Dental Questionnaire

Date of last complete dental exam
What is your immediate dental concern?

MSelect any of the following options that apply:
[Dissatisfied with your teeth and appearance?
LAre you presently in dental pain?

OExperienced any unfavorable reaction to dentistry?
ClHave you lost any teeth?

LHave you ever had orthodontic treatment?

UAny growth or swellings in your mouth?

UDo you have any difficulty in swallowing?

ODo your gums bleed when brushing your teeth?
[IDo you avoid brushing any part of your mouth?
LAny bad reaction to dental anesthetics?

[dHave you ever been told you have pyorrhea or periodontal disease?
OIs any part of your mouth sensitive to temperature?
Ols any part of you mouth sensitive to food?

OIs any part if your mouth sensitive to drink?

[IDo you have a burning sensation in your mouth?
LIDoes food catch between your teeth?

UAny pain or soreness around your eyes?

LlAny pain or soreness around your ears?

LAny pain or soreness around you face?

LlAwaken with an awareness of your teeth or jaws?
LIAre you aware of clenching your teeth during the day?
LBeen told you grind your teeth during sleep?
OIClicking or popping while eating or yawning?
ODifficulty in opening your mouth widely?

[IDo you have tension headaches?

OUnpleasant taste or odor in your mouth?

OFeel you will eventually wear full dentures?

ODo any members of your family wear dentures?

Signature Date

Please print this page and bring to our office on your next visit or email it to us.



