Semaas e ——————— DENTAL HISTORY AND CONSENT FOR TREATMENT

NEW PATIENTS ONLY

Date of last dental visit——__ Reason? Date of last X-rays

Former dentist City/state

How often doyou:  Brush times per Floss times per

How do you feel about dental treatment? Relaxed  Alittle uneasy Tense Anxious Very Anxious

Reason for seeking dental care at this time

Do you have or have you ever had any of the following? Please mark boxes and comment.

OAching or sensitive teeth CIBroken filiing OAreas of foed traps OUnfavorable dental experience
[Sensitive or bleeding gums ClLoose teeth ODifficulty opening wide OGrowths or lesions in your mouth
OBroken or missing teeth CBad breath OClicking or popping in jaw OCold sores

CGrinding or clenching CSwollen glands OJaw pain or tiredness ODry mouth

OSwelling or lumps in mouth OGum infection OOrthodontic treatment OOther

If you could change your smile, what weuld you change?

CIRemove unsightly fillings OStraighten teeth OChange shape of teeth OClose gaps between teeth
CReplace missing teeth EWhitening CMake teeth same color OOther
Consent

l, the undersigned, hereby authorize the doctor to take radiographs, study models, photographs or any
other diagnostic aids he/she deems appropriate to make a thorough diagnosis of my dental needs, after
discussed and agreed upon.

| also authorize the doctor fo perform any dental treatment, medication and therapy that may
be indicated. | authorize and consent that the doctor employ any such assistance as he/she deems
appropriate, after discussed and agreed upon.

Signature of patient or Relationship (to patient) Date
authorized responsible party

Print Name



