Mitchc" Marclcr, dds 822 NE Northgatc Wa}j
Seattle WA 98125 206 367 6453

ORAL HEALTH / DENTAL INFORMATION

Name of Prcvious dentist Datc of last visit

Og what has your Past dental care consisted?

What are your current dental concerns?

F‘casc check the conditions below that currcnt|3 or common|3 aPP|3 to you:

____tooth painor sensitivity ____gum b'ccding or 5wc”ing ____gumrecession _ _badbreath _ mouth sores
____brokenorlost Fi”ings ___ _food gets stuck between teeth ____jaw pain ___J'aw noises ____frcc]ucnt headaches
______digicultg cl’lcwing ___digicuh:g opening or c|osingjaw

others?

Havc 3OU cver had or dO 3OU now havc:

____Pcriodon’cal discase ____nighbguard or other mouth guard ______braccs ____retainers _____Fi”ings
____’cecth extracted ____root canal thcrapg ____jaw irjurﬂ ____serious head irjurg ____cosmetic dcntistrﬁ
others?

How would you describe your oral health:

andcircle 1 2 3467 89 10 (l is poor, 101is cxcc”cnt)
How would you describe the way your teeth look

andcircle 1234 ¢ 789 10 (1is poor, 10 is excellent)
Dcscribc how any oral condition may be agccting your gcneral health or have you ever cxPcricnccc{ Phgsical sngtoms Fo”owing

dental treatment:

F|casc describe your oral l‘lggicnc Practiccs:

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

What, if any, sPcciFic steps could we take that would make your cxPcricncc in our office more comfortable?

W|’1at otl'xcr inFormation wou|d you Iilcc us to know 50 tha'c we can bctter serve Hou?

Thank you for Fi”ing out these forms. Thc more we know about you, the better we can serve you. Wc are honored to be Part oFyourJourncg of health.



