Arbor Lakes Dental
	Patient Name

	Preferred Name
	Birthdate
	Sex
	Today’s Date

	Street Address


	City


	State


	Zip Code



	Home Phone


	Work Phone


	Cell Phone 


	(  Single

(  Married
	Social Security Number



	Patient’s Occupation
	Employer’s Name
	Driver’s License Number

	Who is responsible for this account?


	Whom should we contact in case of an emergency?
	Phone Number

	Whom may we thank for referring you to our practice? __________________________________________________________________

What is most important to you in terms

of what you expect from our office?        ______________________________________________________________________________




Your Personal Information
Your Dental History

	Previous dentist’s name

	Location

	Address

	

	Date of last dental exam

	Date last full mouth x-rays taken?


	Where were your last x-rays taken?


	

	Have you had periodontal treatment previously?   ( Yes   (  No       

Have you been instructed in caring for your teeth & gums?   (  Yes    (  No

How often do you brush your teeth? ______________  How often do you floss your teeth?  _______________

Do you have any current dental concerns?   (  Yes    (  No    If yes, explain: ______________________________

____________________________________________________________________________________________

Are you satisfied with your teeth’s appearance?    (  Yes   ( No       

Would you like to keep all of your teeth for the rest of your life?   (  Yes    (  No

Do you feel nervous about having dental treatment?   (  Yes   (  No    If yes, what is your biggest concern? 

____________________________________________________________________________________________

Have you ever had an upsetting dental experience?   (  Yes    (  No     If yes, please describe: ________________

____________________________________________________________________________________________

Please ( any of the following that apply to you now or in the past:


	


(  Bite is off			(  Teeth sensitive to cold		         	( Unpleasant taste





(  Gums bleed			(  Teeth sensitive to hot		        	( Clenching or 


								 	      grinding


(  Braces			(  Teeth sensitive to pressure		         	(  Food collects


	


(  Mouth sores			(  Any difficult extraction		        	(  Sleep apnea





(  Mouth breathing			(  Prolonged bleeding following extractions     	( Sinus problems





(  Had local anesthetic (Novocain)	(  Drink bottled or filtered water	         	( Jaw joint noise 


									        (clicking)


(  Smoker / Chewing Tobacco	(  No fluoride in your drinking water


									( Dry Mouth


(  Teeth sensitive to sweets		(  Pain in or near ears			











