








Refered By:

Dental History
Previous dentist:

Phone: ( —)

Date and reason for last visit:

What is your main concern today?

Do you wish only emergency care or complete
dental treatment?

Please circle your answers to each question below
In the past, had you been to a dentist regularly?

YES NO
How often? - = = =
'Have you been instru arding proper home care?
- Y i YES NO
Are you in dental pain right now?
' YES NO
Is any part of your mouth sensitive to:
Hot: YES NO
Cold: YES NO
Sweets: YES NO
Biting Pressure: YES NO
Have you ever had orthodontic treatment?
YES NO
Do you have any swelling around your teeth?
YES NO
Do your gums bleed when you brush your teeth?
YES NO

Do you have an unpleasant taste or odor in your

mouth?

YES NO
How often do you floss? Never/ Occasionally/
Often/Daily
Have you any growths or swellings in your mouth?

YES NO
Have you ever had any wisdom teeth removed?

YES NO
Does food get stuck between your teeth?

YES NO
Have you ever had your bite adjusted?

YES NO

Do you wake up with pain in your teeth, jaws, back,
neck or head?-

YES NO
Do you get frequent headaches or facial pain?
YES NO
Have you ever had any injury to your face or jaw?
X YES NO

Do you have any discomfort in the muscles or joints of

our face, head, neck or shoulders? YES NO
Eo you clench or grind your teeth? YES NO
Do you get cold sores or fever blisters? YES NO
Do you have all your natural teeth? YES NO

If no, how have missing teeth been replaced?

Are you interested in keeping the teeth you have?
YES NO
If not replaced are you concerned about the possible
outcome? YES NO
Do you seem to strike some teeth before the others

when closing? YES NO

- Do you favour one side of your mouth for chewing?

YES NO

If yes, which side?
Do any teeth feel loose? YES NO
Have you been treated for (periodontal) gum disease?

YES NO
Which best describes periodontal disease to you:
Rampant decay Sore gums Bleeding gums Bone loss
Briefly, how would you describe your earliest dental
experiences?

On a scale of 1 to 10 (1 being the highest), where does
dental care fit on the list of what's important to you
now?

Is there anything the dentist should know about your
medical and/or dental history that you have not men-
tioned?

Please sign to indicate that all information on this form
is correct and up-to-date.

Signature of patient or guardian:

Date:

CONSENT FORM FOR DENTAL TREATMENT
This will acknowledge that [ have provided to you sufficient knowledge regarding your dental treatment and/or oral surgery requirements in
order that you may make an intelligent decision, and should you so desire, give your informed consent to the dental treatment and/or oral sur-
gery. | have attempted to explain fully the advantages and disadvantages of your dental condition and that dentistry, as medicine, is not an
exact science and therefore, no guarantee can be made or implied as to the success of the dental treatment and/or oral surgery. Numbness
could occur due to damaged or bruised nerves during your dental treatment and/or oral surgery. Before proceeding, [ will ask you to read,

understand and sign the consent form which follows:

Print your full name

am of adult age and capable of giving this consent, | have consulted Dr.

and address

D.D.S. because | seek his

services for my dental needs and/or oral surgery. 1 acknowledge that the dentist has carefully examined my mouth, discussed treatment and/or
oral surgery with me and has answered all of my questions. I feel that I am adequately informed as to the procedure, so 1 can give my

informed consent here to.

Date: Patient’s Signature:
Date: Dentist’s Signature:
Date:

Staff Signature:




