PATIENT NAME:

THE SM LE CENTER DATE OF BIRTH:

FAMILY DENTISTRY
“DENTAL DESTINY” Adult Evaluation Questionnaire

Please answer the following questions regarding the PATIENT to the best of your knowledge:

Are you aware of any cavities that you presently have?
[1ves LINO

Do you have any missing teeth (other than wisdom teeth)?
[1ves LINO

Do/did either of your parents wear dentures?
[lyes [LIno

Do you have any existing medical conditions?
Clyes CINO If YES, please explain:

Does your mouth ever feel dry, or do you have difficulty swallowing?
Ldyes LINO  IfYES, how do you relieve it?

Do your gums bleed?
[lyes [LIno

Do you drink sweetened beverages (juice, soda, tea, coffee) or snack between meals?
Clyes CINo If YES, how many times per day?

Do you drink milk or eat cheese daily?
Clyes CINo IFNO, howoften______andhowmany_________ servings per week?

Do you chew gum?
Clyes CINo If YES, what kind? Dsugar—free ] non-sugar-free [ both

Do you smoke or use tobacco?
Clyes CINo If YES, how often? Cldaily [ social use only

Do you drink alcohol?
Clyes LINO  IfYES, how often? Cl1daily  [social use only [ 2+ daily

Thank you for answering these questions. This will aid us in determining your “Dental
Destiny,” and allow us to guide you in improving your risk factors for dental disease.

> Making smiles easy!




