INITIAL CLINICAL EXAMINATION

PATIENT NAME WISHES TO BE CALLED
PATIENT ACCOUNT NO. DATE
INITIAL CONCERN
DATE OF LAST DENTAL VISIT DATE OF LAST DENTAL CLEANING DATE OF LAST FULL MOUTH SERIES OF X-RAYS

1. DO YOU HAVE ANY DENTAL PROBLEMSNOW? ................. O YES O NO [10. HABITS. DO YOU:
2. ARE ANY OF YOUR TEETH SENSITIVETO: ~ HOT ORCOLD?..(JYES [INO | a. CLENCH OR GRIND YOUR TEETH WHILE AWAKE OR ASLEEP? OJYES CNO
SWEETS?.. O YES O NO
BITING OR CHEWING?.. O YES O NO|  b. BITE YOUR LIPS OR CHEEKS REGULARLY? .. ... . ... OYES ONO
3. HAVE YOU EVER HAD: c. HOLD FOREIGN OBJECTS WITH YOUR TEETH (SUCH
AS PENCILS, PIPE, PINS, NAILS, FINGERNAILS)? ......... ... OYES ONO
a. ORTHODONTIC TREATMENT? . .............coovuninn. ... OYES ONO
d. MOUTH BREATHE WHILE AWAKE OR ASLEEP? .............. OYES ONO
b. ORAL SURGERY?............oovineiiiiiaiien . OYES ONO
11. DO YOU FEEL VERY NERVOUS ABOUT HAVING
c. PERIODONTAL TREATMENT? .............ooovinninnnn. .. OYES ONOJ| DENTALTREATMENT? .................ocooooeonni, OYES ONO
d. YOUR TEETH GROUND OR THE BITE ADJUSTED? ............. COYES (O NO |12. HAVE YOU EVER HAD AN UPSETTING EXPERIENCE IN A
DENTAL OFFICE? ............ooiiiiniiiiie i, OYES ONO
e. WORN A BITE PLATE OR OTHER APPLIANCE? ................ O YES ONO
13. DO YOU EXPECT TO EVENTUALLY LOSE YOUR TEETH? .......... OYES CONO
4. HAVE YOU NOTICED ANY LOOSENING OF YOUR TEETH? .......... OYES ONO
14. ARE YOU DISSATISFIED WITH THE APPEARANCE OF
5. DOES FOOD TEND TO BECOME CAUGHT BETWEEN YOUR TEETH? CIYES OONO| YOURTEETH? ...................... .. ... OYES ONO
6. DO YOU SUFFER FROM PAIN AND/OR SWELLING OF YOUR GUMS? 0J YES (3 NO |15. IS THERE ANYTHING ELSE ABOUT HAVING DENTAL TREATMENT
THATBOTHERS YOU? *......... ... ... .................. OYES ONO
7. DO YOUR GUMS OFTEN BLEED WHEN YOU BRUSH YOUR TEETH? O YES CONO|  EXPLANATION:
8. HAVE YOUR PARENTS EXPERIENCED GUM DISEASE? ............ OYES ONO
PROBLEMS OF THE JAW. HAVE YOU EXPERIENCED:
a. CLICKING OF THEJAW? ... .............cccoeiiiinn.... OYES ONO
b. PAIN (JOINT, EAR, SIDE OF FACE)? ......................... OYES ONO
c. DIFFICULTY IN OPENING OR CLOSING?. ..................... OYES CINO
d.DIFHCUlTTYIN.(:ﬂEWINQ? ........ s OYES ONOJf pextats o i m v v
P e SR IS ' PATIENT HOTBUTTONS © *~ .~ : e
EMOTIONAL MOTIVATORS EMOTIONAL CONCERNS
O ESTHETICS UJ FEAR
O HEALTH [J PAIN (CONCERN)
O PREVENTION J MONEY
O FUNCTION O TIME
J PAIN (MOTIVATOR) [0 EMBARRASSMENT
0O GuiLT 0 ANGER
O sTAaTUS O FRUSTRATION
[J PEER PRESSURE O OTHER
O OTHER




