
PATIENT DENTAL HISTORY

PATIENT'S NAME DATE OF BIRTH

REASON FOR THIS VISIT

WHEN WAS YOUR LAST DENTAL VISIT WHAT WAS DONE THEN

HOW OFIEN DID YOU VISIT THE DENTIST BEFORE THEN

PREVTOUS DENTTST (NAME AND LOCATTON)

HAVE YOU HAD A COMPLETE SERTES OF DENTAL FTLMS (X,RAYS) TAKEN WHEN WHERE

HOW OFTEN DO YOU BRUSH YOUR TEETH HOW OFTEN DO YOU FLOSS YOUR TEETH

IS YOUR DRINKING WATER FLUORIDATED

YES NO YES NO
DO YOU BITE YOUR LIPS OR CHEEKS FREOUENTLY . D NDO YOUR CUMS BLEED WHILE BRUSHING

O R  F L O S S I N G .  . . . . . . . . . . . . .  t r  N  H A V E  Y O U  N O T I C E D  A N Y  L O O S E N I N C  O F
A R E  Y O U R  T E E T H  S E N S I T I V E  T O  H O T O R  C O L D  Y O U R  T E , F T H  . . . . . . . . . . . . . . .  N  !

L loulDS/FooDs.  . . . . . . . . . . .  t r  n  DoEs FooDTENDTO BECOME CAUCHT
ARE YOUR TEETH SENSITIVE TO SWEET OR SOUR BETWEEN YOUR TEETH X !

LIOUIDS/FOODS. . . , . . . . . . . .  t r  N HAVE YOU EVER HAD PERIODONTAL
D O  Y O U  F E E L  p A r N  T O  A N y  O F  Y O U R  T E E T H .  .  .  .  .  .  .  E  n  T R E A T M E N T  ( C U M S I . .  . . . . . . . . . . . . . . .  U  !
DO YOU HAVE ANY SORES OR LUMPS IN OR EVER WORN A BITE PLATE OR OTHER APPLIANCE. . . T N

NEAR YOUR MOUTH . . . , . '. . . . . ....... tr N HAVE YOU EVER HAD ANY DIFFICULT EXTRACTIONS
HAVE YOU HAD ANY HEAD, NECK OR JAW INJURIES. t r  N INTHEPAST . . . . . .  N !
HAVE YOU EVER EXPERIENCED ANY OF THE HAVE YOU EVER HAD ANY PROLONGED BLEEDING
FOLLOWING PROBLEIVIS IN YOURJAW? FOLLOWING EXTRACTIONS. . . . . . . . . . .  N !

CLICKING ....... tr t] DO YOU WEAR DENTURES OR PARTIALS. . . . . . . . , . . N tr
PA|N (JO|NT, EAR, S|DE OF FACE) n I tF yES, DATE OF PIACEMENT
DIFFICULTY IN OPENING OR CLOSING . . . . . . . . . tr N HAVE YOU EVER RECEIVED ORAL HYGIENE
DIFFICULTY IN CHEWING. . . . . . . . . . . .  t r  !  INSTRUCTIONS RECARDING THE CARE OF

D O  Y O U  H A V E  F R E O U E N T  H E A D A C H E S  . . . . . . . . . . .  !  !  Y O U R  T E E T H  A N D  C U M S .  , . . . . . . . . . . . .  !  i ]
D O  Y O U  C L E N C H  O R  G R I N D Y O U R  T E E T H . . . . . . . . .  N  !

IF YOU COULD CHANCE ANYTHING ABOUT YOUR SMILE, WHAT WOULD YOU CHANCE?

AUTHORIZATION AND RELEASE TNSURANcE cor\{pAr.ry ro pAy DrREcrLy ro rHE DrNrsr oR DENTAL cRoup
I CERTIFY THAT I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION TO INSURANCE BENEFITS OTHERWISE PAYABLE TO I\,IE. I UNDERSTAND THAI IUY
THE BEST OF ]\,IY KNOWLEDCE. THE ABOVE OUESTIONS HAVE BEEN DENTAL INSURANCE CARRIER MAY PAY LESS THAN THE ACTIJAL BIII FOR
ACCURATELY ANSWERED. I UNDERSTAND THAT PROVIDINC INCORRECT SERVICES. I ACREE TO BE RESPONSIBLE FOR PAYIIIENT OF ALL SERVICES
INFORMATION CAN BE DANCEROUS IO MY HEALTH. I AIJTHORIZE THE RENDERED ON MY BEHALF OR I\,IY DEPENDENTS.
DENTIST TO RELEASE ANY INFORMATION INCLUDING THE DIACNOSIS AND
THE RECORDS OF ANY TREATMENT OR EXAI\,IINATION RENDERED TO IUE OR
My cHrLD DURTNG rHE pERroD oF srJCH DENTAL caRr ro rHrRD pARTy X ulrt
PAYORS AND/OR HEALTH PRACTITIONERS. I AUTHORIZE AND REOUESI IIIY SICNATURE QF PATIENT OR PARENT/CUARDIAN IF MINOR

DOCTOR'S COMMENTS

SIGNATURE DATE

PATIENT NUMBER


