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DENTl HISTORY QUESTIONNAIRE 

Whom may we tha k for referring you to our office? _ 
Do you prefer to b addressed Mr" Mrs, or by 1st name? _ 
Do you prefer to b called at work, home or cell? _ 
What is your e-ma'i address? _ 
What is your occu ation? _ 

y N Have you ever be diagnosed with periodontal disease?
 
y N Do you have a fa ily history of periodontal disease?
 
Y N Do your gums ble ,d while brushing or flossing?
 
Y N Have you ever ha periodontal (gum) work or deep scaling?
 
Y N Are your teeth sen itive to hot or cold liquids/foods?
 
Y N Are your teeth sen itive to sweet or sour liquids/foods?
 
Y N Do you feel disco fort to any of your teeth?
 
Y N Do you have any s res or lumps in or near your mouth?
 

Y N	 Have you ever exp;erienced clicking or discomfort in your jaw Of diftkulty 
opening, closing oir chewing? 

y N	 Do you feel your tfeth do not fit together? 
y N	 Do you have frequent headaches?, 
Y N Do you clench or grind your teeth? 
y N Do you bite your tiPs or checks frequently? , 
Y N Have you ever ha~ any difficult extractions in the past?
 
Y N Have you ever ha& prolonged bleeding following extractions?
 
Y N Have you had any brthodontic treatment?
 
Y N Do you get fever isters or cold sores?
 

y N Do you consider ypurself a nervous dental patient?
 
Y N Have you used nit1ious oxide(sweet air or laughing gas) during dental visits?
 

Y N Have you ever rec¢ived oral hygiene instructions in the past
 
Y N Do you like your $tile (color,shape,appearance OfyOUf teeth)?
 

IiY N	 Do you feel you hlve bad breath often? 
Y N	 Do you feel that y ! ur teeth have shifted or moved? 
y N	 Does your diet co tain much sugar? 
Y N	 Do you smoke or ~se tobacco products? 
Y N	 Do you ever have ~ry mouth? 
Y N	 Do you take vita~ns or herbs? 
y N	 Do you take Fosatax or other medication for osteoporosis? 
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For Denture Partial wearer~ 
!
I
 

How long have Y0U worn dentures/partials? How many sets? _ 
Y N Are your denture /partials comfortable? 
Y N Do you use dentu e adhesives or pastes to help secure your dentures/partials? 
Y N Do you avoid ce ain foods? 
Y N Does your dentur /partial move, slip or feel loose when you talk, eat, laugh, 

yawn or sneeze? 
Y N Do you feel your entures/partials have decreased the flavor of foods you eat or 

reduced your the mal sensations? 
Y
Y


N Do you have a ha d time cleaning your dentures/partials or remaining teeth? 
N Have you ever co sidered dental implants as a possible solution to your 

problems? 


