











DENTAL HISTORY

1. Are your teeth sensitive to:

LT OSSR SRS PP SRR Yes No
GOI? oo s e e e e P B B I S Ay e Yes No
LT (OSSO U SRR Yes No
B R P TS ST .o meiwssrimtsssso e s S B 5 S A A S A s R B Yes No
2. Does food constantly get stuck between certain teeth in your mouth? ... Yes No
3. Do you get frustrated because you always have something to be treated or repaired when you visit a dentist?............ Yes No
4. Are you dissatisfied with the your teeth in @ny Way? ... s s vssisssesssssssesion Yes No
5. Are you dissatisfied with the way your teeth 100K? ... Yes No
For example: Color, ShAPE, SPACES, BEC. ....coi ittt ettt e et Yes No
6. Do you have any fillings that show in your front teeth? ... Yes No
If any of your mercury amalgam fillings need replacing, would you prefer to have a more natural,
tooth-colored restoration instead?...............occceeiiiinienn. No
10. Have youeverhad any teeth TemMOoVEAdT . i s e it b s iis S s i st s st No
How long have your teeth been missing?
11. Do you have any jaw pain or do you grind YOUT t8EN7 .. ... e Yes No
12. Do yourigums bleed 'whien brushing or HOSSING? ... mmsmnons s oo s s s s s R ST U o TS Yes No
13. Do you ever avoid any part of your mouth When Brushing?..........ooiiiiii e Yes No
14. Have you ever been instructed regarding proper NOME CAET? ..ottt Yes No
15. Do you have an unpleasant taste or odor in YOUr MOURT? ..o Yes No
16. DO YOU SMOKE OF USE 10DBCCOT .. .o ettt e e et e e et e et e e e e e e enae e Yes No
17. Doyou frequently SNack DEtWEBN MEBAIST  ..iiivmiisimionsi it oo e s b s s stios s sbedswasiossssiio Yes No
18. How often do you brush your teeth?
19. How often do you floss?
20. Do you want to learn to control dental disease and retain yourteeth? ... Yes No
21. Has the fear of discomfort kept you from regular dental visits?
22. Are you deeply concerned about the finances required to return your mouth to excellent dental health? ..................... Yes No

23. When was your last dental appointment?
24. What did you have done?
25. How long since your last thorough examination with full mouth x-rays?

26. What prompted you to seek dental care this time?

27. Why did you leave your last dentist?

AUTHORIZATION AND RELEASE

| have read and answered the above questions to the best of my knowledge. This is to certify that I, the undersigned, consent to the performing
of the dental care procedures agreed to be necessary or advisable, including the use of local anesthesia as indicated. | authorize and request
my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | authorize the doctor to
release all infformation necessary to secure the payment of benefits. | understand that | am financially responsible for all charges whether or not
paid by insurance. | authorize the dentist to release any information including the diagnosis and records, including radiographs, of any treatment
or examination rendered to me during the period of such dental care to other health or dental care providers. | authorize the use of this signature
on all insurance submissions.

Signature of patient or parent if minor Date

Payment is due in full at time of treatment unless prior arrangements have been approved.





