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Email:

Do you have dental insurance?      Y         N

Home Phone:   Cell:
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Female Patient Only 
Are you pregnant?..........Y OR N        How Many  Months Pregnant:  Name of Obstetrician:  

*Please list all prescriptions and non-prescriptions Please include dose and the fr�equency*

3 mos.□   6 mos.□  9 mos.□ Once a year□ 
Dental History 
How often have you visited the dentist 
Name of Former Dentist (if known):  Last Dental Visit (approx.)  

Do you like your smile?.........Y OR N      Is there anything you want to change/improve?      Explain: 
How o�ften do you brush? 
How o�ften do you floss?    
Location:�      
□ Spontaneously 
□ Mild 

□ Only when brushing/flossing
□ Severe

Explain: 
Explain: 

Have you been given oral hygiene instruction in brushing?......
Have you been given oral  hygiene instruction in flossing?.......
Are your teeth sensitive?...........................................................
Do your gums bleed?.................................................................
Do you gag easily?.....................................................................
Do you chew on one side only?.................................................
Have you had any growths or sores in your mouth?.................
Do you smoke?.......................................................................... other □ Pack per day: 

TMJ Screening 
Notes: 

Check all of the following that you are interested in: 
□ Whitening□ Orthodontics □ Repair chipped teeth
□ Improve smile□ Snoring/Apnea treatment

□ Replace missing teeth
□ Improve bite
□ Implants

□ Improve gum health
□ Closing spaces
□ Sports guard □ Crowns 

I hereby certify that the above information � is accurate and complete and that I have not knowingly omitted any information. � I have 
had the opportunity to ask question � and receive answers to any questions regarding my medical-dental history. Should there be any 
change in either my health status or any other information � I have provided, I will advise this dental office. I authorize the dentist to 
perform diagnostic � procedures as may be required to determine necessary treatment. I understand that the information � provided 
from or to my medical doctor or another health care provider may be necessary. I have been advised of the privacy policy of the office 
and that my personal information will be� collected, used and disclosed within the guidelines of the policy. 

X Date:  
Signature of Patient/or Guardian (18yrs & under) mm/dd/yyyy 

X Date:  
Please Print Name of Patient/or Guardian (18 yrs & under) mm/dd/yyyy

Medications Approx. Start Date Medications Approx. Start Date

1. 5.

2. 6.

3. 7.

4. 8.

Do you ever wake up with a headache, muscle pain or sore jaw?...............................
Are you aware of clenching/grinding your teeth at all through the day/night?..........
Do you currently wear a night guard or any other dental apparatus?........................
Do you snore heavily throughout the night?...............................................................
Have you ever experienced lockjaw?..........................................................................
Does your jaw crack or pop when opening/closing?..................................................

Y  OR N.. 
Y  OR N.. 
Y  OR N.. 
Y  OR N..
Y  OR N.. 
Y  OR N.. 

Y OR		N..
Y OR		N..
Y OR		N..
Y OR		N..
Y OR		N..
Y OR		N..
Y OR		N..
Y OR		N.. cigarette □  marijuana □ 

destineedupuis
Highlight
orthodontics
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