PAST DENTAL HISTORY

SHADED AREAS - OFFICE USE ONLY

REASON FOR INITIAL VISIT:

LAST DENTAL VISIT: LAST DENTAL CLEANING: PREVIOUS DENTIST:
Date: \ \ Date: \ \

Are you suffering from pain now?

Do you use Dental aids?

Do you use any fluoride/mouth rinses?

Are you happy with appearance of your teeth?

Are any teeth sensitive to: cold[] hot[] What would you like to change about your teeth?
biting[ ] pressure[ ] sweet[] bitter[]

Are any of your teeth becoming loose?
Have any of your teeth shifted?
Does food get caught between your teeth?
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Is there any swelling or pain of your gums? O | O | O | How often do you brush your teeth?

Is there a history of gum disease in your family? O | O | O | How often do you floss your teeth?

Are you aware of sores/growths in your mouth? ool

Do you notice any bleeding from your V i Do you have any of the

gums when you brush your teeth, or other? 0| 0| 0| rPrOB . | following?

Have you had a local anaesthetic (freezing)? [J | O | O | Clicking/popping of jaw when opening/closing? O djjd
....any complications? O | O | O | Pain (in jaw joints - ear, side of face)? O djpg
Have you had any teeth extracted? ] | OO | [J | Difficulty in opening or closing your mouth? O[O
....any complications? L1 [ OJ | CJ [ Pain and/or difficulty in chewing? o oo
Do you have burning sensation of lips or tongue? (1 | [0 | [ | Pain when cleaning your teeth? oo
Does your mouth tend to get dry? ] | O | OO | Have you ever had implant surgery in one or

Do you have bad taste in your mouth or bad breath? O | O | O | both of your jaw joints? Oo|gojad
Are you nervous about having dental treatment? 1 | OO | OO | If yes, who performed the surgery and when was

Have you ever had an upsetting experience in a it done?

Dental office? O|go|O

EXPLAIN: Are you being followed-up by a dental specialist? O

i | Please check off the following
treatments you have had:

Orthodontic treatment (braces)?

Oral surgery?

Periodontal treatment (gum surgery)?
Teeth ground or bite adjusted?

Worn a bite plate or other appliance?
Dental implants?

Clench or grind your teeth while asleep? L]
Bite your lips or cheeks regularly? [
Hold foreign objects with your teeth (such as

pencils, pipe, pins, nails, fingernails)? . O
Breath through your mouth while awake or asleep? ]
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GENERAL CONSENT STATEMENT

I certify that I have read, understood and accurately completed the personal, medical, and dental histories, to the best of my
knowledge, and have not knowingly omitted any information. This information has been reviewed with me, and I have had the
chance to ask questions and to receive answers regarding any medical and dental histories. As may be required, I consent to my
physician being contacted regarding any specific medical question. I authorize the dentist to perform necessary diagnostic
procedures and treatment, including general or local anaesthetic, as required, to achieve the proper level of dental care. 1
understand that T am financially responsible to the dentist for the dental services provided even if my insurance coverage may not
be all inclusive. Iknow that your office has a privacy code, and I can ask to see the code at any time. I agree that your office can
collect, use and disclose personal information about me as set out in your office privacy policy.

Patient[_] Parent[ | Guardian[_] Date: Signature:
I wish to pay each visit as services are performed[”] Cash[] Cheque[] Interac[] Credit Card[] Other[]
I wish to discuss special arrangements for payments[_] Interest of 2% per month on late payments will be charged automatically
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CLINICAL EXAMINATION
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MAIN COMPLAINT: [ : NITIAL OCCLUSION _

Molar Relation Left nght

. f . ] Cuspid Relation Left Right
PAN BW FMX PA Overjet Overbite Yo
Bone Loss Crossbite
Furcations Habits: Thumb[_] Tongue[_] Mentalis[_]
Apical Lesions Remarks
Impactions
Remarks
LT

Pain No[] Left[] Right[]
__INITIAL PERIODONTALEXAM | Popping No[] Lefid  Right[] ‘—I—’
Inflammation Mild[] Moderate[] Severe[] Crepitus No[] Left[]] Right[]
Plaque Miid[] Moderate[] Severe[] Maximum Opening mm
Food Impaction Deviation on Closing Rmm Lmm
Calculus Mild[J Moderate[] Heavy[] PSR

Supra[[]  Subgingival[]
Staining Mild[] Moderate[] Heavy[]
Halitosis Tonsils
Oral Hygiene Poor[] Fair[] Good[J  Excellent[] Palate
Flossing Yes[] No[] Tongue
Smoking Yes[] No[ Throat R L
Attached Gingiva  Pink[] Red[] Blue[d Floor
Firm[] Swollen[]  Receded[] Lymph Nodes
Attachment Loss Buccal Mucosa
: . Buccal Vestibule
Gingivitis Early[] Moderate[] Advanced[] Attached Gingiva
Periodontitis Early[] Moderate[] Advanced[] Remarks
Localized[]  Generalized[]

Remarks
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