Dental History
Why have you come to the dentist today:___________________________________________________

_____________________________________________________________________________________

How often do you brush:_____________________How often do you floss:________________________

How would you describe your teeth and gums: ___Poor___Fair___Good___Excellent

Are you currently in pain or discomfort with your teeth or gums:________________________________

If yes please explain:____________________________________________________________________

_____________________________________________________________________________________

Please check If you have had or have any of the following:

__Abscess in mouth
__Any food traps
__Bad Breath 


__Bad Taste

__Chew on one side
__Chew/Smoke Tobacco

__Clench/Grind Teeth
__Cold Sores

__Difficulty chewing

__Dry mouth

__Gag Easily

__Infection in gums

__Loose Teeth

__Missing Teeth
__Pain in Ears

__Pain in jaw joint
__Sensitive Gums
__Sensitive too: __Hot__Cold__Sweets

If you smoke, how often:________________________________________________________________
If you chew, how often:__________________________________________________________________

Do you currently have any swelling in your gums:______If yes please explain:______________________
_____________________________________________________________________________________
Have you been treated for TMJ symptoms:__________________________________________________

Name of previous dentist/Date of last visit:_____________________ ____________________________

What was the visit for:__________________________________________________________________

I understand that this information is correct to the best of my knowledge.  I understand it will be held in the strictest confidence and only be used to improve the communication between the doctor and myself.

Signature:_____________________________________________Date:___________________________

Guardian:_____________________________________________Date:___________________________
