DENTAL INFORMATION

What is your immediate concern?

Is there anything about the appearance of your smile that you would like to change?

Check all that apply:

Had complications from past dental trEALMENT ...........cceeervuerriieriieeriieeeteeeeeesteesteesteeeseesaeeesseeesseessssesssseessseessseeans
Had trouble GEttNG NUIMID ......cc.eiiiiiieiieeiie ettt e et e stee et e et e e steessseessteessseeansaeeseessnsesssseesnseeanseesnseessssessnseens
Had any reactions t0 10Cal ANEStNELIC .......ccviiiiiiriiiiieeeiee et ete ettt e st e st estee s see e sbeessseesnsaesnseesnseesnseesnses
Had/have braces, OrthOdONTIC tIEALIMENT .........ccvviiiiiiiiiiiiiiiiei e eeeeeeeeeeeee e eaaeaaaaaaaeaaaeaeseeeeeeeeereeeeeeeeeeeeeeeeeeeeees
YOu eXperience dry MOULN .......ccciiiiiiiie ettt ettt e et e e s bt e s bt e e bt eeseeeesteesnseesnsaesnsaesnseeenssessseenssens
Any teeth sensitive to hot, cold, biting, sweets or avoid brushing any part of your mouth ...........cccecvvviiirniernnenn.
Food gets trapped DetWeen ANy tEELh .........ccciiiiiiiiiieiiieeieeete ettt ettt e st e et e e s beesateesateesnteesnseesnbaesnneean
Have you ever whitened or bleached yOUT tEETh ..........c.eeeiiiiiiiiiiiiiie ettt e s e s
Have you experienced popping and/or clicking of your jaw JOINE ........ccccverriieriiieriieeerieeeieerie et eeee e svee e
You have diffiCulty CREWING ........coiiiiiiiiiiie ettt sttt e e bt e s ateeenbeesabeesnbeesnsaesnseesnseenases
You clench or Zrind YOUT tEETH ......ccoiiiiiiiiie ettt sttt e st e s sate e sabeesabeesabeesnbaesseesnaseenes
You wear or have Worn @ bite aPPLIANCE ........cccuiiiiiiiiiiiiiieie ettt tte et e st e st e e st e e sabeesnbeeeaaeenees
Gums bleed when brushing OF flOSSINZ ......cc.eiiriiiiiiiiiieiite ettt e et e st e s bt e sbeessateesaseesabee s
Treated for gum disease or were told you have lost bone around your teeth ..........ccoccceeeriirieniinicncneneeneeneenne
Noticed an unpleasant taste or 0dor in YOUT MOULH .......oiviiiiiiiiiiiiiiieie ettt ettt e et esbeeeaee s
EXPErienced QUIM TECESSION ....cevuiiiiuieiriieiiiieeettesieeeiteeieeestteestteesiteesateesbeesabeeebee e ateesteesabeesabeesabeesabeesnbaesnnseesnseesases
Had any teeth become loose on their own (WithOUt INJUIY) ...cccueiiiiiiiiiiiiiiiiiieiieeeiee ettt
Experienced a burning sensation in YOUr MOULH .......coceiiiiiiiiiiiiiiiieieeeeteteeee ettt et e sneenneens
You snore or wake up frequently during the night .........c..ooiiiiiiiiiee e

If any of the checked boxes need further explanation, please describe:




