INITIAL CLINICAL EXAMINATION

PATIENT NAME

WISHES TO BE CALLED

PATIENT ACCOUNT NO.

DATE

INITHAL CONCERN

DATE OF LAST DENTAL VISIT

DATE OF LAST DENTAL CLEANING

DATE OF LAST FULL MOUTH SERIES OF X-RAYS

T ARE YOUHAVING FAINATTRISTIME? ... ... L,

2. HAVE YOU EVER HAD:

2. ORTHODONTIC TREATMENT? ... ..o,

B ORALSURGERY? ... o

¢, PERICDONTAL TREATMENT? ...,

¢. YOUR TEETH GROUND OR THE BITE ADJUSTED? ... ........

8. WORN A BITE PLATE OR OTHER APPLIANCE? ..................

4, DOES FOOD TEND TO BECOME CAUGHT BETWEEN YOUR TEETH? .. ..

5 DO YOU SUFFER FROM PAIN ANDIOR SWELLING OF YOUR GUMS? ...

6. DO YOUR GUMS OFTEN BLEED WHEN YOU BRUSH YOUR TEETH? .,

7. PROBLEMS OF THE JAW. HAVE YOU EXPERIENGED:

a, CLICKING OF THEJAW? ...,

b PAIN (JOINT, EAR, SIDEOFFACE)? ... ..o

4 DIFFICULTY INCHEWING? ... s

8. HABITS. DO YOU:

& CLENCH OR GRIND YOUR TEETH WHILE AWAKE OR ASLEEP? .. ...

b BITE YOUR LIPS OR CHEEKS REGULARLYT ....................

¢. HOLD FOREIGN GBJECTS WITH YOUR TEETH (SUCH

AS PENCILS, PIPE, PINS, NAILS, FINGERMAILS)? ..., ... ......

¢. MOUTH BREATHE WHILE AWAKE OR ASLEEP? .. ..............

[IYES

(JYES

ONO

O NG

[ NO

ONO

[1NO

O NO

ONO

OnNo

O NG

OND

O NO

[INO

OnNe

O NO

ONC

19.

HOW OFTEN?

DO YOU FEEL VERY NERVOUS ABOUT HAVING DENTAL TREATMENT? . O YES [INO
HAVE YOU EVER HAD AN UPSETTING EXPERIENCE IN &
DENTALOFFICE? L . OYES ONO

. 1S IT MPORTANT TO KEEP YOUR TEETH? ....................... [IYES ONO

. DO YOU LIKE THE APPEARANGE OF YOUR TEETH, YOUR SMILE? .. [DJYES ONO

. DO YOU HAVE ANY OLD FILLINGS OR DENTAL WORK YOU
DONTLIKE? oo OYES ZNO

. WHAT WOULD YOU LIKE TO CHANGE MOST I THE APPEARANCE
OF YOUR TEETH?

EXPLANATION:

. 15 THERE ANYTHING ELSE ABOUT HAVING DENTAL TREATMENT
TRATBOTHERSYOU? .., ... o CYES OND
EXPLANATION:

. WHAT TYPE OF TOOTHBRUSH DO YOU USE? SOFT_ MEDIUM __ HARD

. DOYOUUSEDENTALFLOSS? ..o OYES ONO

. WHEN DO YOU BRUSH? T MORNINGS [ EVENINGS

DG YOU USE ANY OTHER CRAL HYGIENE DEVICES?
INTERPLAK

STIMULATORS

PROXYBRUSHES

FLUDRIDE

[ S 3 S

]

MEDICAL ALERT

CURRENT MEDICATIONS

PREMEDICATION

B.R PULSE

120



PERIODONTAL EXAMINATION

PATIENT NAME

PATIENT ACCOUNT NQ.

DATE:
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