





     Patient: _________________

ORAL HEALTH

Since your last dental visit, have you experienced any of the following?

(Check all that apply)

1. Sensitive teeth___

2. Unpleasant taste or odor___

3. Bleeding or sore gums___

4. Difficulty in opening or closing___

5. Swelling/lumps in mouth___

Are you unhappy with the appearance/color of your teeth? (Yes or No)

1. Would you like to whiten your teeth? ___

2. Do you have any spaces you would like to close? ___

3. Do you smoke or use smokeless tobacco? ___

