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Health History Questionnaire





Patient Name:__________________________________________________________________________________________________________________________

Name of Your Family Dentist:___________________________________________Date of your last visit to this dentist:_______________________________________

Dental Specialists who have Treated you (Give Names, Treatments & Dates):________________________________________________________________________

Other Orthodontists or Dental Specialists who have treated you:___________________________________________________________________________________

How Many times per day do you BRUSH your teeth?   0  1  2   3+	                  How many times per day do you FLOSS your teeth?   0  1   2+

History Of:		     Specifics of Problems if YES:	        Please Explain any YES answers
Tooth Injury?	 NO    YES	 Chipped  Broken  Lost 	 _____________________________________________________________

Oral Disease?	 NO    YES 	 Ulcers  Sores 	 _____________________________________________________________

Jaw Joint Pain?	 NO    YES 	 Right T.M.J.:	 Constant Periodic	      When You:     Chew   Yawn   Talk   Open Wide 

________________	
			  Left T.M.J.:	 Constant Periodic	      When You:     Chew   Yawn   Talk   Open Wide 
________________	
	 Comments:	 _ _________________________________________________________________________________________________________

			  __________________________________________________________________________________________________________

Jaw Joint	 NO    YES 	 Right T.M.J.:     Click   Popping   Grating _______________________________________________________________
Noises?

	 NO    YES 	 Left T.M.J.:       Click   Popping   Grating

Jaw Joint	 NO    YES 	 Right T.M.J.:     When Open  When Closed _______________________________________________________________
Locking?

	 NO    YES 	 Left T.M.J.:       When Open  When Closed________________________________________________________________

Grinding	 NO    YES 	 During the Day     _____________________ ________________________________________________________________  	
Your Teeth?

			  When Sleeping _____________________  ________________________________________________________________ 

Clenching 	 NO    YES 	 During the Day     _____________________ ________________________________________________________________ 
Your Teeth?

			  When Sleeping _____________________ ________________________________________________________________ 

Bleeding	 NO    YES 	 Usually  Sometimes  Rarely                    ________________________________________________________________
Gums?

			  When Brushing  Flossing  Eating            ________________________________________________________________

Oral	 NO    YES 	 Thumb Sucking  Finger Sucking                 ________________________________________________________________
Habits?			  Tongue Thrusting  Nail Biting                     _ _______________________________________________________________

Other Oral 	 NO    YES	 If YES, please explain:____________________________________________________________________________________	
Problems?			  ______________________________________________________________________________________________________

			  ______________________________________________________________________________________________________

			  ______________________________________________________________________________________________________	

	
Have you ever had:

Periodontal (gums) Treatment?	 NO   YES    What kind of treatment?__________________________________________________________

Orthodontic (braces) Treatment?	 NO   YES    What kind of treatment?__________________________________________________________

Endodontic (root canal) Treatment?	 NO   YES    What kind of treatment?__________________________________________________________

Oral Surgery (jaw surgery) Treatment?	 NO   YES    What kind of treatment?__________________________________________________________

Prosthodontic (crown & bridge) Treatment?	 NO   YES    What kind of treatment?__________________________________________________________

I hereby certify that I have reviewed the above material and that it is accurate to my knowledge at this time. If 
there are any future changes in this information I will notify Dr. Dailey’s Office.

____________________________   ____________________
Signature of Person Filling Out This Dental History ➡        Date this history was completed
  

____________________________  _ ___________________  
Signature that the examination DOCTOR reviewed this history ➡           Date of interview and DOCTOR review of this history

________________________________
Signature of the T.C. who reviewed this dental history

_____________________________________________________________ 	
Date above T.C. reviewed this dental history
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