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Patient Name  Today’s Date  

Patient Account No.  Medical Alert  
 

Welcome!  So that we may provide you with the best possible care please complete 
the dental and medical history forms.  All information is completely confidential. 

 

1. What is the reason for your visit today?  
  
2. What was done at your last dental visit?  

  
 Date of last dental visit  Last dental cleaning Last x-rays  
 Previous dentist name  Phone 
 Address  City  State  Zip  
3. How often do you have dental examinations?  

 How often do you brush your teeth?  How often do you floss?  
 What other dental aids do you use?  (Electric brush, toothpick, etc.) 
4. Do you have any dental problems now?  Yes  No 

 If yes, please describe:  
   

Check  Yes or No  Check  Yes or No 

Are any of your teeth sensitive to:  Have you experienced:   
 Hot or cold?  Yes  No   Clicking or popping of the jaw?  Yes  No
 Sweets?  Yes  No   Difficulty in opening or closing the mouth?  Yes  No
 Biting or Chewing?  Yes  No   Difficulty in chewing on either side of mouth?  Yes  No
 Noticed any mouth odors or bad tastes?  Yes  No   Pain?  (joint, ear, side of face)  Yes  No
Do your gums bleed or hurt?  Yes  No   Headaches, neck aches or shoulder aches?  Yes  No
 Parent’s history of gum disease or tooth loss?  Yes  No   Sore muscles?  (neck, shoulders)  Yes  No
 Noticed any loose teeth or change in bite?  Yes  No  Have you ever had:  
 Does food get caught in between your teeth?  Yes  No   Orthodontic treatment?  Yes  No
 If Yes, where?    Oral surgery?  Yes  No
Do you:     Periodontal treatment?  Yes  No
 Get frequent cold sores, blisters or oral lesions?  Yes  No   Your teeth ground or the bite adjusted?  Yes  No
 Hold foreign objects with your teeth?    A bite plate or mouth guard?  Yes  No
 (Pencils, pipes, pins, nails, fingernails)  Yes  No   A serious injury to the mouth or head?  Yes  No
 Clench/grind your teeth while awake or asleep?  Yes  No   If, so please describe, including cause:   

 Bite your lips or cheeks regularly?  Yes  No    

 Mouth breathe while awake or asleep?  Yes  No      

 Have tired jaws, especially in the morning?  Yes  No      

 Smoke or chew tobacco?  Yes  No      
5. Are you satisfied with your teeth’s appearance?  Yes  No 
6. Would you like to keep all of your teeth all your life?  Yes  No 
7. Do you feel nervous about having dental treatment?  Yes  No 

 If yes, what is your biggest concern?  
8. Have you ever had an upsetting dental experience?  Yes   No  

 If yes, please describe:  
9. Is there anything else about having dental treatment that you would like us to know?  Yes  No

 If yes, please describe:  
 



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles false
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (None)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments false
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness true
  /PreserveHalftoneInfo true
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 2400
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.00000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f300130d330b830cd30b9658766f8306e8868793a304a3088307353705237306b90693057305f00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /FRA <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU (Conforms to "SheetSpotHiRes" of the 2005 Ghent PDF Workgroup specifications)
  >>
>> setdistillerparams
<<
  /HWResolution [2540 2540]
  /PageSize [612.000 792.000]
>> setpagedevice


	01 Patient name: 
	02 Patient Name Todays Date: 
	03 Patient account: 
	04 Medical Alert: 
	05 What is the reason for your visit today: 
	07 What was done at your last dental visit: 
	06 What is the reason for your visit today: 
	08 What is the reason for your visit today: 
	09 Date of last dental visit: 
	10 Last dental cleaning: 
	11 Last xrays: 
	12 Previous dentist name: 
	13 Phone: 
	14 Address: 
	15 City: 
	16 State: 
	17 Zip: 
	18 How often do you have dental examinations: 
	19 How often do you brush your teeth: 
	20 How often do you floss: 
	21 What other dental aids do you use  Electric brush toothpick etc: 
	22 Dental problems: Off
	23 If yes please describe: 
	24 Hot or cold: Off
	31 If so please describe including cause 1: 
	51 If, so please describe, including cause: 
	52 If so please describe including cause 2: 
	53 If so please describe including cause 3: 
	57 If yes what is your biggest concern: 
	58 Ever had upsetting dental experience: Off
	59 If yes please describe_2: 
	60 Anything else that you would like us to know: Off
	61 If yes please describe: 
	25 Sweets: Off
	27 Gums bleed or hurt: Off
	26a Biting or chewing: Off
	26b Mouth odors or bad taste: Off
	28 History of gum disease or tooth loss: Off
	38 Smoke or chew tabacco: Off
	29 Loose teeth change in bits: Off
	30 Food caught in teeth: Off
	32 Frequent cold sores: Off
	33 Foreign objects with teeth: Off
	34 Clench or grind teeth: Off
	35 Bite lips or cheeks: Off
	36 Mouth breathe: Off
	37 Tired jaws: Off
	39 Clicking or popping jaw: Off
	40 Difficulty opening or closing mouth: Off
	41 Difficulty chewing: Off
	42 Pain: Off
	43 Headaches neck or shoulders: Off
	44 Sore muscles: Off
	45 Orthodontic treatment: Off
	46 Oral surgery: Off
	47 Periodontal treatment: Off
	48 Teeth ground or bite adjusted: Off
	49 Bite plate or mouth guard: Off
	50 Serious injury to mouth or head: Off
	54 Satisfied with teeth appearance: Off
	55 Like to keep teeth: Off
	56 Nervous about dental treatment: Off
	CLEAR: 


