
DENTAL HISTORY DENTAL PROFILE
 

Are your teeth sensitive to? YES NO 

YES NO 
Have you had a complete dental heat? 0 0 
examination, including x-rays, 0 0cold? 0 0 
within the past three years? 

sweets? 0 0 
biting pressure? 0 0 Have you had your teeth cleaned 

regularly? 0 0 
YES NO 

How often? 

Do you favor one side? 0 0 Do you have all or most of your 
If yes, which side? natural teeth? 0 0 

Do you clench or grind your teeth? 0 0 Have missing teeth been replaced? 0 0 

If not replaced, are you concerned Do any teeth feel loose? 0 0 
about the possible outcome? 0 0 

Do you have any food traps? 0 0 Would you like to keep your 
natural teeth? 0 0Have you noticed any gum swelling 

around any teeth? 0 0 Have you been instructed 
regarding proper home care? 0 0 

Do your gums bleed when brushing? 0 0 
Do you use dental floss or tape? 0 0 

Have you had any previous injuries 
Are you familiar with the phrase 

to the face or jaws? 0 0 
bacterial plaque? 0 0 

Have your gums ever been treated? 0 0 When was your last dental appointment? 

For what purpose?Do you seem to strike some teeth 

before others when closing? 0 0 

Have you ever had your bite 
In your estimation, which phrase best 

adjusted? 0 0 describes periodontal disease? 

Have you ever experienced problems rampant decay 0 sore gums 0 

with Novocain? 0 0 bleeding gums 0 bone loss 0 



0 

DENTAL-MEDICAL INFORMATION 
YES NO 

Do you have any general health problems? 0 
If so, please specify. _ 

Are you currently under a physician's 
care? 0 0 

Reason 

Have you been hospitalized within the 
past two years? 0 0 
Have you had any x-ray therapy in the 
past year? 0 0 
Are you currently taking any drugs 
or medications? 0 0 
To the best of your knowledge, are you 
or have you ever been afflicted with: 

Heart ailment? 0 0 
Diabetes? 0 0 
Rheumatic Fever? 0 0 
Epilepsy? 0 0 
High blood pressure? 0 0 
Respiratory disease? 0 0 
Fainting spells? 0 0 
Prolonged bleeding 0 0 
Allergy to any drugs? 0 0 
Healing complications? 0 0 
Ear problems? 0 0 
Nervous or mental problems? 0 0 
Infectious disease? 0 0 

(If yes, please explain) 

Name of physician 

Approximate date oflast physical 

examination 

OB Status _ Due Date _ 

(Parent's Signature) (Date) 

(Doctor's Initials) (Date)
 

In Area Until _
 


