PATIENT NAME DATE

Primary reason for this dental appointment

Dental History

1. If you could change anything about your smile, what would it be? 12. Do you have any loose teeth? Yes No
13. Do you clench or grind your teeth? Yes No
2 Do you have specific dental problems/concerns? 14. Do you experience clicking, popping,
List: or pain in your jaw joints? Yes No
3. Do you have dental care on a regular basis? Yes No 15. Have you had orthodontic treatment? Yes No
4. When was your last dental examination and cleaning? 16. Do you suffer from dry mouth? Yes No
17. Do you regularly use mints or cough drops? Yes No
5. When did you have your last complete series of dental X-rays? 18. Do you smoke? Yes No
19. Do you chew tobacco? Yes No
6. How often do you brush your teeth? Floss? 20. Do you have problems with allergies to
7. Have you been told you have gum disease? Yes No Any local anesthetic? Yes No
8. Have you had past gum treatment or surgery?  Yes No 21. Name of your previous dentist
9. Do your gums bleed when you brush? Yes No Address
10. Do you have halitosis or “bad breath”? Yes No
11. Does food catch between your teeth? Yes No
To the best of my knowledge, all of the preceding answers are correct. If | have any
changes in my health status or if my medicines change, | shall inform the dentist and
staff at the next appointment without fail.
X Date
PATIENT OR PARENT/GUARDIAN SIGNATURE
Medical History Updates
Date Change in Medical History Patient Initial Blood Pressure
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