MARK X. McCARTHY, D. M. D. 

PATIENT DENTAL HISTORY

NAME____________________________________

Do you have any dental complaints?

     NO_____ YES_____  (Please describe)____________________________ 

Is any part of your mouth sore to pressure or irritants (cold, sweets, etc.)?

     NO_____ YES_____   (Please describe)_______________________________________________________

Does any part of your mouth hurt when clenched?

     NO_____ YES_____   (Please describe) _______________________________________________________

Have you experienced any growths or sore spots in or around your mouth?

     NO_____ YES_____ (Please describe)  ________________________________________________________

Have you ever had a local anesthetic (routine dental injection)? 

     NO_____ YES_____

Have you ever had any reaction or allergic symptoms to injections?

     NO_____ YES_____ (Please describe) _________________________________________________________

Have you had any extractions?

     NO_____ YES_____ (Any prolonged bleeding following extractions?)  Please describe___________________ 

Do your gums bleed?

     NO_____YES_____

Have you ever been told you have pyorrhea, gingivitis or periodontitis?  

     NO_____YES_____

Have you had treatments for gum problems in the past?

     NO_____YES_____

Have you ever had instructions on how to brush and floss your teeth?

     NO_____YES_____

Do you have pain in or near your ears?

     NO_____YES_____

Do you have frequent headaches?

     NO_____YES_____ How often?  ________________________________________________________________

Have you ever had orthodontics (braces or retainers)?

     NO_____YES_____

Have you ever had treatment for “TMJ” problems? (Including temporalmandibular joint dysfunction, myofacial pain            

                      or occlusal/bite problems)

     NO_____YES_____                                                                           

Are you satisfied with your past dentistry?

     NO_____YES_____ Comments__________________________________________________________________

(Optional)  Would you like to share the reason you left your previous dentist?

     NO_____YES_____ Comments________________________________________________    

Has the fear of discomfort kept you from regular dental visits?

     NO_____YES_____

When was your last visit to a dentist? ________________________________________

When was your last full mouth x-ray taken?____________________________________

Additional comments:  ___________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________

Patient’s signature________________________________________Date_____________               Over, please

