PATIENT'S DENTAL HISTORY

PATIENT'S NAME _

:'HI_S YOLUR DRIMEING WATER FLUDRIDATED

DATE OF BIRTH

REASON FOR THIS VISIT _ =

WHEM Wins YOLURE LAST DENTAL YISIT

WHAT Wind DOMNE THEN

HOW OFTEMN DID YOU WISIT THE DEMTIST BEFORE THEM

PREYIOUS DEMTIST {(NAME AND LOCATION]

HAVE YOU HAD & COMPLETE SERIES OF DENTAL FILMS (X-RAYS) TARKEN WHEN WHERI
| HOW OFTEN DO YOU BRUSH YOUR TEETH

HW OFTEN DOy YOL! FLOSS YOUR TEETH

YES NO

I D YOURE GUMS BLEFD WHILE BRUSHING

OR FLOSSING y
ARE YOUR TEETH SEMNSITIVE |-D HI:}T OR COLD

LHQUIDS RS i ,
ARE YOUR TEETH SENSITIVE IU ‘.-WEII 'DI-I ":TILIH

LIOUIDSFOODS. ... . .. ; aae il L
[0 ¥OU FEEL PAIM TO ANY IDF muu IEETH | 3
e YOL HAYE ANY SORES OR LUMPS IM El-ﬂ

MEAR YOLIR MOLUTH . s Ll L]
HAVE YU HAD ANY m‘ .ﬂ-l] NI ﬁ: ﬂn MW IMIUme. [ [
HAVE YOU EVER EXPERIENCED ANY OF THE
FOLLOWING PROBLEMS IN YOUR 14T

CLICKING . ... i eova

Paln (IOINT, EAR, SIDE OF FACE). . .. ... ... .. _

DIFFICULTY IN OPEMING OR CLOSING. . ... ... [

DIFFICULTY INCHEWING . . ..o vv v i innees |
[&D"ﬂ]l.l HAVE FREQUEMT HEADACHES . .. .. ..., |
. DO YOU CLENCH OR GRIND YOUR TEETH, .. ...,

YES
[ YO BITE YOUR LIPS O CHEEKS FREQUENTLY |
HAVE YOL MOTICED ARNY LOOSEMING OF

YOUIR TEETH. , - — e, | |
DOES FOOD TEND H;r BECOME LJ'I.I.-L-HI

BETWEEM YOUR TEETH . . . .
HAYE YOU EVER HAD PERICDCMNTAL

TREATMENT (GLMS) . . o
FVER WORM A BITE l:'l.i.lF m OTHER -'-.F‘I'I Mwﬂ o |
HAYE YOU EVER HAD ANY DIFFICULT EXTRACTHONS

INTHE PAST. ........... | |
HAVE YO EVER HAD ANY PF-I:UL{]NE:EIJ [-IL[LDI"«IL:

FOLLOWING EXTRACTIONS. | .
D WOL WEAR DEMTURES OR PARTIALS

IF YES, DATE OF PLACFMENT,

HAVE YOU EYER RECEIVELD ORAL HYGIENE

INSTRUCTIONS REGARDMNG THE CARE O

YOLUR TEETH AMD GUMS. . .. e

-ﬁ‘.

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANGET_ =

AUTHORIZATION AND RELEASE

I CERTIFY THAT | HAYE BEAD AND UNGOESEAMD INE ABRDYE IMPOEMATION 10
THE BESI O0F MY ENUWLEDGE. THE ABCWVE QUESTIONS HAVE BEEN
ACCURATELY AMSWERED. 1| UNDERSTAND THAl PROYVIDIMNG INCORRECT
INFORMATION CAN BE DAMGERDUS 100 MY HEALFH. | ALTHCRIZE THI
CEATESE 10 WELEASE ANY INFORMATION NCLUDING THE DIAGMNOSIS AND
THE RECORDS OF ANY THEAIMENT OH2 EXAMINATION RENDERED TO ME Ok
MY CHILD DAMRNG THF PERION OF SUCH DENIAL CARE 10 THIRD PARTY

INSLRANCE COMPARY IO PAY DIRFCTLY B0) THE DENTIST DE DENISL CEOHLP
INSLIHANLE  ISENERITS. UTHERWISE  PAYAILE 100 ME. | UNERRESTAND THAL MY
DENIAL INSUBANCE CARRICE MAY PaY LESS THaM THE aCTUAL BILL FOR
SERVICHS. | ACEEE T BE REWPOMNSIALE RO PAYMEST OF ALL SERVICES

REEMTHERED Of ATy BEHALE O MY DEEMDEN]S

B (R
SHEMNATURE OF PATIENT OHE PARERTAGL A RTLAR |F RISNOR

WPATORS ANDVCHR HEALTH PRACTITRONERS, | AUTHIEIZE AND HEQLIEST MY

| ERCTOR'S COMMENTS

DATE

| — SIGMATURE

PATIENT'S NUMBER

HEALIH HISTORY




