| | INITIAL CLINICAL
| \EM-\M I FAMILY | H.E-S..’I]RA’IVE i.aési-c[;\:- EXAMINATION

L -
1.439.9
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION
TODAY'S DATE:
PATIENT NAME: WISHES TO BE CALLED:
PATIENT ACCOUNT NO.:
INITIAL CONCERN:

DATE OF LAST DENTAL VISIT:

DATE OF LAST DENTAL CLEANING:

DATE OF LAST DENTAL FULL MOUTH SERIES X-RAYS:

1. Do you have any dental PrODLEMS NOW? ........iuiiiiiiiiiiiiiiiiiiiieetee ettt ettt ettt ettt e et et eeeteeeeeeeeeteeeeeteeaeeeeeaeeaeeeaeaaaetaateeaeeaeeeeeeaeeeeeeeaaeeees Yes |No
2. Are any of your teeth sensitive to: [ (o] afo] g 0] Lo PP PP PP PPPPPPPPPPPPPPPPPPPPPPPPOY Yes |No
SWEETST ettt ettt et e e st e e s et e e e s b e aee e e e s nnneee] Yes [No
BitiNG OF CHEWINE? ...eeeeiieeiiiteeee ettt e ettt e e e e ettt e e e s ssaateeeeesssnnseseeaeassasrreneeeesensnnee Yes [No
3. Have you ever had:
Orthodontic Treatment (braces)? ......ccoeveveeeeeeieeeeeeeennd Yes |No OFalSUIEEIY? ceeieeeeeeeeteee ettt e e s e e e s s siereeeeeseaan] Yes |No
Periodontal Treatment (UM SUrEEry)? ......eeveeeeeeveennnnnns] Yes |No Your teeth ground or bite adjusted? .......cccoeeeieiiiiiiiiie Yes |No
A Night Guard or other applianCes? ........cccceeevvveeeeeenn. Yes |No
4. Have you noticed any LoOSENING OF YOUTTEETNT ......uuiuieiiiiiiiiiiiieee ettt ettt et et ettt et et e et ettt eeteeteeteeeeeteeeeeeaeeaeeeeeaeeaeeeaeeeeeeed Yes |No
5. Does food tend to get Caught DEIWEEN YOUF TEETNT c......eeiiiiiiieiiieeee ettt ettt e e e ettt e e e e s s aeateeeeessaanrreeeeeesasansreeeesesssnsrnnaeessnnnns Yes [No
6. Do you suffer from pain and/or SWELliNG OF the GUIMST? ......euueiiiieiiee ettt ettt e et e e et et e e teeteeeeeeteeeeeaeeaaeeeeaaeeaeaans Yes |No
7. Do your gums often bleed When YOU DIUSH YOUN TEETNT ...ccoiniiiiiiiiii ettt e e ettt e e e s e ettt e e e e s s aabeteeeesssasseraeeessnnnee Yes |No
8. Have your parents eXperieNCed SUM ISEASET ......uuiiiiiiiiiiiiiiiiiiitiie ettt ettt et eeeeeteetteteeetteetaeeeetaeeetaeataaaaeaaaaaaaaaeaaeaaaseeeaeaaeeaaaaaaaaaaaaaess] Yes |No
9. Have you experienced the following problem of the jaw?
Clicking of the Jaw ......oooeeiiiiieeeee e Yes |No Difficulty opening or cloSiNg YOUT JaW? ..........eueeveereeeveereeeeeeeenne Yes |No
Pain (joint, ear, side 0f face) .........uevvvvevrvrerrererieeneeennennd) Yes |No Difficulty CheWINg? ...ccoeeiiieeeeeeeeee e Yes |No
10. Habits you have:
Clench or grind your teeth while Hold foreign object(s) with your teeth,
ASLEEP OF AWAKE? ....eevveiiiiiiiiieieerieeeeeeeeeeeeeeeeeeeeeeees Yes |No such as pens, pipes, pencils, Nails? .......cceeeeeieiiriieiienne. Yes |No
Bite your lips or cheeks regularly? .. Yes |No Mouth breathe while awake or asleep? ............. ..|Yes [No
11. Do you feel nervous about dentaltrealMENT? .. ..o i e e e e e e e e e e e s e Yes |No
12. Have you ever had an upsetting experience in the dental OffiCEY ......ceiii ittt et e e e s seeree e e e s s saesreeeeseas Yes |No
13. Do you expect to eventually LoSE YOUF TEETNT . ..o e e Yes |No
14. Are you dissatisfied with the appearanCe Of YOUI TEETNT ... ..ttt aeaaeaaassassessbsssbssnsenens] Yes |No
15. Isthere anything else about having dental treatment that DOTNEIS YOU? ........uueeiieiieiiiiiiit ittt eeeeeeeeeeeeeaeeeeeeeees] Yes |No

Explanation:




