me gy mepee————

15.Doyouclench opgrind yourteeth? - . oovvoavvinies e we ss sovvinenmnnaranys on o YES NO
16.DOESVOURjaW CHEICOEPOPT « <. coonmvmmmmapes as o5 5 55 S0 SETRETNEN L DR TR 8 o5 & YES NO
17. Have you experienced any pain or soreness in the muscles or your
fACE 0T ArOURMYOURBAIT : i covemmouys i pr et Jo g S s s £ 20 45 4 YES NO
18. Do you have frequent headaches, neckaches or shoulder aches? .................. YES NO
19:Does food:geticaughtin yourteeth?. .. cocens vs vn s i sn s sunmnvnin os os 4t 53 40+ YES NO
20. Are any of your teeth sensitive to: O Hot?  [3Cold? 1 Sweets? 17 Pressure?
21.Do your gums bleed orhurt? ................. TV . TR A P YES NO
When?
22. Do you experience dry mouth? ... ... i YES NO
23. How often do you brush your teeth? When?
2l Dmansa demal ioee? - oonmsssnn e s o seacsTEREES 3 0 Deeai YES NO
How often? .
25. Are any of your teeth loose, tipped, shifted or chipped? ........ ... .. ...l YES NO
26. Are you unhappy with the appearance of yourteeth? .................... ... ... YES NO
27. How do you feel about your teeth in general?
28. Do you feel your breath is offensive attimes? ...... ... .. ... ... il YES NO
29. Have you ever had gum treatment or surgery? ... ... ... oi... YES NO
What?
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? ...........iiiiiiiiiiiiiiii e YES NO
| CERTIFY THAT THE ABOVE INFORMATION 1S COMPLETE AND ACCURATE

PATIENT'S / GUARDIAN'S SIGNATURE DATE
DENTIST’S SIGNATURE DATE
ANEST.

o DENTAL HISTORY

MED. ALERT




