Acquaintance Form

Please answer the following questions about your dental health: 
1. My Mouth is: 
a. Very comfortable
b. Moderately comfortable
c. Uncomfortable
2. I: 
a. Think the appearance of my mouth is excellent
b. Am satisfied with the appearance of my mouth
c. Am dissatisfied with the appearance of my mouth
3. I: 
a. Will do anything to keep my natural teeth
b. Want to keep my teeth, but have a certain budget of time and money that I am willing to spend on them. 
c. Don’t care whether I keep my teeth or not
4. I: 
a. have set goals for my oral health with my referring dentist
b. want to set goals concerning my dental health
c. never set goals concerning my dental health and don’t want to know
5. I: 
a. Have always done the best that was recommended to me
b. Have not done what dentist have recommended for me
c. Rarely go and don’t care much about having dental work completed
6. I have: 
a. Put dentistry for my self and my family high on the priority list
b. Put dentistry for myself and family low on the priority list
c. Dentistry is on my list but is hard to find
7. I think my present state of dental health is: 
a. Excellent
b. Good
c. Fair
d. Poor
8. I aspire to a mouth with 
a. Excellent health
b. Good health
c. Fair health 
d. Poor health 
Are you apprehensive about dental treatment?								
These are the things that are important to me about my dental health: 																		
What are some questions about dentistry and oral health that you have never had adequately answered?																									
When you were a child (3-18) did you have a lot of decay and fillings? Please describe. 																 
Have you had a lot of decay or repair in the past 5 years? Please describe.																	
Have you had a lot of dentistry completed in your mouth? Please describe.																	
Have you had any root canals? If so, how many? 	
Have you had gum surgery? If so, how many times?	
Have you had orthodontic treatment? If so, how many times? 		
Have you had TMJ or head and neck or back pain? If so, what treatment have you had? 																
Have you had cosmetic dentistry completed? If so, is it to your satisfaction?																	 
Overall, have you been satisfied with the type and quality of dental care provided to you? 															
Are you now in discomfort and requiring immediate attention? 						
Are you under the care of a dentist? 									
Date of last visit?				
Present Dentist:					 	Former Dentist:				
Address:						Address:				
Phone: 						  	Phone:					

Do you have or have you ever had any of the following:
Orthodontic treatment		Gum treatment		Oral surgery 
Root canal treatment		Crowns and bridges	Sensitive teeth
Jaw fractures			Jaw surgery		Partial dentures
Dentures			Dental implants		Mouth swelling
Saw jaws or jaw pain		Jaw popping, clicking, locking
Bite grinding or bruxism
Bite treatment
Burning of the mouth
Tumors 
