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What is the reason for today’s visit?

How often do you brush?

How often do you floss?

Barnett Family Dentistry
Dental History

Patient Name:

Former Dentist:

Date of last dental visit: Date of last dental x-rays:
Are you having any specific problems with your teeth, gums, or mouth?............... yes / no
Are your teeth Sensitive t0 NOL?.........cooeii i yes / no
Are your teeth sensitive t0 COIA?........coviiiie e yes / no
Are your teeth SeNSItive t0 SWEELS?.......cccv i yes / no
Are your teeth sensitive When you Dite?.........cccovvviiiie i yes / no
Do you clench or grind YOUr tEEtN7?.........cooiiiiee e yes / no
Do you have any broken teeth or fillingS?..........ccoiiiiiiiiin e yes / no
Do you get food caught in between your teeth?..........cccoveviviviciecini e, yes / no
Do you notice any popping, clicking, or SOreness in your jaw?..........cccccoeeveeruenen. yes / no
Do your gums bleed after brushing?...........cccocvoieiiiii e yes / no
D0 you have any 100Se tEEtNY.........ccoviiiiriices e yes / no
Do you have any sores or growths on your lips or in your mouth?.............cc.c.c....... yes / no
Do you have a problem with bad breath?.............ccccoveviiiiiici e yes / no
DO YOU [iKe YOUT SMITE?....c.eiiieiieiieieee e yes/ no
Have you ever worn braces to straighten your teeth?...........ccccovvevininenciincnn yes/ no
Have you had your wisdom teeth removed?...........ccccovevveiiieiicie e yes / no
Do you use any tobacCO ProAUCTS?........cccevririerieieieirieieee st yes / no
Have you ever had a bad experience at the dentist?...........ccccooveviviiiiiiie i, yes / no

Do you use a hard, medium, or soft toothbrush? (Please circle)

PATIENT/GUARDIAN SIGNATURE: DATE:

REVIEWED WITH PATIENT BY: DATE:




