WE WOULD LIKE TO GET TO KNOW YOU BETTER
Please take the time to answer these questions, so we can concentrate our attention on what is most important to you.

Name: _________________________________




Date: ___________
1.  What is most important to you concerning your teeth? ________________________________________

2.  What has to happen in order for you to feel good about your teeth? ______________________________

3.  If there was one thing you could tell us about yourself that could help us ensure that you have a good  

     experience here, what would it be? _______________________________________________________

4.  Do you get frustrated because you always have something to be treated or repaired when you visit a 

     dentist?  [  ] Yes     [  ] No

5.  Are you dissatisfied with the way your teeth look?   [  ] Yes     [  ] No 

     Please circle: Color / Shape / Spaces / Other ____________
6.  Have any of your teeth ever broken?       [  ] Yes     [  ] No

     Are you worried about this happening?   [  ] Yes     [  ] No

7.  Has the fear of discomfort kept you from regular dental visits?   [  ] Yes     [  ] No

8.  Do you find that the finances required to return your mouth to excellent dental health are a major 

     concern?    [  ] Yes     [  ] No
9.  Do you ever avoid any part of your mouth when you brush your teeth?  [  ] Yes     [  ] No

10. Do you have an unpleasant taste or odor in your mouth?  [  ] Yes     [  ] No

11. Do you frequently snack between meals on sweets or gum?                 [  ] Yes     [  ] No

      Do you frequently drink soda, fruit juice or sweetened tea or coffee?  [  ] Yes     [  ] No

12. How often do you:  Brush __________  Floss _______________  Use Mouth rinse ___________?

      When was your last: Dental Visit _______  Cleaning ___________  X-rays ___________?

      Have you ever been told you have gum disease?     [  ] Yes     [  ] No

PLEASE HANDLE ME WITH CARE
Please put a check mark in the box next to the statements that concern you or describe how you feel.

[  ] I gag easily.

[  ] My teeth are very sensitive. 
[  ] I don't like cotton in my mouth. 
[  ] I don't like the noise of the drill, dental instruments or tools.

[  ] I don't like being left alone in the treatment area. 
[  ] In the past, I have had difficulty getting completely numb.
[  ] I have difficulty listening and remembering what I hear while sitting in the dental chair.

[  ] I have not been to the dentist for a long time and I feel uncomfortable about what you will say or think  

      about my teeth and my dental hygiene.
[  ] Other:  __________________________________________________________________________
