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DENTAL HISTORY

FIRST NAME: LAST NAME:

BIRTHDATE:

1. ARE YOUR TEETH SENSITIVE To:

HEAT YES NO
SWEETS YES NO
CcoLb YES NO
BITING PRESSURE YES NO

2. DOEs FooD CONSTANTLY GET STUCK BETWEEN
CERTAIN TEETH IN YOUR MOUTH?
YES NO

3. Do You GET FRUSTRATED BECAUSE YOU ALWAYS
HAVE SOMETHING To BE TREATED OR REPAIRED
WHEN You ViIsIT A DENTIST?

YES NO

4. ARE YoU DISSATISFIED WITH YOUR TEETH IN ANY
WAY?
YES NO
COLOR SHAPE SPACES OTHER
5. IF ANY OF YOUR MERCURY AMALGAM SILVER
FILLINGS NEED REPLACEMENT, WoULD YoOuU
PREFER To HAVE MORE NATURAL TOOTH-
COLORED RESTORATIONS INSTEAD?
YES NoO

6. DO YOUR GUMS BLEED WHEN BRUSHING?
YES NO

7. Do You EVER AvoID ANY PART OF THE MOUTH
WHILE BRUSHING?
YES NO

8. DO You HAVE AN UNPLEASANT TASTE OR ODOR
IN YOUR MOUTH?
YES NO

9. DO YOU SMOKE OR CHEW TOBACCO?
YES NO

10. DO You FREQUENTLY SNACK BETWEEN MEALS
ON SWEETS, OR CHEW GUM?
YES NO

11. How OFTEN DO YoUu BRUSH YOUR TEETH?

BRUSH FLOSS

12. WHEN WAS YOUR LAST DENTAL APPOINTMENT?

PATIENT SIGNATURE:

13. WHAT DID YoOU HAVE DONE?

14. WHAT PROMPTED YOU TO SEEK DENTAL CARE AT
THIs TIME?

15. Do You WANT To LEARN How To CONTROL
DENTAL DISEASE AND RETAIN YOUR HEALTH?
YES NO

16. HAs THE FEAR OF DISCOMFORT KEPT YOoU FROM
REGULAR DENTAL VISITS? YES NO

17. ARE You DEEPLY CONCERNED ABOUT THE
FINANCES REQUIRED To RETURN YOUR MOUTH To
EXCELLENT DENTAL HEALTH? YES NO

WE HAVE SEVERAL COMFORT ITEMS AVAILABLE TO
YOU TO INCREASE YOUR COMFORT WHILE YOU ARE IN
THE OFFICE. PLEASE CHECK ALL THAT YOU WOULD
LIKE.

NECK PILLOW
BLANKET

KNEE SUPPORT PILLOW

MASSAGE CHAIR

TEA/COFFEE

NUCALM - ANTI-ANXIETY,
DRUG FREE,
SEDATION SYSTEM

NITROUS OXIDE (LAUGHING GAS)

1IPOoD WITH NOISE CANCELING HEADSET

TMJ/TMD SCREENING

HAVE You EXPERIENCED OR ARE YOU CURRENTLY
EXPERIENCING:
CLICKING OR POPPING OF THE JAW? YES NO

DIFFICULTY OPENING / CLOSING MOUTH? YES NO
PAIN IN YOUR:

JAW JOINT YES NO
EAR YES NO
SIDE OF FACE YES NO

Do You CLENCH OR GRIND YOUR TEETH? YES NO

Do You GET FREQUENT HEADACHES? YES NO
DO YOU SMOKE? YES NO
Do You HAVE SLEEP APNEA? YES NO

DATE:

Tel (561) 833-2364 « Fax (561) 471-1831  TsarDentalExcellence@gmail.com * www.TsarDentalExcellence.com
I 1380 Prosperity Farms Road * Suite #101 * Palm Beach Gardens * FL * 33410


http://www.TsarDentalExcellence.com

	Are Your Teeth Sensitive To:
	First Name: _______________________  Last Name:____________________________ Birthdate:_______________
	Heat    YES NO
	Sweets    YES NO
	Cold    YES NO
	Biting pressure   YES NO
	Does Food Constantly Get Stuck Between Certain Teeth In Your Mouth?
	YES NO
	Do You Get Frustrated Because You Always Have Something To Be Treated Or Repaired When You Visit A Dentist?
	YES NO
	Are You Dissatisfied With Your Teeth In Any Way?
	YES NO                                              Color   Shape    spaces    other
	If Any Of Your Mercury Amalgam Silver Fillings Need Replacement, Would You Prefer To Have More Natural Tooth-Colored Restorations Instead?
	YES NO
	Do Your Gums Bleed When Brushing?
	YES NO
	Do You Ever Avoid Any Part Of The Mouth While Brushing?
	YES NO
	8.  Do You Have An Unpleasant Taste Or Odor
	In Your Mouth?
	YES NO
	9.  Do You Smoke Or chew tobacco?
	YES NO
	10. DO You Frequently Snack Between Meals On Sweets, Or Chew Gum?
	YES NO
	11. How Often Do You Brush Your Teeth?   Brush________________ floss _____________
	12. When Was Your Last Dental Appointment?  _________________________
	13. What Did You Have Done? ___________________________________________________
	14. What Prompted You To Seek Dental Care At This Time? ___________________________________________________
	15. Do You Want To Learn How To Control Dental Disease And Retain Your Health?           YES     NO
	16.  Has The Fear Of Discomfort Kept You From Regular Dental Visits?  YES     NO
	17. Are You Deeply Concerned About The Finances Required To Return Your Mouth To Excellent Dental Health?  YES     NO
	We have several comfort items available to you to increase your comfort while you are in the office. Please check all that you would like.
	Knee support pillow       Neck pillow
	Massage chair                 Blanket
	Tea/Coffee
	NuCalm - Anti-anxiety,
	drug free,
	Sedation System
	Nitrous Oxide (Laughing gas)
	iPod With noise canceling headset
	TMJ/TMD SCREENING
	Have You Experienced Or are you currently experiencing:
	Clicking Or Popping of The Jaw?  YES NO
	Difficulty Opening / Closing Mouth? YES NO
	Pain In Your:
	Jaw Joint  YES NO
	Ear   YES NO
	Side Of Face  YES NO
	Do You Clench Or Grind Your Teeth? YES   NO
	Do You Get Frequent Headaches?  YES NO
	Do You Smoke?    YES NO
	Do You Have Sleep Apnea?  YES NO
	Patient Signature: _______________________________________________________           Date: ___________________

