






Manor College 
Manor Dental Health Center 

Dental History 
 

NAME_____________________________________________________ DATE______________ 
 
ADDRESS___________________________________________________________________________ 
 
 1 Reason for this appointment 

 
 

2 When was your last dental appointment?  What was done? 
 

3 How often do you visit the dentist? 
 

 

4 When was your last dental cleaning? 
 

 

5 When were your last dental x-rays taken?  How many?______ 
What type?_____________ 
 

6 Are you experiencing any dental 
discomfort or have a dental condition 
requiring immediate attention? If yes, 
please explain 

 

7 If you could change anything about your 
smile, what would you change? 
 

 

 
  YES NO COMMENTS 
8 Do your gums bleed?    
9 Do any of your teeth feel loose?    
10 Do you feel you have bad breath?    
11 Do you have any unpleasant taste in your mouth?    
12 Are your teeth sensitive to: 

                                            Temperature (heat, cold)? 
   

                                              Sweet-sour?    
                                              Pressure?    
13 Does food get caught between your teeth?    
14 Do you have any sore spots or lumps in or around your 

mouth? 
   

15 Does your jaw click, pop, or slide or hurt on opening, closing or 
chewing? 

   

16 Do you clench or grind your teeth?    
17 Do you or have you worn any dental appliances? (orthodontic, 

dentures, bite guards) 
 

  Type: 

18 Do you have dental implants? 
Name of dentist who placed them: 
 

  Type 

19 Have you ever had periodontal (gum) treatment? 
 

  Type: 

20 Have you ever had orthodontic treatment (braces)?   When? 
How long? 

21 Do you frequently bite your lips or cheeks? 
 

   

22 Have you had problems associated with past dental work?   ___prolonged bleeding 
___difficulty getting  
       numb 
___unhappy with over- 
      all dental care 
___other, please specify 
 
 

3/07; 8/07 



 
  YES NO COMMENTS 
23 Have you had adverse reactions to local anesthetics or latex 

gloves? 
   

24 Do you presently take, or have you in the past taken: 
         Fluoride tablets/supplement? 

   

          Vitamins with fluoride?    
          Fluoridated water?    
          Herbal supplements?    
          Vitamin/mineral supplements?    
25 Do you use any of the following fluoride products? 

          Fluoride mouthrinse 
   

           Toothpastes with fluoride    
            Brush-on fluoride gels    
26 Do you ever: 

            Clench or grind your teeth? 
   

             Chew on one side?    
             Breathe through your mouth?    
             Use chewing tobacco or snuff?    
             Other oral habits (bite nails or foreign objects, suck  

            fingers, etc)? (Circle one) 
   

27 Do you play contact sports?    
28 Do you wear a mouthguard?    
29 What type of oral health care aids to you use? Please list type and frequency? 

 
 
 
 

30 How frequently do you “snack”? Number of times per day: 
 

31 Please list types of snacks you prefer: 
 
 

32 How long do you think you can keep your teeth? 
 

33 If you were to lose your teeth, what do you think the cause would be? 
 
 

34 How would you know if you had gum disease? 
 
 

35 Where are “mouth germs” located? 
 

36 How can you keep your teeth for a lifetime? 
 
 

 
3/2007; 8/07 
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