SOUTHTOWNS DENTAL SERVICES
1497 ABBOTT RD.

LACKAWANNA, NY 14218

825-5020
GETTING TO KNOW YOU

Before your first visit with us, please take the time to answer the following questions so that we can identify the areas where we may better serve you.

Name:_________________________________________________ Date:_______________________________

What name should we call you?________________________________________________________________

Whom may we thank for referring you?__________________________________________________________

Please describe the reason for your initial consultation:______________________________________________ __________________________________________________________________________________________

Why have you decided to deal with this now?_____________________________________________________ __________________________________________________________________________________________

Have you consulted with any other dentist about this? – yes – no.  If yes, what was discussed or done? _____________________________________________________________________________________
Dental History

      YES
         NO
1. Are your teeth sensitive to:

Heat?



 ⁭
   ⁭
Cold?



 ⁭
   ⁭
Sweets?



 ⁭
   ⁭
Biting Pressure?


 ⁭
   ⁮
2. Does food constantly get stuck 

     between certain teeth in your mouth?
 ⁮
   ⁮
3.  Do you get frustrated because you 

always have something to be treated 

or repaired when you visit a dentist?
 ⁮
   ⁮
4. Are you dissatisfied with your teeth 
 ⁮  
   ⁮
in any way?

Please explain__________________________________

5. Are you dissatisfied with the way

 your teeth look? For example: color, 
 ⁮
   ⁮
shape, spaces, etc.

Please explain__________________________________

6. Do you have any fillings that show
 ⁮
   ⁮
 in your front teeth?

7. Do any of your fillings show when 
 ⁮
   ⁮
you smile?

8. If any of your mercury amalgam

 fillings need replacement, would you 
 ⁮
   ⁮
prefer to have more natural,

 tooth-colored restoration instead?

9. Have you ever had any teeth removed?       ⁮
   ⁮
YES
         NO

10. How long have these teeth
 been missing?_______________________________
11. Do your gums bleed when brushing?  ⁭
   ⁮
12. Do you ever avoid any part of the
 mouth while brushing?

⁭
   ⁮
13. Have you been instructed regarding
 poper home care?


⁭
   ⁮
14. Do you have an unpleasant taste 
or odor in your mouth?

⁭
   ⁮
15. Do you smoke?


⁭
   ⁮
16. Do you frequently snack between
 meals on sweets or chew gum?
⁭
   ⁮
17. How often do you brush your 
teeth?_______________________________________

18. How often do you floss?_______________________

19. Do you want to learn to control 
dental disease and retain your teeth?
⁭
   ⁮
20. Has the fear of discomfort kept 
you from regular dental visits?

⁭
   ⁮
21. Are you deeply concerned about
the finances required to return your
⁭
   ⁮
 mouth to excellent dental health?

22. When was your last dental 
appointment?_________________________________

23. What would you have done?___________________

24. How long since your last thorough examination with full mouth x-rays?______________________________

Who is your regular or previous dentist?________________________________________________________
Have you noticed or has any dentist or hygienist ever said that you:

1) Have gum disease (gingivitis) – yes – no

2) Cracked or worn teeth – yes – no 
3) Grind your teeth – yes – no 


4) Loose or broken teeth – yes – no 

5) Clicking or popping jaw – yes – no 


6) Teeth moving out of position – yes – no 

7) Jaw or facial pain or tiredness – yes – no 

Would you like to know your options to: - improve your smile – look younger – keep your teeth

What are your priorities and what would you like to see done now?__________________________________ ________________________________________________________________________________________________________________________________________________________________________________
REMARKS

