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D-en9=a1Pro,file. I 
Birth Daite: 

Pleaise tell us a.bout: your denta,1 history. By disdosino your previous denta,1 experience, 1Ne a,t: Ha,rper Colleoe Denta,1 Hy._iiene Clinic c;eon help you a,chieve your ora,I hy._iiene goa,ls, a,llevia,te a,ny denta,l 

Prima,ry Dentist: Information 

Do you ha-ve ,a primary dentllst:? II' yes, ple.ase provide their Qves C)No If yes 
address and phone number. 

Ha..,e you been t:o a dentist before? If yes, .........,e., was your QYes C)No If yes 
last visit: and ho"" oft:en do you usually oo to t:he dentist:? 

Ha..,e you had your teetJh scaled .and polished? If' yes, ""hen QYes C)No If yes 
was the last time? 

Ha..,e you had any dent:al x~rays? If yes, when and how Ove:s C)No If yes 
many? 

Was all recommended treatment completed? If yes, what Ove:s C)No If yes 
was done? 

Dental History 

In general, do de.nt:al visit:s cause you much conce.rn? Oves C)No If yes 

QYes C)No If yes 

Are you ha..,lno any discomfort or pain at this time? QYes C)No If yes 

Do sweet:s or cold bot:heryour t:eet:h? Oves C)No If yes 

Does heat: or pressure botheryour t:eeth? Qves C)No If yes 

Do you/ have you had problems .....,.th t:eet:h or rest:orat:ions Oves C)No If yes 
(fillings) breaking? 

Does your jaw hurt or feel t:ight: when you open wide, t:ake a Oves C)No If yes 
big bit:e, or when you awaken? 

Does your jaw e..,er make noise? Oves C)No If yes

Do you/have you had Frequent headaches or neck pain? Qves C)No If yes 

Do you/ have you had a cold sore or c;einker sore? Oves C)No If yes 

Do you have any blisters, s""elling or sores on your oun--.s, Oves C)No If yes 
roof or floor of your mout:h, cheeks or lips? 

Do you_/have you had any bleeding gums during brushing or Oves C)No If yes 
for no appa..-eot reason'? 

Are your gums frequent:ly sore or t:ender7 Oves C)No If yes

Do you/have you had a bad taste. In your mouth or mouth Qves C)No If yes
odor? 

Do you t:hink you have problems V\l'lth your- gums and or Qves C)No If yes 
supporting tootJh st:ructurs (loose, tipped, orshif't:ed t:eet:h)? 

Did one or both of your parents lose all of their teeth? QYes C)No 

Are you di:s:satifled with the appearance of your teeth? QYes C)No 

~sb~hu~';,.e anyt:hin,o else in your dental hist:orv we should kno""' Oves C)No If yes 

Do you ha,ve any of the -follo..,..,ino ha,bit:s? 

Breat:het:hrovghyour 0Yes 0No IBit:lno your fingernails O Yes O No 

I
Clenchlno yourtee:t:h Oves 0No IGrinding your teeth Oves 0No 

mouth awake or a:sle 
Chev-,,lno on pens or penclls O Yes O No Tongue thru:st:lng Oves 0No Thumb sucking Oves 0No 

Chev-,,lng on lips or cheek. O Yes O No 

Have you ever had any of t:he foUo..,...;ng? 

Oral surgery Qves QNo Gum sucg~~ Qves QNo 

I
Orthodonfas/b~ Qves QNo 

I
Root cana, QYes QNo 

Fixed brid._i~rk Q Yes O No IDent:ures orremovable Oves QNo Bondi no or vene__,.. Oves QNo Implant:s QYes QNo 
partials 

Oves QNo 

Nutrition/Diet 

Ho"" .......ould you best describe your diet? (Check all t:hat apply) 

c::JThree meals per day, no snacks c::JThree meals per day plus snacks D Fev-,,erthan three meals per day plus snac D More than three meals per day plus snack 

D Glut:en f'ree c::JDairy free 

D Reduced sodiurTI D Reduced f'at: 
c::JVegan c::JVeget:arian 

c::JOt:her 

Pleaise check the types of snaicks you typica,lly eait in a, d-,y. 

Candy/mint:s D 
Cough drops D 
Cakes/pies/doughnuts D 
.Jellies/jams/honey/syrup/dried f"ruit: D 
Pop/soda/fruit drink. D 
Ene.roy drinks D 

D 

If yes 

If yes 

If yes 

If Y""S 

If yes 

If yes 

Pleais"" ch""ck tt,"" -follo1Nino orail hygi""ne a.ids t:ha,t: you us"" aind comm""nt: on t:he frequency of t:ha,t: use as """"II as th"" product: brand. 

D Ify""s 

Powe.r/el ""ct:ri c t:o oth brush D If yes 

D If yes 

Wat:erflosser/irrioatnr D If Y""S 

Toot:hplck{s) D 
Int:erdent:al {Proxabrush) brush D If Y""S 

Floss/bridge thread__,.. D If yes 

stlmudent(s) D If Y""S 

Rubbe.rtip stimulator D If yes 

D If yes 

D If Y""S 

D If yes 

Toot:hpast:e. D If Y""S 

D If yes 

Signaitur""s 

I hereby a,ckr,o..,...ledoe t:ha,t: tt,.,. informaition provided is aiccura,te. Pa,rent: or guardiain ""ill proved information a,nd si._ina,tur.,. ""hen patient: is a, minor. 

Si._inature of P.,tient:,. Parent: or Guardian: 

X Date: _______ _ 

Sionature of Student Denta,1 Hygienist, 

X Date.: _______ _ 




