
 

 
 

DENTAL HISTORY 
 

Your Chief Complaint: ________________________________________________ 
 
            _________________________________________ 
 
Are you experiencing pain at this time?   Yes  No   

(If not, please go to the next page) 
 
1. Can you point to the tooth that is causing the pain? Yes  No 
 
2. When did you first notice the pain? _________________________________________ 
 
3. Did your symptoms occur suddenly, or gradually? _____________________________ 
 
4. Frequency of pain:  Constant  Intermittent  Occasional 
 
5. Quality of discomfort: Sharp   Dull   Throbbing 
 
6. Intensity of pain: On scale 1-10 (1=mild 10=severe) ___________________________ 
 
7. Is there anything that relieves the pain?   Yes  No 
  If yes, what? __________________ 
 
8. Is there anything that triggers the pain?   Yes  No 
  If yes, what? __________________ 
 
9. When eating or drinking is your tooth sensitive to: Hot Cold Sweets 
 
10. Does your tooth hurt when you bite down or chew?  Yes No 
 
11. Does it hurt if you press the gum tissue around the tooth? Yes No 
 
12. Does a change in posture (lying down or bending over) cause your tooth to hurt?  
         Yes No 
 
13. Has a filling or crown been placed on this tooth recently? Yes No 
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14. Prior to this appointment, has root canal therapy been initiated on this tooth?  
Yes No 

 
 
Have you ever had a root canal done before?  Yes  No 
  If yes, how was the experience? _________________________________ 
 
Who is your dentist? ______________________ 
 
1. How long has it been since your last cleaning?________________________________ 
 
2. Have you lost any teeth in the last year?   Yes  No 
  If yes, why? _________________________________________________ 
 
3. Have you ever had orthodontic treatment (braces)? Yes  No 
 
4. Have you ever been treated for gum disease?  Yes  No 
  If yes: why and when? _________________________________________ 
 
5. Do you have any lumps in or near your mouth?  Yes  No 
 
6. Have you had any head, neck, jaw, or teeth injuries? Yes  No 
 
7. Do you suffer anxiety before or during dental visits? Yes  No 
 
8. Have you ever been sedated for dental treatment?  Yes  No 
 
9. Do you grind your teeth?     Yes  No 
 
10. Do you wear a night guard?    Yes  No 
 
 
Is there anything else we should know about you teeth, gums or sinuses? 
 

___________________________________________________________ 
 
___________________________________________________________ 
 

Is there anything you would like to tell us, to make your experience more comfortable? 
 
 ___________________________________________________________ 
 
 ___________________________________________________ 

 
 

Signature: ________________________________ 
 
Date:         ________________________________ 


