DENTAL HISTORY

Welcome! So that we may provide you with the best possible care, please complete this medical history form.
All information is completely confidential.

Patient Name: Date:

What is the reason for your visit today?

Date of last dental visit When was your last dental cleaning?

Previous Dentists Name & Address:

How often do you: Have dental cleanings? Brush your teeth? Floss?

What type of toothbrush do you use (circle those applicable)?.........couiiiiriiiiiiiiiiee et Manual / Electric
If you use a manual toothbrush, what type of brush do you Use?.........cccceeiiiiiiiiiiiiieeee e Soft / Medium / Hard

If you use an electric toothbrush, what brand do you use?

Do you use a tartar control or Whitening tOOtNPASTE?...........eouiruiiriiiieriieie ettt ettt e sttt e bt eat e et et e sbeeseeseeeneesbeenbesbeensesseanseas Yes / No

Are any of your teeth sensitive to (please circle): Sweets Hot Cold Biting Chewing None

Do you:
Clench Or Zrind YOUL TEETNT.......ouiiiiieee ettt ettt e e bt e et e b e st e eh e et e ea e e et eaeenbeemtenbeemsesbeentenbeenteeneenee Yes / No
Have tired jaws, especially in the MOTMINEZ?........coiiiiiiiiiiiiee ettt ettt ettt ettt ettt estesseesaeestesbeestesbeeneenseans Yes / No

Have you ever had:
Orthodontic treatment (braces, appliances, eXPaAnders, €1C)7........ciuiriirieriireeieeiieiesteete et te et et et et eseesteeeeseeeeeseeenaesneas Yes / No
OFAL SUTEETY 7. ..ottt ettt ettt et e bt et e e b et e eh et e eh e et e ea e e bt em e e eb e em et e et em et eheem bt es e e bt emee bt emte et e enteeaeenbesseenbesmeenbesnnans Yes / No
Periodontal Treatment (surgery, scaling and root planning or “deep cleanings™)? ........cccecereererienenienenieneee e Yes / No
A night guard, splint, or MOUtNZUATA? .......cccuiiiiiiiiii ettt ettt sttt e bt et e bt et e bt enteebeenteeaeebeeaee Yes / No
Any injury to the mouth, jaw, or head? ... Yes / No

If yes, please explain
Have you experienced:_

Clicking OF POPPING Of the JAW 7......eiiiiiiiiieieei ettt ettt ettt et e et e bt st e bt ea e et e es e e eae et e esee et eseenbeemeesbeeseenbeennenbeans Yes / No
Pain (Joint, ar, SIAE OF TACE)T ....couiiiiiiieiiee ettt h bttt ea et e it e bt eae e e bt et e ehe et e she et e e ae et ene et Yes / No
Difficulty in chewing on either side of the MOUth? ...........ooiiiiiiiii e Yes / No
Difficulty in opening or closing YOUTr MOUTNT .......cc.iiiiiiiiiiiiiieie ettt ettt b e te bt eaesbeenaesaeens Yes / No

Do you frequently get cold sores, canker sores, blisters or any other oral IeSI0NS?.........cooiiiiiiiieririereeeeeee e Yes / No

Have you ever had your teeth professionally WHiten@d?..........ccuiviiiiiiiiiiiee ettt sttt Yes / No
If yes, when?

Are you interested in learning about how whitening can improve your SMile?...........cccieieriiiiniireiieeeiee e Yes / No

Are you satisfied with the appearance of YOUT tEETh7 ........coiiiiiiiiiiiie ettt ettt ettt et s be e e Yes / No

Is there anything you would change about YOUT SIIIE? .......c.oouiiiiiiiiiiiieeee ettt ettt et sae e s Yes / No
If yes, please explain

Is it important to you to keep all of your teeth for the rest of your LiIfe? .........ooooiiiiiiiiii e Yes / No

On a scale of #1-10 (#1 being the least important, #10 being the most) how important is your dental health?.............c..ccccevieirnneee.

Do you feel nervous about having dental treatMent? .............oooiiiiiiriiiieee ettt sttt ettt et eb et ese et e eseesaeeneesbeeneenees Yes / No

If yes, what is your biggest concern?

Have you ever had an upsetting dental @XPEIIEICET ......c..ciiiiuiiiiriieiert ettt ettt iee sttt e st e ee s bt et e s bt eate st e eate et eenteeseenteeaeenaeeneesaeeneas Yes / No
If yes, please explain

Is there anything else about having dental treatment that you would like us t0 KNOW?......cc.ooiiiiiiiiiiiniiiieeeeeeeeeeee Yes / No
If yes, please explain

Patient/Guardian Signature OVER —>»




