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Response Date: 

If any conditions or alerts selected above need further clarification, please describe below:

Please rate your overall health.

Do you exercise regularly?  

How many alcoholic drinks do you consume per week? 

Name of your physician: 

Describe any current medical treatment, impending surgery, or other treatment that may possibly affect your dental treatment.

Dental History

Check all that apply:

Please check any of the following that you have experienced.

Is there anything about the appearance of your smile that you would like to change?

Please rate your overall dental health.

Signature  Date 

Excellent Good Fair Poor

Yes No

Had complications from past dental treatment

Had trouble getting numb

Had any reactions to local anesthetic

Had/have braces, orthodontic treatment

You experience dry mouth

Any teeth sensitive to hot, cold, biting, sweets or avoid brushing any part of your mouth

Food gets trapped between any teeth

Have you experienced popping and/or clicking of your jaw joint

Have you ever experienced jaw pain

You have difficulty chewing

You clench or grind your teeth

You wear or have worn a bite appliance

Gums bleed when brushing or flossing

Treated for gum disease or were told you have lost bone around your teeth

Noticed an unpleasant taste or odor in your mouth

Experienced gum recession

Cleanings Fillings Deep Cleaning

Gum

Treatment Braces Crown/Cap Bridge Root Canal

Extraction Implant Partial Denture

Excellent Good Fair Poor
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