PATIENT NUMBER

Patient’s Name

© 2012 Wisconsin Denm! A rmrnw;m
00) 243-4675

welcome

. Purpose of initial visit

Last

First Initial Date of Birth

WritetCOMMENTS  on back

2. Are you aware of a problem?

3. How long since your last dental visit?
4. What was done at that time?

5. Previous dentist's name

Address: Tel.
6. When was the last time your teeth were cleaned?
CIRCLE THE APPROPRIATE ANSWER. IF YOU DON'T KNOW THE CORRECT ANSWER,
PLEASE WRITE “DON'T KNOW’ ON THE LINE AFTER THE QUESTION.

On a scale of 1-10, with 10 being the highest rat|ng:
*How important is your dental health to you?

1 & 3 4.5 6 % 9 10

*Where would you rate your current dental healfh?

T2 38 g5, 6 7 R U9 10

7. nave };?U fnade regular VSIS 7 P | T s ot NI .. o I YES NO What is the most important thing to you about
8. Were dental x TS SERBIO N s o e s S R o VESTRD ||| vt nioand denal aalthy
9. Have you lost any teeth or have any teeth been removed? ........................ YES NO
Why?
10 Have ey DoR OPIACOT . ot s amss om0 s Ve
11 How hav: lhey begn replaced? YES NO When was your last Oral Cancer Screening ?
a. Fixed bridge Age
b. Removable bridge Age
c. Denture Age
d. Implant Age When was your last Oral HPV Screening?
12. Are you unhappy with the replacement? . ... ... .. ... .. i, YES NO
If yes, explain
13. Would you like to know about permanent replacements? ......................... YES NO
14. Have you ever had any problems or complications with previous dental treatment? ....YES NO When was your last Oral Bacterial DNA SWEE"‘“ET’
If yes, explain:
15. Do you clench or grind your teeth? . . . ... YES NO | y
16;DoesyourjaW ClCk O POD? nrsiini o sinis i s e b S S i e e s e 7 YES NO Rese S ol Be Rlwing piabiens
17. Have you experienced any pain or soreness in the muscles or your that apply to you:
faCe or aArOUNAVOUR BATY o alels s 5o i aistets o e oo s13aL8 b s s e A ima 85 St YES NO 1 Tooth pain or discomfort when chewing
18. Do you have frequent headaches, neckaches or shoulder aches? .................. YES NO O Testhorfillings bréaking
19. Does food get caughtin yourteeth? ... ... YES NO :
20. Are any of your teeth sensitive to: TIHot? (1 Cold? 1 Sweets? 7 Pressure? Ifysu copld cianee yourSmie yauwetids
21.Doyour gums’bleed OFRURY .. .. uoivmrsmieisinsn nmmsimiinsis vim g mimim orasiiossia s niaisss YES NO O Make them brighter
When? | Make them straighter
22.. Do yourexpenence diy mouth? uciscaisiminnmiib s ivn it s ians vt sre sl YES NO 0
23. How often do you brush your teeth? When? Close spaces
24, Doyol use dantal HOSST . iccie omonismnmiesivios dimrsrsismm s st s hie s iessin e o e YES NO L1 Replace black metal fillings with natural,
How often? . ; ; tooth-colored fillings
25. Are any of your teeth loose, tipped, shifted or chipped? .......................... YES NO 0 R
26. Are you unhappy with the appearance of your teeth? ............................ YES NO Hepaitchipped teeth
27. How do you feel about your teeth in general? O Replace missing teeth
28. Do you feel your breath is offensive at times? .................coiiiiiiinin.... YES NO O Replace old crowns that don't match
29. Have you ever had gum treatment or SUIGEIY? . .......vviinireiinirininaninns YES NO a y
What? ave a smile makeover
Where?
When?
30. Have you had any orthodontic work?
31.Have you had any unpleasant dental experiences or is there anything about dentistry that you
strongly dislike?
32.Do you have any questions or CONCEMS? ... ..ot irurt ettt iiieiieeannnn YES NO
| CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE
PATIENT'S / GUARDIAN'S SIGNATURE DATE
DATE

DENTIST'S SIGNATURE

‘: DENTAL HISTORY

Form No. TIS0DH

MED. ALERT




