Dental Information



Thank you!






Do your gums bleed when you brush?          Yes            No





Are your teeth sensitive to:             Hot              Cold                    Pressure               Sweets





Do you grind or clench your  teeth?              Yes             No





Do you have a fear of dental work?                Yes            No





Date of last dental exam:  __________________  What was done at that time:  ____________________________________





Former Dentist’s name:  __________________________________________________________________________________





Address:  _______________________________________________________________________________________________





What is your current dental concern:  _______________________________________________________________________





________________________________________________________________________________________________________





How do you feel about the appearance of your teeth?  ________________________________________________________











