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If you would kindly answer a few questions below, it would be greatly appreciated.
How do you feel about your smile?
	

	



Is there anything that you would keep you from improving your smile?  If so, please explain.
	

	



Are you familiar with how today’s dentistry can enhance your smile?  YES/NO

Would you like to learn more about how you can improve your smile? YES/NO

Are you currently under the care of a physician?  [image: ] Yes  [image: ] No   If yes, please explain                             ___          ___________________________      _                       

Have you been admitted to a hospital or needed emergency care during the past two years?  [image: ] Yes [image: ] No
If yes, please explain                                                                                                                  __________________________________                               ___                           

Women (please check) [image: ] pregnant / trying to get pregnant  [image: ] Nursing  [image: ] Taking oral contraceptives

Have you taken any supplements, tobacco, and alcohol or had significant weight loss in the last 3 months? ________________________________

List all current medications:                                                                                                       _     ________________________________________        ___                                            

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Are you experiencing any dental problems now?                                                 ___________________________________________        __                  _                                                         

How often do you brush?                                                   ____________          Floss?______________________________________________________                                                                                    

Have you ever had a traumatic experience in a dental office?  [image: ] Yes [image: ] No  ___________________________________________________________

Have you ever had any complications following dental treatment?  [image: ] Yes [image: ] No        ____________________________________________________

Check those that apply:
[image: ] Clench/grind teeth   [image: ] bleeding gums   [image: ] food collection in teeth   [image: ]  pain/clicking/popping jaw   [image: ] sensitive teeth   [image: ] bad breath

Previous dentist:                           _____________                                      Date of last full mouth x-rays?_____________________________________                                                                

Email: info@desertdentistry.com                                                                                           Website: www.DesertDentistry.com
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