JOHN RAVERA, DDS

- | GENERAL & COSMETIC DENTISTRY -

DENTAL HISTORY

PATIENT NAME:

NAME AND CITY OF PREVIOUS DENTIST:

DATE OF LAST DENTAL VISIT AND WHAT TREATMENTS WERE RENDERED:

INITIAL CONCERN FOR TODAY’S VISIT:

DO YOU HAVE ANY DENTAL PROBLEMS NOW......ccccoovecceees s ceeeeseseoeeesseesessesesssessssoeees s essossessoeesesessos s sesses oo sesos st eeeet e soe s 1 YES [ NO
DO YOU HAVE ANY TEETH THAT ARE SENSITIVE TO HOT = COLD = SWEETS......cccccceeeeeeeteecceesessseeessssscsoesssssoees s sossess et osoe s 1 YES I NO
HAVE YOU EVER HAD:
ORTHODONTIC TREATMENT ...ttt ee st [] YES [] NO
ORAL SURGERY ...ttt e ettt ] YES[] NO
PERIDONTAL TREATMENT ..ottt ] YES[] NO
YOUR TEETH OR BITE ADJUSTED. ......oooovoeoeeeoeeeeee ettt 1 YES [ NO
ABITE PLATE OR OTHER APPLIANGE ............oooveeseeeeeese st 1 YES [ NO
HAVE YOU NOTICED ANY LOOSENING OF YOUR TEETH...........ovieieeceoeeeeeeces s I vyes I NO
DOES FOOD TEND TO BECOME CAUGHT BETWEEN YOUR TEETH.........vuveiecceeeeeeeeeeeese e 1 YES[I NO
DO YOU SUFFER FROM PAIN AND/OR SWELLING OF YOUR GUNMS............couoviveeeeeeeseeiee et [ yes I NO
DO YOUR GUMS OFTEN BLEED WHEN YOU BRUSH YOUR TEETH. ......c..ovuruuiiititiesieieceeceeee ettt CIYEs [0 NO
HAVE YOUR PARENTS EXPERIENCED GUM DISEASE ............cveoevereeeeeeeeseeeeeeees st 1 yes I NO
HAVE YOU EXPERIENCED:
CLICKING OF THE JAW........ooooeceeeee ettt ettt CIYES [ NO
PAIN (JOINT, EAR, SIDE OF FACE).........oovoeeeseeeeeeeeses et eeee et CJves I NO
DIFFICULTY INOPENING OR CLOSING. .........voovveeiieeeeeeeee e L1 yesd NO
DIFFICULTY IN CHEWING. .......c..cvoeeeeeeeteee ettt L yes[Cd NO
DO YOU:
CLENCH OR GRIND YOUR TEETH WHILE AWAKE OR ASLEEP............ovovieeeeeeesee s seeseee e J YES I NO
BITE YOUR LIPS OR CHEEKS REGULARLY ...........oovuvioieeeeeseesse s steeeeesee s CIYES I NO
HOLD FOREIGN OBJECTS WITH YOUR TEETH (SUCH AS PENCILS, PIPE, NAILS, FINGERNAILS)...........vvvviveeeeeeeeseeseeeeeeeneeeeene. 1 YES] NO
MOUTH BREATH WHILE AWAKE OR ASLEEP............ooovooeeoeeeeeeeeeeee oot [1YES ] NO
DO YOU FEEL VERY NERVOUS ABOUT HAVING DENTAL TREATMENT ...........ovovvieeoreeeeeeseeseeee e 1 YES [J NO
HAVE YOU EVER HAD AN UPSETTING EXPERIENCE IN A DENTAL OFFICE............o.ovoeeeeeeeeeeeeeeeeeeee e 1 YES[J NO
DO YOU EXPECT TO EVENTUALLY LOSE YOUR TEETH. ........ooiveeeeeieeeeeeeee s 1 YES[ NO
DO YOU LIKE THE APPEARANCE OF YOUR TEETH OR SMILE............oovuoeceeeeeoeee s [ ves [0 NO
DO YOU LIKE THE SHAPE AND COLOR OF YOUR TEETH. .......co.ovuvioieeieeieeseeeseee e [ vEs [0 NO
DO YOU HAVE SPACES BETWEEN YOUR TEETH OR CROWDED TEETH THAT BOTHERS YOU...........voveiveieoeeseeeeeseeeeeee e 1 yEsJ NO
DO YOU FEEL COMFORTABLE IN YOUR BITE, OR HOW YOUR TEETH COME TOGETHER............vvooveveeveeeeeseeeeeeeeeeseeeeeeeeses e 1YES ] NO
DO YOU HAVE ANY OLD FILLINGS OR DENTAL WORK THAT YOU DON'T LIKE LOOKING AT.........cvovoereeieeeeeeeeeeseee e ] YES ] NO

IF YOU COULD CHANGE ANYTHING ABOUT YOUR TEETH OR SMILE, WHAT WOULD IT BE:




