
PAST DENTAL HISTORY 


I REASON FOR INITIAL VISIT: 

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

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. 
understand that I am financially responsible to the dentist for the dental services provided even ifmy insurance coverage may not 
be all inclusive. I know 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. 

PatientD ParentD GuardianD Date: Signature: 

I wish to pay each visit as services are performedD CashD ChequeD InteracD Credit CardD OtherD 

I wish to discuss for D Interest month on late nfl·llm."nt 

AHP 4003(3) AEROSTA TIC TECHNOLOGY 1-888-891-1052 
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CLINICAL EXAMINATION 
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MAIN COMPLAINT: 

Left _____ Right _______--1~~~~~--~____~......~__~.............-------f Molar Relation 
Left _____ Right _______--1L.LL.L.1l~!!1fi~!yQ!~~~:i:~~.............~~L-l Cuspid Relation 


PAN BW ___ FMX ___ PA -----I Overjet Overbite _______'----1 

Bone Loss __________________---1 Crossbite 

Furcations __________________---1 Habits: ThumbD TongueD MentalisD 

Apical Lesions Remarks 

Impactions 

Remarks 

Pain NoD LeftD RightD 
Popping NoD LeftD RightD 

ModerateD Crepitus NoD LeftD RightD T
ModerateD Maximum Opening mm 
Food Impaction Deviation on Closing Rmm Lmm 

Calculus MiidD ModerateD HeavyD 

SupraD Subgingival0 
Staining MiidD ModerateD HeavyD 

Halitosis ----------------------J Tonsils 
Oral Hygiene PoorD FairD GoodD ExcelientD Palate 

Flossing YesD NoD Tongue 

Smoking YesD NoD Throat R L 

Attached Gingiva PinkO RedO BlueD Floor 

FirrnD SwolienD RecededD Lymph Nodes _______--1 

________________--1 Buccal Mucosa 

Buccal Vestibule 

Gingivitis Early0 ModerateD AdvancedD Attached Gingiva 

Periodontitis EarlyD ModerateD AdvancedD Remarks 

LocalizedD GeneralizedD 

Remarks 
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