





DENTAL HISTORY

YES NO
] [] Date of last dental examination
] ] Are you allergic to any local anesthetics (Novocain, Xylocain)?

DO YOU HAVE OR HAVE YOU HAD, ANY OF THE FOLLOWING:

Previous orthodontic consultation or treatment?
Periodontal surgery or treatment?

Treatment for a temporomandibular joint disorder?
Clicking or soreness when the mouth is opened?

Oral surgery or x-ray treatment of the jaws, mouth or lips?
Teeth extracted or missing?

Problems with bleeding or gum healing after surgery?
Injuries to face, mouth, or teeth?

Grinding / clenching teeth?

Sensitivity to heat, cold or sweets?

Fluoride treatments?

Speech therapy?

Other:

DOODOOOOOOOO
LODDOOOO0Oo0oo

| certify that the above information is true and complete to the best of my knowledge.

Signature

Date



