
 
Name: ____________________________________________________   Date: ________________ 
 
 
What are your goals for the care of your teeth, gums, mouth and smile?  _______________________ 
  
________________________________________________________________________________ 
 
Were you referred to our office by one of our patients, and if not, how did you hear about our 
office?___________________________________________________________________________ 
 
What is the primary reason you are seeking care at this time?   Are you having a particular problem 
with your teeth, mouth or gums? 
________________________________________________________________________________ 
 
Do you feel any pain in your teeth, mouth or gums in response to hot or cold liquids or foods? Y   N          
Location   UR  UF  UL  LR  LF  LL 
 
Do you feel any pain in your teeth, mouth or gums in response to biting or chewing?  Y   N 
Location   UR  UF  UL  LR  LF  LL 
 
Are you unhappy with the appearance of your teeth and mouth?     Y   N 
 
If so, what would you like to change? __________________________________________________ 
 
How long has it been since you have seen a dentist?             ______  yrs/mos 
 
How long has it been since you had your teeth cleaned?                              ______  yrs/mos 
 
How long had you been a patient of your last dentist?           ______  yrs 
 
Did your last dentist ever recommend treatment that you never had performed or  
wasn’t completed?             Y   N 
 
If so, what was it? _________________________________________________________________ 
 
Were you dissatisfied with the treatment that you received at your last dentist?    Y   N  
Why? ___________________________________________________________________________ 
 
Do you have any specific fears about dental visits, such as noises, smells, vibrations,  
injections, or gagging, or do you feel nervous or anxious about treatment?     Y   N 
  
Do you prefer using local anesthetic for fillings?         Y   N 
 
How often do you brush your teeth? ________ /day     and floss? _______ /week 
 
Do you brush vigorously, lightly or somewhere in between? (circle) 
 
Do you use a hard, medium or soft bristle brush? (circle) 
 
Do your gums feel irritated, tender or swollen?         Y   N 
 



Do your gums bleed when you brush or floss your teeth?      Y   N  
Location   UR  UF  UL  LR  LF  LL 
 
Do you feel it is difficult to brush or floss your teeth?       Y   N 
 
Why?____________________________________________________________________________ 
 
Does your toothpaste contain fluoride?          Y   N  
Is it a tartar control toothpaste?           Y   N 
 
Do you regularly use a mouthwash or mouth rinse?        Y   N 
Brand _____________________________ 
 
Do you smoke or chew tobacco?          Y   N 
How much and for how long? _______ packs/day, _______ yrs 
 
Would you consider your alcohol intake to be light, moderate or heavy? 
 
Do you feel you need more instruction on proper home care ?      Y   N 
 
Have you had any teeth extracted, other than wisdom teeth or babv teeth?    Y   N 
 
If so, have your teeth been replaced with bridges, implants or dentures?     Y   N 
If so, how do they fit?  U ______ L ______   How old are they?  U ______ L ______ 
 
If not, what is your awareness of the problems associated with missing teeth? 
________________________________________________________________________________ 
 
Do your jaw muscles hurt after chewing or talking,  
or after waking up in the morning?          Y   N 
 
Do you grind or clench your teeth at night  
or when under stress?           Y   N 
 
Do you use both sides of your mouth to chew?         Y   N 
Side favored   _____R     _____L        
Functional or habitual? 
 
Do you have any oral habits, such as biting 
your fingernails, pens or pencils, etc?          Y   N 
 
If your mouth could be restored back to balanced function, with a strong foundation and  
support for your teeth that can be maintained for as long as you are willing to do so,  
would you be interested?            Y   N 
 
What level of committment are you willing to make to keep your teeth, gums, mouth and smile in 
optimal health?  
_______________________________________________________________________________ 
 
What are your expectations of me? 
________________________________________________________________________________  


