
Wayne Silverstein D.M.D
Implant, esthetic & general dentistry
It is important that I know your Medical and Dental History. These facts have a direct bearing on your Dental Health. This information is strictly confidential and will not be released to anyone. Thank you for taking the time to completely fill out this questionnaire.. 

Dental History

How long since you have seen a dentist? ________________________________________

Why did you leave your last dental office? _______________________________________

When was your last full set of X rays? ___________________________________________

Are you having a problem now? (If Yes, Explain)_________________________________

______________________________________________________________________________

Have you had any periodontal treatment?

     

YES            NO

Do your gums feel irritated, tender or bleed?

 
YES
        NO

Are your teeth sensitive to hot or cold 

Sweets or pressure? (Circle One)  

Are you aware of grinding or clenching?


    
YES
        NO

Do you have frequent headaches? 

Earache or neck pain?

   



YES
        NO

Are you interested in whitening?



  
YES            NO

Do you floss regularly?




   
YES
        NO

Would you like to know about permanent? 

Replacements for missing teeth?



 
YES
        NO

Have you ever worn braces on your teeth?

      

YES
        NO

Are you interested in orthodontia?


     
 
YES
        NO

Would you prefer to use nitrous oxide 

during your dental visits?




     
YES
        NO

Are you happy with the appearance of your smile?               
YES
        NO

If no please explain___________________________________________________________

_____________________________________________________________________________

___________________________________


_______________________

       Patient Signature 




         Date

