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Name: Date:

Yes / No

Do you like the appearance ofyour.teeth? O O

Are your teeth as straight as ygu would likc them to be? O O

Are you happy with ttrc length, width, and shape of your teeth? O O

Do you have any missing teeth? O O

Do you have any chipped teeth? O O

Do you have any spaoes betwean your teeth? O O

Do you have any dissoloration or spots on you teeth? O O

Do you have any denal work ttrat you don't like? O O

Would you like to have whitel teeth? o o

Do you have any silver fillings that you would like to have changed to white? O O

Are you aware of the new techniques in dentistry? O O

Ifthere were anything you could change about the appearance ofyour teeth, what
would it be?


