N~

o\

Smi‘e for Li{:e Dcntal
M~
Continuing Care APPointmcnt uPdatc

Name (Plcasc Pn’nt) Date

Has there been any changcs in your medical History since your last visit with the hggicnist’?

D ch D No IF yes, Plcasc cxPIain:

Are you taking any new medications?

D Yes D No IF yes, Plcasc cxplain:

Do you have any Problcms with cold sores or canker sores?

D ch D No ]Fgcs, Plcasc cxPlain:

Arc you having any Prob|cms or concerns with any dental work rcccntly complctcd’?

ch [:] No l{:ycs, P]casc cxplain:

Do you have any qucstions, concems, oris there :'anything you don't’ like about your smile?

D Yes D No lf yes, Plcasc cxplain:

Do you wish you had whiter teeth?
D Yes [:] No |f yes, P‘casc cxplain:

Would you like to discuss/evaluate any oPtions to enhance your smile?

‘___] Yes D No l? yes, Plcasc cxPlain:

Do you notice your gums blccding on occasion?

[:’ Yes D No IF yes, Plcasc cxP]ain:

Havc you ever dealt with bad breath Prob]cms?
D ch D No ]\C yes, Plcasc cxP!ain:

10. Do you smoke or chew tobacco?

D Yes D No H:HCS, Plcasc cxplain:

1. Wou]cl ou like to discuss oPtions to hclp you quit’?

Yes D No ]{:Hcs, Plcasc cxP]ain:

1 2. Do you or any members oFyourFamilg snore?

D ch D No ]chs, who?

13. Have you noticed any sore spots or tender areas in your mouth?

D Yes D No [ yes, P]casc cxPlain:

14. Rate your brushing habits on a scale 1—%10:

poor | 2 3 4 5 6 7 8 9 10 excellent

15. Rate your Flossing habits on a scale 1—p 10:

poor 1 2 3 4 5 6 7 8 9 10 excellent

16. To your knowlcdgc, do you clench orgrincl your teeth?

D ch D No IFgcs, Plcasc cxplain:

17. Are there any concems rcgarding your overall treatment you would like to share?

D Yes D No | yes, Plcasc cxP]ain:

18. |s there anything we can do to make your cxPcn'cncc at 5milc for Lif:c Dental better?

D Yes D No [f yes, Plcasc cxP]ain:




