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Patient's Name 
Yes NO" 

Have you had orthodontic treatment?	 ( ) ( ) 

Do	 you have unreplaced missing teeth? ( ) ( ) 

Are your gums red. swollen or tender?	 ( ) ( ) 

Are your permanent teeth loose or separating?	 ( ) ( ) 

Do your gums bleed when brushing your teeth?	 ( ) ( ) 

Have you ever been told you have pyorrhea?	 ( ) ( ) 

Have you ever had professional instructions on dental home care?	 ( ) ( ) 

Is any part of your mouth sensitive to temperature, or pressure?	 ( ) ( ') 

If	 Yes. which part? 

Does food catch between your teeth?	 ( ) ( ) 

If Yes, where? 

Do you have any pain or soreness around the eyes, or ears?	 ( ) ( ) 

00 you have bad breath? ( ) ( ) 

Occlusal Screening 
(	 ) ( )1.	 Do you clench or grind your teeth during the day? 

2.	 Have you been made aware of clenching or grinding your teeth during the night? ( ) ( ) 

3.	 Do you have chronic headaches, or neck and shoulder pains? ( ) ( ) 

4.	 Do you ever wake up with an awareness of, or about, your teeth
 

or jaw like you've had them clenched in your sleep?
 (	 ) ( ) 

5.	 Do you have any awareness in the muscles of your neck or shoulders? ( ) ( ) 

6.	 Do you have a tight or stiff neck? ( ) ( ) 

7.	 Do you now, or have you ever had, pain in your jaw joint or the sides 

or your face ( in and about the ears)? ( ) ( ) 

8.	 Do you have a clicking jaw joint or have you ever experienced an 

inability to move your jaw or open your mouth widely? ( ) ( ) 

9.	 Which s'da-do you chew-On: ( ) R ( ) 

( ) ( )10. Do you know the meaning of traumatic occlusion? 
- . 

Additional Comments 
(For Dr.'s use only) 
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PERSONALIZED ESTHETIC EVALUATION 

Please answer the following questions that are specifically designed to aid our 
diagnosis and treatment of your appearance-related problems: 

1. What would you say is your best facial feature, e.g. eyes, nose, hair, etc.? _ 

2. How would you describe your lips? Full, average, thin, etc. 

3. If your smile were improved, would you feel more confident? Yes 0 t-I0 0 

4. Do you like the color of your teeth? Yes 0 No 0 Too light? 0 Too dark? 0 Too varied? 0 

5. 00 your gums show when you are smiling? A little 0 Average 0 A lot 0 

6. How many upper teeth can you see when you are smiling? Number of teeth? 

7. 00 you have spaces between your teeth? Yes 0 No 0 

8. 00 these spaces bother you? ...............................•..............................Yes 0 No 0
 

9.00 you have chips or uneven edges on your teeth? Yes 0 No 0 

10. Does the color of your teeth bother you? Yes 0 No 0 

11 . Does the shape of your teeth bother you? Yes 0 No 0 

12. 00 you feel that your teeth are too crowded? Yes 0 No 0 

-13. Are your teeth "notched'.!..at the gumline? ~ ~ :­ ~ ~ :- Ves 0 0 

14. 00 ~our gums feel and look healthy? Yes 0 No 0 

15. Are your teeth too short? , Yes 0 No 0 

16. Are your teeth too long? Yes 0 No 0 

17. How long has your smile been bothering you? __ Years 

In general, how do you feel about your smile? 


