ORAL AND DENTAL HEALTH QUESTIONNAIRE

PATIENT’S NAME: ____________________________________          Today’s Date:________________________________________
1. Chief Dental Concern: ________________________________________________________________________________________________
2. Date of last dental visit? _________________What was done? _____________________ Last Dental Cleaning_________________________
3. Name of Previous Dentist: _______________________________ Address:______________________________________________________
4. How frequently in the past have you had routine dental examination? ____________________ Date of Last Full Mouth X-rays____________
5. Brushing frequency  (        ) times per day               Flossing frequency (        ) times per week

6. Have you ever been shown the proper way to brush and floss your teeth? .................................( Yes  ( No

7. Do you regularly eat or drink any of the following?  Circle please indicate frequency and amount: 
Soda:___________
 Sportsdrinks  (Gatorade,  Poweraid): ______________      Energy Drinks(Red Bull, Monster):____________________ 

Juice: ___________        Citrus Fruits: ____________      Candy:_____________      Tea/ Coffee______________________________________
  8.       Have you been told to take pre-medication prior to dental treatment? If Yes, give reason:_____________________________        No______
HAVE YOU HAD ANY OF THE FOLLOWING?  (check all that apply)

· Orthodontics(Braces)
  When: _________________
· Teeth Removed and When: _________
· Difficult Extractions

· Bone Grafting

· Soft Tissue Grafting for Gum Recession
· Periodontal Therapy for Gum Disease
· Periodontal Surgery
· Bite adjustment
· Cavities in the past 3 years?
· Nightguard /Mouthguard or Retainer Appliance

(   Trauma to the Teeth, Jaw, or Head: 
         Please Describe and When:_________
(    Removable Partial or Denture: 
          Date Placed: ___________________
· Dental Implant/s

 Date/s Placed: __________________ 
· Fixed Bridge:

 Date Placed:___________________
ARE ANY OF THE FOLLOWING CURRENT PROBLEMS FOR YOU? (Check all that apply)

(  Tooth Cold or Hot Sensitivity

(  Tooth Sweet or Sour Sensitivity

(  Tooth Biting/Pressure Sensitivity

(  Tooth Biting or Chewing Discomfort

(  Toothaches

(  Loose Teeth 

(  Shifting Teeth
· Teeth crowding and Developing spaces
(  Rough Or Broken Fillings

· Recurring Decay or Cavities
·  “Food Traps” Between Teeth

(  Bleeding/Hurting/Swollen Gums 

(  Frequently get blisters, cold sore, or any lesions
(  Bad Breath Or Bad Taste

( Tooth Clenching Or Grinding during   day or night

(  Change in your Bite, Teeth becoming shorter, thinner, or worn
(   Frequent Headaches

· Difficulty Biting into an apple or any crunchy food

· Regularly Bite my lips or cheeks
(  Jaw Joint Locking, Sticking, Or”Going Out”


(  Jaw Joint “Clicking, Popping, Or 
Grating” Noises

(  Jaw Joint, Face, Or Chewing 

Muscle Pain Or Tightness

· Tired Jaws especially in the Morning

(   Snoring/ Sleep Apnea
· Dry Mouth/Decreased Saliva 
·  Burning sensation in your Mouth

9. Are you happy with the appearance of your teeth? (Yes   (No

IF YOU COULD CHANGE ANYTHING ABOUT YOUR SMILE, WHAT WOULD IT BE? (Check all that apply) 

(  Improving my Bite or Jaw Function
(  Replacing Missing Teeth
· Relieving me of my Gummy Smile

· Improving Tooth Color

  (  Altering Tooth Shape

( Correcting Tooth Size   


( Correcting Teeth Spacing 
( Correcting Teeth Crowding
( Teeth Whitening (Bleaching)                          
( Replacing Unesthetic Crown(s)
( Replacing Silver (Black) Fillings 
With Tooth Colored Fillings
· OTHER: _______________________

10. Have you been satisfied with the dental care you have received in the past? ( Yes    ( No

If No, Why?














11. How important is it that you keep your remaining natural teeth for life?

( Very Important

        ( Not too Important

                ( Not Important at all
I certify that I have read and understand this form. To the best of my knowledge, I have answered every question completely and accurately. 
PATIENT SIGNATURE: _______________________________________________________            Date: _____________________________
DOCTOR’S NOTES
Reuss Dental, 1930 N. Barney St., Anderson, CA 96007 Phone; 530-365-4581 Fax: 530-365-4871 Email: Info@drreuss.com Website: Drreuss.com
