Mitchell Marder, dds 973%0 §rd Ave NE, ste 205
Seattle WA 98125 206 367 6453

ORAL HEALTH / DENTAL INFORMATION

Name of Prcvious dentist Date of last visit

OF what has your Past dental care consisted?

What are your current dental concerns?

Flease check the conditions below that currcntlg or common|3 aPPlg to you:

___tooth Pain orsensitivity ____gum blee&fng or swe”ing —___gumrecession _______baé breath ____mouth sores
_brokenorlost Fi”ings _ food gets stuck between teeth ____J'aw pain ___J'aw noises ____Frcqucnt headaches
_____cligicu!tg c}ﬁewing _____c{hq:icultg oPening or closingjaw
others?

Have 3ou ever had or CIO 3OU now have:

____Periodontal disease _____'_.nighbguard or other mouth guarc{ ____braccs ____retainers ____1Ci|1ings
_____teetl'} extracted ____root canal theran ____Jaw fnjurg ____serious head irjur3 ____cosmetic dentistrg
others?

HOW WOUId 9OU dCSCFf}DC HOUF oral l’lCaltl’l:

andcircle 12346 7 89 10 (1is poor, 10is excellent)

How would you describe the way your teeth look
andcircle 1234 6 7 89 10 (1is poor, 10is excellent)

Describe how any oral condition may be agecting 3ourgeneral health or have you ever exPcrienced Phgsica| symptoms Fo”owing

dental treatment:

Flease describe your oral hggiene Practfces:

What, if any, past exPeriences in dental offices would you like to avoid in the future?

Wlﬁat, if any, spechcic steps could we take that would make your cxperience in our office more comfortable?

V\/hat other information would you like us to know so that we can better serve you?

T‘hank you for Fi”ing out these forms. T‘I’IC more we know about you, the better we can serve you. We are honored to be part of gourjoumcy of health.



