
Time 11,28 AM 

Patient-Name: 

l.'\fh-en was your last dental visit? 

\'Jhen were your last x-rays taken? 

Are you having problems that require immediate attention? 
If .so what? 

Do yo11 reQulrean anitbiotic pr.:medication? 

Are your teeth sensitive to ... 
Hot? 

Cold? 

Chewing? 

Hov.t do you:takecare of your teeth? 

Are you happy with your smile? 

("'l Yes 

t'.:',.tYes 

�;)Yes 

Does food catch between any of your teeth? If so v.-h.ere? 

Do you have any broken teeth? 1f so where? 

Do you:rgums bleed orfoel tender or ,swollen? 

Do you have any missing teeth7' rf so where? 

Have they been replaced? If so, with what? 

E:)Bridge 

!i:Jlmplant 

L'! Complete Denture 

O Partial Denture 

Are you happy with your repla.cements? 

Do you ha•,efluoridated water? 

Have you had orthodontic treatment {braces)? 

Havec you had your wisdom teeth removed? 

Have you had periodonta-1 treatment {gums)? 

Do you grind or clench your teeth? If so when? 

Do you wake up with sore or tightjav,· or neck muscles? 

Does your jav.- ev:er ell-ck, pop or grind? If .so when-? 

Do you ha.\.'e pain 1n or around your jav .. j.oint or ea,rs? 

Do your muscles hurt \f.:hen you chau? 

Has your ja'1>1 ever locked ... 

open 

dosed 

Does your ja,,,.. ever .... 

sltp 

stick 

0Yes 

()Yecs 

(.; \'es 

0Yes 

Does dental treatment make you feel unusually am<iou.s? 

Have }'OU ha:d bad experiences in the dental setting in the: 
past? 

!Nhat is important to you in your oral health? 

What do you expect from your dental care team? 

Maxson Dental, P .C. Date 8/19/201.S 
Dental History 

Birth Date, Date Created: 

(el Yes <::;, No If yes' L _________________________ __, 

,Yes (;)No 

i,[) No 

()No 

0No 

(.) Yes <E:;)No 

C)Yes (:)No If yes 

r:) Yes Q:.,• No If yes 

()Yes (.)No 

E)Yes {)No If yes 

f)Yes ()No 

(!')Yes •:'.:;No 

�JYes ,5No 

()Yes QNo 

()Yes ()No 

(;,)Yes 1;.)No Ifyes L-------------------------'

(Jives (')No 

C.�Ye.s e;'.'.:•No 

(-)Yes (:)No Ifyes C 

Oves t�No 

(:)Yes QNo 

QNo 

t?)No 

fG'No 

i:)No 

'[)Yes C)No Ifyes LI ________________________ .J 

1-
-

To the best of my kno't,•ledge, the quections on this form have been aa:urately answered. I understand that providing incorrect infurmation can be daengerous tx:, my {or 
patient's) health. It is my responsibility to inform the dental office of any changed in medical status. 

Signature ·of Patient, Parent or Guardian: 

X Date: _____ _ 


