
NAME
l a s t fi r s t m i d d l e d a t e

Your answers to this dental history questionnaire will help us to understand your specific dental problems, so that we may more
effectively treat you wHh consideration for your individual needs.
P r e v b u s D e n t i s t S p e c i a l t y
A d d r e s s P h o n e
L a s t D e n t a l V i s i t ^ L a s t f u l l m o u t h X - r a y s
Purpose of this visit (your immediate dental concern)?
Please circle YES or NO:
1 . A r e y o u p r e s e n t l y i n p a i n ? Y E S N O

□ Te e t h D J a w □ F a c e □ G u m s
2 . I s a n y p a r t o f y o u r m o u t h s e n s i t i v e t o : Y E S N O

□ Hot □ Cold □ Sweet □ Pressure
3 . H a v e y o u e v e r h a d p e r i o d o n t a l t r e a t m e n t o r g u m s u r g e r y ? Y E S N O
4 . H a v e y o u e v e r b e e n i n f o r m e d t h a t y o u h a v e g u m p r o b l e m s ? Y E S N O
5 . D o y o u r g u m s b l e e d w h e n y o u b r u s h y o u r t e e t h ? Y E S N O
6 . A r e y o u a w a r e o f a b a d t a s t e o r o d o r i n y o u r m o u t h ? Y E S N O
7 . D o y o u h a v e f r e q u e n t h e a d a c h e s a n d / o r n e c k a c h e s ? Y E S N O
8 . D o y o u h a v e e a r p a i n o r p a i n i n f r o n t o f t h e e a r s ? Y E S N O
9 . D o e s y o u r j a w m a k e p o p p i n g , c l i c k i n g o r g r a t i n g n o i s e s ? Y E S N O
1 0 . A r e y o u a w a r e t h a t y o u c l e n c h y o u r t e e t h d u r i n g t h e d a y ? Y E S N O
11 . H a v e y o u b e e n t o l d t h a t y o u g r i n d y o u r t e e t h d u r i n g t h e n i g h t ? Y E S N O
1 2 . D o e s y o u r j a w h u r t w h e n y o u o p e n y o u r m o u t h w i d e o r t a k e a b i g b i t e ? Y E S N O
1 3 . H a v e y o u e v e r h a d y o u r t e e t h g r o u n d t o i m p r o v e y o u r b i t e ? Y E S N O
1 4 . A r e y o u d i s s a t i s fi e d w i t h t h e a p p e a r a n c e o f y o u r t e e t h Y E S N O

If YES. what would you most like to change?

1 5 . H a v e y o u e v e r h a d a n u n f a v o r a b l e r e a c t i o n f r o m l o c a l a n e s t h e t i c Y E S N O
(Novacaine. etc.)? if YES. explain

1 6 . H a v e y o u e v e r h a d a n y t r o u b l e w i t h a n y p r e v i o u s d e n t a l t r e a t m e n t ? Y E S N O
If YES, explain

1 7 . D o e s d e n t a l t r e a t m e n t m a k e y o u n e r v o u s ? Y E S N O
If YES, check: □ Slightly □ Moderately □ Extremely

Please Indicate which Items you use dally for oral hygiene
□ H a r d - b r i s t l e t o o t h b r u s h □ D e n t a l f l o s s

□ So f t -b r i s t le too thbrush □ Water spray
□ E l e c t r i c t o o t h b r u s h □ S t i m u d e n t s o r t o o t h p i c k s
□ P r o x i - b r u s h □ O t h e r

□ Rubber tip

D E N T A L H I S T O R Y


