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THE SMILE MAKEOVER

Welcome! So that we may provide you with the best possible care
please complete both sides of this medical/dental history form.

All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit

Last Full Mouth X-rays

\What was done at your last dental visit?

Last Dental Cleaning

Previous Dentist's Name

Address

State Zip

Telephone

How often do you have dental examinations,

How often do you brush your teeth?

How often do you floss?

What cther dental aids do you use? (Sonicare, toothpick, etc.)

Do you have any dental problems now? Yes No
If yas, please describe:

Is there anything else about having dental treatment that you would like to know?

if yes, please describe

ARE ANY OF YOUR TEETH SENSITIVE TO

Hot of cold? CAWHHERE IR " - WL -
Sweals? EU—
BIting OF CREWINGT ..o ssit s LoYes Mo

Hawe you noticad your mouth odars of bad taste? ... Yes No

Do you frequerily get cokd scres. blister or any other lesions? . Yes No

Do your gums bleed or hur? ... o Yas Mo

_ i IR
Have your parenis experienced gum disease or footh

Have you neficed any loose leeth or change in your bite? Yes Mo
Does food tend lo bacome caughl in betwean your leeth? Yes No

if yes, Where?
DO YOou:

Chench or gnnd your teeth while awake of sheep? ... Yes No
Bite your lips or cheeks regulary? . E———— 1
Hoid foresgn objects with your Beth? ..
{pencils, pipe, pins. nads, fi ngarnails) ...

Mmﬂhhfﬂmawmhmlkum'?.............._..........._..'fuNn
Hawe tred jaws especially in 1he MGMINGT ooocceiiaen . YiS NO
SmokaChaw BOBBECOT oo cissimsssnmnnrsereess TEE MO

HAVE YOU EVER HAD:

COrthodontic treatment? ... o - e YEE NO
Oral S e L : Ro— Y,
Pmnthrmnﬂ N ——— — . Y., -]
Your teeth ground or bite adjusted? ... . Yes No
A bite plate or mouth guard? ... . — L
A serious injury 1o the mouth o haad? . Yes No
If so, please describe, including cause

HAVE YOU EVER EXPERIENCED: —
Cimurpnpmnlmgw? R T —— 2% Mo
Pﬂ?“nh'll.lil‘,tmn!'l‘m}. st . ; EE .;;f:h:lnn
Dt in opening or closing the MOWNT ...
Dmmmtrinmhnmdmaruda of the mouth? .........Yas Na
Headaches. neck aches or shoulder aches? ... Yes No
Sore muscles (neck, Shoulders) ... e Y05 MO
Are you satisfi ed with your teeth's appearance? .. ... Yes No

Would you like to keep all of your teeth all of your life? Yes No

Do you feel nervous about having dental freatment? Yas No
il 50, what is your biggest concern?
HMMWMHWMIHM‘J Yas No
If yes, plaase describa

If you could have a magic wand and change anything about your smile, what would it be?




