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Please tell us how you learned about our practice. (Select ALL that apply)

Referral - Patient Name:

Referral - Staff Name:

Referral - Dentist/Dr Name:

Our website

Internet search (e.g. a basic search for "dentist")

Insurance Company Which insurance?

Facebook

Agricultural Expo

Previous Patient - 5 or more years

Word of Mouth

First



Brenda R. Paul, D.D.S.                    Kristen P. Schupp D.D.S.

                         DENTAL HISTORY

Patient Name
Date
Previous dentist name Date of last dental visit?
What dental aids do you use? (Sonicare, Braun, Oral B, toothpick, proxy brush ,other)

Have you ever had:
Yes               No Orthodontic treatment (braces)
Yes               No Endodontic treatment (root canals)
Yes               No Periodontal treatment (gums)
Yes               No A bite plate, splint, or mouth guard
Yes               No Your teeth ground or bite adjusted
Yes               No Difficulty getting numb, from a previous dentist
Yes               No A broken jaw
Yes               No GERD (Gastro Esophageal Reflux Disease)
Yes               No A tendency to get food caught between your teeth

Periodontal Checklist
Yes               No Do your gums bleed when you brush or floss?
Yes               No Are your teeth loose or separating?
Yes               No Are gums red, swollen or tender?
Yes               No Do you have bad breath?

TMJ Checklist
Yes               No Jaw joint noise
Yes               No Difficulty in opening jaw or swallowing
Yes               No Clenching/grinding
Yes               No Ear congestion/ringing in ears
Yes               No Face or neck pain
Yes               No Tired jaws, especially in the morning

Smile Evaluation
Yes               No Do you like the way your teeth look?
Yes               No Are you happy with the color of your teeth?
Yes               No Would you like your teeth whiter?
Yes               No Do you like the shape and length of your teeth?
Yes               No Do you have missing teeth or spaces that you would like closed?
Yes               No Would you like your teeth straighter?

If you could change anything about your teeth, what would you change?






	Medical History
	RC2 Patient Registration
	RC1 Tracking
	RC4 Dental History
	RC5 Patient Consent
	RC6 Financial Policy

