
Smile Evaluation
A simple quizto help you obtain the srnile you've always wanted

Name:

1 Do you
lf not,

like the appearance of your teeth; your smile? l-l Yes J No
explain

t"'f -Y Y

k*

Are your teeth all in alignment (straight)? U Yes J No
lf not explain

Do you have spaces that you don't like? Q Ves J trto

lf yes, explain

Do you like the color of your teeth? 'J Yes U No
lf not, explain

Do you like the shape of your teeth? J Yes U No
lf not, explain

Are your teeth...
chipped? protruding? hidden?

Are your teeth wearing
lf yes, explain

on the biting surfaces? U Yes J No

Are there old fillings or dental work you don't like looking at? U Yes J wo
lf yes, explain

9 What would you like to change the most in the appearance of your teeth?

10 How would you like your teeth to look?
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3700 Emmett Hutto Boulevard

Baytown,TX 77521
281 837 9122
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Patient Numbel ABC HEALTH HISTORY & REGISTRATION

PATIENT'S NAME Lasl Middle lnitial SEX: M F BIRTHDATE 

- 

AGE

lf Patient is a Mrn0r, give Parent's 0r Guardian's Name

May We Thank for Referrino You t0 our 0ffice?

RESPONSIBLE PARTY INFORMATION
Middle lnitial MARITAL STATUS

Apt. # City

Apt. #- City

HOW LONG AT THIS ADDRESS

PREVIOUS ADDRESS

SOCIAL SECURITY #

(il less than 3 yrs.) Street State 

- 

Zip 

- 

How Long

DRIVER'S LICENSE # RELATION TO PATIENT

RESPONSIBLE PARTY'S SPOUSE EMERGENCY INFORiIATION: RELATIVE NOT LIVING WITHYOU.

DENTAL INSURANCE INFORMATION (Primary Carrier) lf you have double dental insurance coverage, complete this for the second coverage,

lnsured s Name 

-

lnsured's Employer

lnsured's Soc. Sec. #

*DENTAL HISTORY* YES NO *MEDICAL HISTORY* YES NO
HOW LONG SINCE vou have seen a dentist? Do vorr have anv CIJRFIENT HEALTH PROBLEMS? tl L]

Last COMPLETE Dental Exam. Date Are vou under a PHYSICIAN'S CARE now? n !
Last FULL MOUTH X-RAYS. DATE:(16 small Films or Panoramic) For what?

Are you having PROBLEMS now? n ! What MEDICATIONS are vou currentlv takino?

WHAT?

ls vour present dental health POOR? tr n takcn Fan-Phan/Fla.i rY? n n
Do you wear DENTURES? (Partials oI Full) L l L -l A PFItrr]N ANT? n !
Are you UNHAPPY with your dentures? Ll L-.1 n^ nina nr nhaurinn r^h.^^^? /^ir^la\ tt
Would you like to know more about

PERMANENTREPLACEMENTS? N N
PLEASE / YES OR IIO OF THE FOTLOWI}IG WHICH YOU HAVE HAD, OR PRESEilTLY HAVE:

YES NO

AIDS/H|VPos. tr !
Anaphylaxis tr tl
Anemia U L-.1

Arthritis (nneumasm) n !
Artiticial heanvalves n n
Adificialioints n n
Asthma Ll U
AtoPic (AltersyPronq n tr
Backoroblems n n
Blood disease tr n
Cancer n tr
Chemical dependency n n
Chemotheropy tl n
Circulatory problems tr n
Cortisone treatments L-.1 U
Couoh iorsislentl ! n
Cou6hiioblood tr tr
Diab"etes ! tr
Epilepsy n tr

YES NO YES NO

Faintinon[PsychiatriccareD
Food aiieroies ! n Rapld weight gain4oss L l
Glaucoma"nDRadlationtreatmenttl
HiraOlirds--Respimtorydisease!
Heart murmur D D Rheumatic/scarletfever tl
tteirtprontimsr**""", - n !|51{ltirrr** 

=
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tr
tr
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tr
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!
tr
!
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Hemophilia(AMorutbl€drnq) n
Heroes I I
Heoatitis n
Hidh blood pressure I
Jaw oain Ll
Kidnirydiseaseormatfunction D
Liver diseas€ U
Material allergies tr
(bhr, wool, ruhl. dmids)

Mrtral valve prolapse n
Nervous oroblems L l
Pacemakbr/heartsurgery n

n Skinrash tr
tr SpinaBifida n
fl Stroke L-.1

I Surgical implant n
n Swelling of feet or ankles t-l
n Tflroid disease or malfuncton Ll
fl Tobacco habrt U
I I l0nsrllrtrs Ll

Tuberculosis n
n Uher/Colitis D- Venerealdisease n
tr

ARE YOU AILERGIC TO OR HAVE YOU REACTED ADVERSELY T(! AIIY OF THE FOLTOWI!{G MEDICATIOT{S?

Are you APPREHENSIVE about dental treatment? tl L-.1

Have you had any PERIODONTAL (GUl\r) treatments? n Ll
Do vour qums BLEED, or feel TENDER or IRRITATED? n n
Are your teeth SENSITIVE to hot, cold, sweets, pressure? (circtei

Are you UNHAPPY with the APPEARANCE ol your teeth?

trn
!n

Are you aware of GRINDING or CLENCHING your teeth? tr L-l

Do you have HEADACHES, EARACHES, or NECK PAINS? ! n
Have you worn BRACES on your teeth (ORTHODONTICS) n !
Do you have DISCOLORED teeth that bother you? t l tl
Would you like your smile to LOOK BETTER or DIFFERENT? t l U
Do you REGULARLY use DENTAL FLOSS? _ n U

Name of Previous Dentist:

Citv State:

How do you feel about your teeth?

Please RANK the following in the order in which they would

KEEP Y0U FR0M havin0 dental treatm€nt.

Aspirin Local Anesthetic
Nitrous Oxide Codeine

EMhromycin
Penicillin

Latex (balloons,
gloves, etc.)

Are you aware ol being allergic to any other medicati0ns 0r substances?

l{ ves, please list:
FFAR of nain # LACK o{ concern

ts there any other Medical or Dental information that you feel I should know about?

PHONE E-IUAILFAIVILY PHYSICIAN
COSToftreatment # M|SSINGworktime #

It is important that I know about your Medical and Dental History.These facts have a direct bearing on your Dental Health.This intormation
ii strictlv confidential and will not be released to anyone.Thank you for taking the time to completely fill out this questionnaire.

PATIENT Signature (Parent o{ Child) DENTIST Signature

ffi nv-ozz o s.arrPractice' 1 -800-522-0800


