DENTAL HISTORY
	Previous Dentist Name
	___________________________________

	City
	___________________________________

	Phone #
	___________________________________

	How LONG SINCE you have seen a dentist?
	___________________________________

	Last COMPLETE dental exam date
	___________________________________

	Last FULL MOUTH X-RAYS date
	___________________________________

	Are you having PROBLEMS now?
	 ○   Yes
	 ○   No

	What?
	___________________________________

		___________________________________

	Do you wear DENTURES? (Partials or Full)
	 ○   Yes
	 ○   No

	Are you unhappy with your dentures?
	 ○   Yes
	 ○   No

	Have you any PERIODONTAL (GUM) treatments?
	 ○   Yes
	 ○   No

	Do your gums BLEED, or feel TENDER, or IRRITATED?
	 ○   Yes
	 ○   No

	Are your teeth SENSITIVE to hot, cold, sweets, or pressure?
	 ○   Yes
	 ○   No

	Are you UNHAPPY with the appearance of your teeth?
	 ○   Yes
	 ○   No

	Are you aware of GRINDING or CLENCHING your teeth?
	 ○   Yes
	 ○   No

	Do you have HEADACHES, EARACHES, or NECK PAINS?
	 ○   Yes
	 ○   No

	Do you have LOOSE, TIPPED or SHIFTING teeth? (Circle)
	 ○   Yes
	 ○   No

	Have you worn BRACES on your teeth? (ORTHODONTICS)
	 ○   Yes
	 ○   No

	Do you have DISCOLORED teeth that bother you?
	 ○   Yes
	 ○   No

	Would you like your smile to LOOK BETTER or DIFFERENT?
	 ○  Yes
	 ○  No

	Do you have problems with teeth/fillings BREAKING?
	 ○   Yes
	 ○   No

	Do you REGULARLY use DENTAL FLOSS?
	 ○   Yes
	○   No

	Are you aware of being ALLERGIC TO or reacting adversely to any medications or substances?
	 ○   Yes
	 ○   No

	
	If YES please list:______________________________________________________________________

_____________________________________________________________________________________
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