Rowland Family Dentistry

DENTAL HISTORY

Date of last dental/dental hygiene visit ________________________________________

What dental conditions concern you at the present time?__________________________

What care did you receive at the last dental visit?________________________________

How often do you receive dental treatment or dental hygiene care?__________________

Do you require complete mouth care or emergency treatment?

Are you under the care of a dental specialist? i.e., orthodontist, endodontist,

prosthodontist, periodontist?

Have you ever had a thorough examination of your mouth including a complete set of

radiographs (16-20 films) of your jaws and teeth? Yes? No? When?________________

Have you had radiographs (dental x-rays) in the past two years? Yes ________________

Type: ___________________________No____

Head and neck radiation therapy?

Have you had any dental problems within the last year with your teeth, gums, jaws,

chewing? Yes No

In order that we may be sensitive to your needs, please tell us of any unpleasant

experiences you may have had related to oral care. ______________________________

_______________________________________________________________________

Do you have or have you ever experienced any of the following?

. sensitive teeth (hot or cold), cold sores

. bleeding gums (on brushing), sore gums

. loose teeth, dry mouth

. recession, bad breath

. swelling, sinus problems

. sore jaw, jaw clicks or pops on opening or closing

. mouth sores, difficulty chewing

. difficulty swallowing, burning sensation

. calculus (tartar) build-up, toothache

. fractured or broken filling, abscess

. yellowing or discoloration of teeth

. grinding of teeth -- any accident, injury or surgery to your face, jaw or teeth?

