouhavefrequentheadaches? YES □　NO □

Do you now orhave you everexperiencedpain/discomfort in yourjawjoint (TMJ orTMD)? YES □　NO □

Yourcurrentdentalhealthis Good □　Fair □　poor □

Doyou組ossdaily? YES □　NO□　Doyoubrushdaily? YES □　NO □

How Iong do you use a toothbrush before replacing it?

Doyouuseanythinginadditiontoyourbrushandfloss? YES □　NO □

If yes, eXPlain

Doyourgumsbleed? YES □　NO □

Have you everbeen told that you have Periodontal Disease? YES □　NO □

Areanyteethloose? YES □　NO □

Doyougrindorclenchyourteeth? YES □　NO □

Does food getcaughtbetween yourteeth in any specific area? YES □　NO □ where?

Are yourteeth sensitive to heat, COld oranything els(ゾ　YES □　NO □

If yes, eXPlain

Haveyoulostanyteeth? YES □　NO □ Ifyes,eXPlain

Areyouhappywiththewayyoursmilelooks? YES □　NO □

If not, What would you change?

Haveyoubeentoldthatyousnore? YES □　NO □

Would you be interested in learning more about:

TeethBleaching…………….□　AmalgamRemoval………‥□　cosmeticDentistry………‥□

TeethStraightening………‥□　snore Appliance……………□　sportsGuards………………‥□
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