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Wharm may we thank for

referring you 10 this alfice?

ADULT EXAMINATION AND HEALTH HISTORY QUESTIONNAIRE

In order 1o evaluate your dental health thoroughly and completely, please complet

bring it to your appointment, This will become part of your office recard and will be held in
1. Are you experiencing pain from your mouth at this time? I 5o, explain:
2. How many times hawe you had your teeth cisaned in the last 5 years? When was the last time?
3. Have you had provious perisdontal réatments? Dentist, Date
4. Cra your guims bleed 7 When you biush? _ At aght n slesp?
b, Have yau noticed any loose jesth? Shifting teeth?
6.  Have you noticed any mouth odors or bad tasies? Far beaw long?
7. Have you ever had trench mouth? I 50, when?
B. Did sithér your mother father, brother, or sister lose all of their natural teeth? Which?
9.  Ard your teeth sonsitive to heat, cold, or swests? Whiich ones?
io. Do meats wedge benween your eeth’?
11. How aftendo you brugh your testh? F loss your teeth?
12, Do you often hove fever blisters on youwr lips? Adver dental eara?
13, Hmve you had your testh stramghoened 7 Dengist, Dane
14, Would you be tremendously disturbed il you had to lose your teath and wear Talse teeth?
18,  Are you satisfied with the appearance of your testh?
16 Have you boen under more narveus tension thon average Ltely ?
17. Do you smoke? What and how much?
18, Are you sware of grinding your teeth at neght i yowr sleep? Do you hold your teeth 1ogether?
14 Do you have clicking? Popgping? Pain® in tha jaw joines?
20. Do you have hesdachesregularty? ________ Maornings? Evernings Adrer eating?
21, Do you tend o worry or fren about things that do nat happen?
22, Ave vou lTearful of undergoing oerisdantal therany ? Whiy? _
23. Have you ever had an extremely frightening experience wit b dentisiry 7 E xplain
24.  Have we treated any of your family or friends? Who?
25, Planse indicate the itema you regularly use to care Tor your mouths
[0 Hand Toothbrush O Rubber Stimulator O Stimudents L] Other
[0 Eieetric Toothbrush O Toothpieks [0l water Spray
[0 Dental Floss [ Perio Ak [l Disclasing Solution
26. Do you olten give up doing things [irips, parties ) because of unexpectedly not leeling well?
27, Do you consider your general health o be good? Fair? Prscir 7
Your last physieal evalustian was on?
28.  Ha: your general health changed within the past year? Explain;
25,  Have you ever fainied? In & dental office?
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