Total Health

Patient Name (Last name, First name)

How frequently have you been brushing your teeth?

How frequently have you been flossing your teeth?

DO YOUr QUMS BIEBA? ...t es st st e e e ens Yes  No_
Are your gums SOre OF SWOIIEN? .......cuiiiiiiiiieeeeee et e Yes_ No__
Have your gums receded (do teeth ook [onger)? ..........coviviiiiiiiiiiiniiiiee e Yes  No__
ATe YoUr teeth LOOSE? .....inint ittt Yes_  No__
Do you smoke or use tohacco products? ..........coevviiiiiiiiii Yes  No_
Do you have unexplained numbness or pain in the face/ neck/ mouth? ............cccceevvnee. Yes  No_
Do you have difficult chewing, swallowing, or moving the jaw or tongue? ..................... Yes_  No__
Do you have a lump or thickening in the Cheek? ... e, Yes  No_
Do you snore or have you been told in the past you SNOre? ... e Yes  No__
Do you regularly have excessive daytime sleepiness? .............ccoovviiiiiiiiiiiien.n Yes  No__
Is there a history of heart disease in your immediate family? ............................... Yes  No__
Do you have any other health conditions? ................cooiiiiiiiiiiiiiiie e, Yes  No__
Are you happy with the appearance of yourteeth? ....................coiiiiiiiiiinnnn Yes_  No__
Are you happy with the position or alignment of your teeth? ................................. Yes  No
If cost was not an issue is there anything you would change about your smile? ............... Yes ~ No__

If you are concerned about anything not listed above, please explain.




