








Dental Information- Comprehensive Exam

Reason for today'’s visit

Date of last dental appointment: Dentist Name:

Date of last dental x-rays:

Have you ever had any of the following? Please check those that apply:

O Bad Breath O Sensitivity to heat
0 Headaches
0 Bad dental experience O Sensitivity to sweets
O Jaw pain or tiredness
O Burning sensation on tongue O Sores or growths in mouth
O Loose teeth
O Broken fillings Habits:
O Mouth Breathing O Gum chewing
O Chew on only one side of mouth O Mint/Hard Candy use
O Orthodontic Treatment O Tobacco Use
O Clicking, popping or locking -Cigarettes
of jaw O Pain around ear -Pipe
-Chew
O Difficult Extractions O Periodontal Therapy/ or Deep -Patch
Cleaning -Other

O Dry Mouth
O Pierced Tongue
0 Food collection between teeth
O Reaction to anesthesic
O Grinding/Clenching
O Sensitivity to cold
O Gums swollen or tender
How often do you brush? How often do you floss?

Are you happy with your smile? What would you like to see changed, if anything?

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any
change in my health, | will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian
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