[Patient Name

|
[Batient Account No.

BENFAL HISTORY

T iMedicai Aleit

What is the reason for your visit today?

Welcome! So that we may provide you with the best possible care please complete both sides
of this medicalldental history form. All information is completely confidential,

Date of Last Dental Visit — Last Dental Cleaning Last Full Mouth Xerays

What was done at your last dental visit? _ y

Previous Dentist's Name Telephone .

Address State Zip

How often do you have dental examinations? e

How often do you brush your teeth? . How often do you fioss?

Have you ever used or are cumenthy using topical ﬂuorlde? Yes No

What other dental aids do you use? {Interplak, toothpick, ste.}

Do you have any dental problems now? Yes No Ifyes, please describe:

Are any of your teeth sensitive to: Have you ever had:

Hotareold? s cscommmmmmmimg e Y88 NO Orthodortic treatment?. .. e rvissrsssssmnnes 86 No

Sweels?.... e 185 No Oral Surgery? ..... e 188 NoO

Biting or Chewmg? FSPRRTRTOINS (-'- SIS ¢ Periodontal treatmen e (|

Have you noticed any mouth odors ar bad tastes? RPN (S Your teath ground or the bite adjustefﬁ Yes No

Do you frequently get cold sores, blisters or any other oral Iesmns7 Y88 No Ahbite ptate ar mouth QUATG?......oceeececcervsisicnrn YeS NO
Aserious injury to the mouth ox head? SRR /- S ¢

De your gums bleed or hurt?... SURO—( T () Piease descrbe, including cauise

Have your parents expenencecf gum dlsease or tooth Ioss? .............. Yes  No

Have you noficed any loose testh or change in your bite?....... Y65 No Have you experienced:

Does food tend io become caught in between our t68th? .o Y65 NO Clicking or popping of the JaW? ..o Y85 MO

If yes, where Pain? {ioint, ear, skle 0T fACE) ...vvvorrcecen YOS NO
Difficulty in opening or closing the mouth? ..., Y88 NO

Do you: Difficailty in chewing or: either side of the mouth? ....... Yes Mo

Clench or grind your test while awake oF 3S188P7 s, Y85 NO Headaches, neckaches or shoulder aches?..................... Yes  No

Bite your lips 07 CheeXs MBEUIANN?. ..o st nmmsesesmsssse s Yes Mo Sore muscles {neck, shouiders)? ...o..ocoiesosenn Yos NO

Hold foreign objects with vour testh? (penmls p!pe gle ) - fes  Nao

Mouth breathe while awake or aslegp?.......vccvirerovereee ..Yes  No Are you satisfied with your teeth's appearance? Yes  No

Have tired jaws, especially in the MOMING? . ........vcoeimsreserssmmsmsenin: Yes No Wauid you like to replace your siver filings? ..o Yo No

Srore or have any other sleeping dlsorders? wersremarsass et o b Yes HNo Wouid you fike to keep all of your teefh all of your [fé?... Yes  Na

Smoke/chew tobaceo or use other tohacco products" smansdes  No

Do you feet nervous about havirig dEntal TBAMMENTT ....cmmmer v s sssssssssrnssmmmsssnsssssss s J6§ N0

Please describe _ _ i U : :

Have you ever had an UpSetting dental XPEIENCET ... ncrecrmscmsmsssmmsssmre s sssssssssssssass s ssssssoens e soseeisssentonnensemesiecesscmsrsernnconnes 185 NO

Please describe I . _

Have you ever been fold fot take 2 pre medgcatlon prior to denfai ireatment’? S OO SO SIOOR PO (- S !

Is there anything else about having dental treatment that you would like S 0 KROW? ...t s 168 NO

[fyes, please describe
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(Please complete other side)
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