Dental His’corg

Name of | ast Dentist Dateof | ast Fxam ___/__/

Flease answer the Fo”owing ciuestions to the best ofgour l(nowledge.

Do your gums bleed when you brush or floss? 0 Yes o No
Have you noticed a bad taste or unusua”g bad breath? o Yes o No

Do you have any loose teeth? O Yes O No

[Have you ever been cliagnosed with gingivitis or Perioclontal disease? 0 Yes o No

r‘lave you noticed any c!icking or POPPing in 5ourjaw? | Yes o No
Do you clench orgrind your teeth? O Yes O No
Do you have headaches or any Pain in yourjaw? O Yes o No

Are you currentl9 experiencing dental related Pain? 0 YesoNo
Are you teeth temperature sensitive? 0 Yes O No

Are you exPerieneing any Pain when biting or chewing’? 0 Yeso No
Are any teeth sensitive to sweets? 0 Yes o No

rlave you noticed any crackec{, c!‘wiPPed, broken teeth or ﬁ”ings? | Yes o No

Do you have, or have had any of the Fouowing’? (Check all that appb)
o0 Orthodontics (braces) O Fi”ings o Crowns or Caps
O Bri&ges O ]mPIants o Root (_anal

o [ xtractions

How would you rate your smile on a scale of 1-107 (l (@] being the best)
]Fyou could change anything about your smile what would it be?

Would you be interested in Ieaming about whitening, invisible braces, or other cosmetic
Proceclures‘? O Yes O No

Have you ever had a bad dental exPerience? O Yes | No




