
□ Grinding Teeth

□ Loose Teeth or  Broken Fi l l ing

□ Periodontal  Treatment

□ Sores  or  Growths in  Your Mouth

□ Sore Facial  Muscles                   

   

□ Sensi t ivi ty  to  Hot

□ Sensi t ivi ty  to  Cold

□ Sensi t ivi ty  When Bit ing

□ Sensi t ivi ty  to  Sweets

□ Wear  a  Night  Guard

□ Headaches or  Neck Aches

 

Name  _______________________________________________________                 
 Firs t             Mi.                            Last

  

Reason for  Today’s  Visi t  _______________________________________________________________________

Date of  las t  exam            _____/_____/_______                    Date  of  las t  dental  X-rays  ____/_____/______

How often do you brush? _______________________________________________________________________

What  type of  toothbrush do you use?   □ regular            □ electr ic

How often do you f loss?  _______________________________________________________________________

Do you use mouthwash or  some other  type of  r inse?  □ Yes    □ No   Descr ibe  ___________________________

Do you have any dental  problems now?  □ Yes    □ No   Descr ibe  ______________________________________

_____________________________________________________________________________________________

Have you ever  had an upset t ing dental  experience?  □ Yes    □ No   Descr ibe  ____________________________

_____________________________________________________________________________________________

Have you ever  had:   □ Orthodont ics        □ Periodontal  Surgery         □ Oral  Surgery 

Please check any of  the fol lowing condi t ions that  apply to  you:  

□ Bad Breath                                                                              

□ Bleeding Gums                           

□ Clicking or  Popping jaw                    

□ Food Collect ion between Teeth       

□ Tired jaws in  the morning                           

□ Diff icul ty  in  opening or  c losing the mouth           

□ Other:   

_____________________________________________________________________________________

_____________________________________________________________________________________________

     

Previous Dent is t ’s  Name ____________________________________________________________________

Office Address  ____________________________________________________________________________

City  ____________________________________________   State   _______________  Zip ______________

Telephone  (______)   ___________________________

Healthy Smile Dental PC
Dr Hannah Baek
1920 87th Street

Woodridge, IL 60517
    Phone:   (630) 910-1900 

Fax:   (630) 910-1902 
 HealthySmileDentalPC.com

Dental  History


