(
BRITE %; SM I L E. Health History Form  pwe

Name: Sex: BirthDate: ___ [/ _ /(
Address: City:

State: Zip: Home Telephone: - Business Telephone: -

Email:

In Emergency, Contact: Telephone: -

Family Physician: Telephone: -

General Dentist: Telephone: -
Employer: Occupation:

YOUR DENTAL HISTORY - Please indicate if any of the following items apply to you: V¥

O Do you have O Do you have O Do you have O Do you have QO Do your gums

any cracked any fillings in teeth with receded gums? bleed when
teeth? your front extensive wear? brushing or

teeth? flossing?

Please indicate the date of your ]asr. dental exam/visit: __/___/___, or circle the approximate time period since your last dental visit:
0-3 months  4-6 months  7-12 months 12 months or longer
Rate (circle) your dental anxiety level: High Average Low None

Rate (circle) your thermal sensitivity of your teeth to hot or cold: High  Average Low None

Have you used any teeth whitening products in the past? (circle) Yes/No If yes, what product and what was
the result?

Please list any current dental needs that you are aware of:

YOUR MEDICAL HISTORY

Please check the corresponding box if the answer is yes to any of the following: W { For Office Use Only)
PD Cust. Number:
T/SA o
SNC Source Code:

NSHC !




