CURT CONRAD DDS
.

DPisZ -
DENTAL CONCEPTS

COSMETIC & RESTORATIVE DENTISTRY

Patient's Name:

B

COMMENTS

Last First Initial Dos

Purpose of inilial visit:

Are you aware of a problem?

How long since your last dental visit?
What was done at that time?

Previous dentist's name:

Address: Phane:
When was the last ime your teath were cleanad?
CIRCLE THE APPROPRIATE ANSWER. IF YOU DON'T KNOW THE CORRECT ANSWER, PLEASE PUT
A "Y' ON THE LINE AFTER THE QUESTION.

DATE

DATE

1. Have you made reqular visits o the dentist? | . . . . . . . . v i i i e e e e e Yes No
How often?
8. Weredenialx-aystaken? , . . . . . .. .........0.00000.0....Ys No
9. Have you lost any teeth or had amy removed? . . . . . . . . . . s e e e e e e ... Yes No
Why?
10. Have the teeth been replaced? . o . . s e e e e e e e e e Yes No
11. What procedure?
a. Fixed bridge: Age:
b. Removable bridge Age:
. Dentures Age:
12. Are you happy with the replacement? ., . . . . . . v v v v e u s v o o n s s oo o Yes No
If no, explain
13. Would you like to know about permanent replacements? . , . . . . . . . e e e e e e s Yes No
14. Have you ever had any complications or problems with previous dental reatment , , , , , . . Yes No
I yes, explain:
15 Doyougrindorclenchyour leeth? . . . . . . . . L o v v i i e e v e e e e e Yes Mo
16. Do you have frequent head, neck or shoulderaches? . . . . . .. ........... fes No
17. Have you experienced any soreness or pain in the muscles on your face
OF BroundYOUr BaIST . v woa i oiie wik oii s ST LR SR SR Yes No
18. Does your Jaw pop.or ClIEKT, oo u s e wiv m i sl e e 5 e eee o Y08 N
19. Does food get caughtin your leeth? | _ . . . . . v i v v e s e s s o s s s s s e s Yes Mo
20. Are any of your teeth sensitive to; O Sweets? O Hot? O Cold O Pressure
Doyourgumshurtorbleed?, . . . . . .. .. v i i e i it e ee s Yes No
21. If yes, when?
22. How often do you brush your teeth? When?
ey IRESE . I/ DR PR AR R B hasiiNe
23. How often?
24. Are any of your teeth chipped, tipped, loose orshifted? , . . . . . . L. L L L. L. . Yes No
23, Are you happy with the appearanceof your teeth?, |, . . . . . . .. . . oo 0o v v Yes Mo
26. How do you feel about your teeth in general?
27. Do you feel you have bad breath at imes? . . . . . . . o v v v b i i b h e e e Yes No
28. Have you ever had qum surgery or TBaimEnt? | . . . . . . v v v e e e e e e e . Yes No
What?
When?
Where?
29. Have you ever had orthodontic work? When?
30. Have you had any unpleasant dental experiences or is there anything that you strongly dislike about
dentistry?
31. Doyou have any concerns orquestions? . . L e e Yes No
| CERTIFY THAT THE ABOVE INFORMATION GIVEN TO DISTINCTIVE DENTAL CONCEPTS IS COMPLETE AND ACCURATE
PATIENT'S / GUARDIAN'S SIGNATURE
DENTIST'S SIGNATURE
ANEST.

DENTAL HISTORY

MED, ALERT




