
Section 7—Understanding Forms

Giving Medical Histories

DENTAL I-IISTORY

Patient Narne

_________________________

Patient Account No,

________________________

Meclical Aert

_______________

What s the reason for your visit today?

________________________________________________________________________________________

Date ai: Last dental visu Last dental cleaning

_______________

Iast tull-mouth X-rays

Do yon have ottiet dental problems? YES NO li yes, please describe:

What procedures were performed et your Iast dental visit? -___________

Are any ot your teeth sensitive ta:
Hot or cold?
Sweets?
Biting or chewing?

Have you noticed any mouth odors or bad taste?
Do you lrequently gel cold sores, lever blisters.
mouth ulcers. or other oral lesions?
Do your gurns bleed or hurt?
Have you noticed any loose teeth or a change in your bite?
Does food tend to get caught between your teeth?
If yes, where?

_______________________________________

Have you ever Iiad:
VES NO Orthodontic treatment?
YES NO Oral surgery?
YES NO Periodontal treatment?

Teeth ground or bite adjusted?
YES NO A bite plate or moLlth guard?

A serious injury b your rnouth or head?
YES NO If 50, please describe, including cause:
YES NO

Have your parents experienced gum disease or tooth loss? t’ES

Do you:
Clench or grind your teeth while awake Or asleep?
Bite your lips or cheeks regularly?
Crush ice with your teeth?
Breathe through your rnouth while asleep or awake?
Have tired jaws, especially in the morning?
Smoke/chew tobacco?

Have yau been under the care al e medical doctor during

Have you experienced:
Clicking or popping of the jaw?
Pain (joint! ear. side cf face)?
Difficultv in opening or closing your mouth?
Oitticulty in chewing on either side of your mouth?
Headaches, neck aches, or shoulder aches?
Sore muscles (neck, shoulders)?

YES NO Are you satisiied with your teeth’s appearance?
YES NO Oo you want to keep aIl of your teeth for life?
YES NO Do you feel nervous about having dental treatment?
‘T’ES NO Have you ever had an upsetting dental experience?

If yes, please describe:

_________________________

the past twa years? ‘T’ES NO If yes, please describe:

Do you have high blond pressure? YES NO If yes, what is your normal blood pressure?:

________________________________

Are you aware of having an allergic or adverse reaction to any medication or substance? YES NO If yes,describe:

/ undorstand the ado vo information is nocossary for proper dental caro. I have ans;vered ail questions to the best of my knowledge / volt notitj tho dentist
of any change in rny hoa/th or n7edication.

Patient Signature Date

________________

LiÇe Sll5 ?rRctice

e

COING TO A N[W D[NTIST

Dentisis usually colleut basic’ information about afl their
patients. The receptionist at a clentist’s office asks new
patients to complete a dental questionnaire hefore their
exam. This helps the dentist provide better care. Complete
the “Dental Histoi-y” form using your peisonal information.
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