Nigel R. Morgan, DDS


Name​​______________________
420 Fifth Avenue West, Suite #200



Hendersonville, NC  28739


Date_______________________
(828) 693-3949
Questions About Your Previous Dental History

Circle Yes or No

1. Do you have any pain in your teeth or mouth because of heat, cold or sweets?  Yes  No      Do you have pain in any part of your mouth or in any tooth while biting or chewing? Yes No    If so, where?
2. Does food catch between your teeth?  Yes  No                                                                         If so, where?
3. Do you have a tired feeling in your face while chewing or at the end of the day after considerable talking?  Yes  No                                                                                                 Do you clench your teeth during the day?  Yes  No                                                               Have you been made aware of clenching your teeth during the night?  Yes  No
4. Do you have ringing or pain in your ears?  Yes  No                                                                Do you have discomfort in your jaw joints (TMJs)?  Yes  No
5. Are you in the habit of biting your nails or any other hard object?  Yes No
6. Have you smoked in the past?   Yes  No                                                                                  Are you a smoker now?   Yes  No                                                                                                       If so, would you like to try to quit?  Yes  No
7. Do you go to the dentist regularly?  Yes  No                                                                           When was the last time you had full-mouth X-rays made?                                                    How often do you have your teeth cleaned (prophylaxis)?
8. How often do you brush your teeth?                                                                                        Do you brush your teeth vigorously or lightly?                                                                         Do you avoid any part of your mouth while brushing?  Yes  No                                                  If so, which part?                                                                                                                     What toothpaste do you use?                                                                                             Which mouthwash, if any?
9. Have you ever had professional instructions on toothbrushing and flossing?  Yes  No         How often do you floss your teeth?                                                                                       What other devices (if any) do you use to clean between your teeth?
10. Do your gums bleed, either while chewing or brushing or at any other time?  Yes  No             If so, when?                                                                                                                               Do your gums feel irritated, tender or swollen?  Yes  No                                                      Have you ever had treatment for periodontal (gum) disease?  Yes  No
11. Do you know that extensive destruction of the bone under the gums can take place before you are aware of it?  Yes  No
12. Have you ever had any teeth removed? Yes  No       How long ago?  ________years             If these missing teeth were not wisdom teeth (third molars) were they ever replaced? Yes  No If not, why weren’t they ever replaced?
13. Have you ever had orthodontic treatment (braces)?  Yes  No

14. Have you noticed any wear of your front teeth over the past five years?  Yes  No
15. What oral and dental health concerns do you have?
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