Dental History Form

Name: Ref: Age: M/ F | Date:

Welcome! So that we may provide you with the best possible care, please
complete this Medical/Dental History form.
All information is completely confidential.

What is the reason for your visit?

Do you have any dental problem/s?

If yes, please describe and what would you like to be done?

Do you go to the dentist regularly?

When was your last dental visit?

Dentist/ Practice name?

How often do you have full mouth x-rays made?

When was the last time you had one?

Do you feel nervous about having dental treatments? If so what is your biggest concern?

Have you had an upsetting dental experience? If yes please describe?

Are you satisfied with the appearance of your teeth/smile? Yes No
Would you like to change or improve it? Yes No
If so how?

Do you have any pain in your teeth because of:

Hot? Yes No
Cold? Yes No
Sweets? Yes No
If so where?

Do you have any pain in any part of your mouth or in any tooth whilst biting or chewing?




If so when?

If so where?

When was it last done?

Do your gums bleed either in chewing or brushing or any other time? Yes No
Do your gums feel tender or swollen? Yes No
Have you noticed any bad breath? Yes No
Does anybody in your family suffer with Gum Disease? Yes No
Have you noticed any loose teeth or change in your bite? Yes No
Do you brush your teeth vigorously or lightly?
How often do you brush your teeth?
Does food catch in-between your teeth? Yes No
What toothpaste do you use? What mouth wash if any?
How often do you do Interspace cleaning/flossing?
Do you use other aids for home care such as toothpick, electric toothbrush etc?
Have you ever had professional instruction on health care? Yes No
Do you know black tarter usually forms under the gums when your gums bleed?
How often do you have your teeth professionally cleaned by hygienist/therapist?

Yes No

Have you ever had Perio/Gum treatment?

Do you know extensive destruction of the bone under the gum can take place before the patient is

aware of it?

Do you:
Chew on both sides of your mouth? If not, why not?

Have a tired feeling in your face while chewing or at the end of the day after considerable talking?

Have noises (clicking/popping) from your joints?
Have you been made aware of clenching your teeth during the night?
Bite your lip or cheeks regularly?

Are you aware of any tooth wear? If so, how long?

Get headaches, neackaches or pain in or around your ears?

Suffer from stress?

Have you ever had:

Orthodontic treatment/braces

Your teeth ground or the bite adjusted?

Bite plate/Splint or night guard?

Serious injury to the mouth or head?

Do you understand the meaning of traumatic occlusion/Occlusal disease?

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No



Have you ever had:
Treatment under GA/sedation/general anesthetic (put to sleep)?

Which do you prefer?

Oral surgery?
Any teeth removed?
If so, was it under general or local anesthetic?

Which do you prefer?

How long have these teeth been missing?

Why didn’t you have the teeth replaced?

Wasn't this ever suggested?

Yes No
Treatment under local anesthetic (injection in the mouth)? Yes No
Yes No
Yes No
Have you ever had local anesthetic for cavity preparation? Yes No
Yes No

Did you have any previous problems with dental infections?
If so please describe, how often?

Is there anything else that you would like to add (things we missed or that are important to you) that

you would like us to know. If yes so please describe?
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