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Dental l'rofile II 
Patient Name: Birth Date: Date Created: 

Date 11/2/2021 

Pleasetell us about your dental experience since the last time we saw you in our dinic. 

GeneralQuestions 

Has there been any changes in he name oraddress of your Q Yes Q No If yes 
primary dentist? 'yes, please include newin'orma ·on. '---------------------------' 

Have you seen a dentist since your last visit in our dinic? If Q Yes Q No If yes 
ye.s, what did you see the dentist for? .__________________________ _, 

Are you experiencing any tenderness, discom ort or Q Yes Q No If yes 
sorenesswith your teeth, gums, or any area of your mouth, ~------------------------~ 
., ' 
Do you have any concerns regarding your defl alhealth? • Q Yes Q No If yes 
ye.s, what are your concerns? '---------------------------' 

Do you have any of the following oral habits? 

Grinding your teeth Q Yes Q No Clenchingyour teeth Q Yes ONo Chewingon pens/pencils Q Yes ONo Biting fingernails QYes QNo 

Chewingon lips or cheeks Q Yes Q No Other QYes ONo 

Pleasecheck the types of snacks you typically eat in a day. 

Candy/mints □ If yes 

Cough drops □ If yes 

Cakes/pies/doughnuts □ If yes 

Pop/soda/fruit drinks □ If yes 

Energy drinks □ If yes 

Jellies/jams/syrup/driedfruit □ If yes 

Other □ If yes 

Signatures 

Signatureof Patient, Parent or Guardian: 

X Date: ------

Signatureof Student Dental Hygieist: 

X Date: ------




