JOYFUL DENTAL CARE
Joy Poskozim DDS PC

Integrative Family Dentisiry
4116 W. Peterson
Chicago, IL 60646-6147
(T73)736-1767

_www.joyfuidentalcare.gduﬁ

NAME: DATE: -

\What is the reason for vour visit today?

Date of {ast... o ‘ ,
Denial visit? Dental cleaning? 7 Full mouth %-rays:
What was done at your last denial visis?

Pravious Dentist
Name:
Address:

How often do you have denizl axams?

Phone number:

T
How often do you brush vour teeth? How ioﬁ.en do you floss?

Do you use any other dental aids (Ex: eleciric taothbrush, toothpick, exc)? L]

Do you have any dental problems at this time? Yes Mo

—— t —

if yes, please describe:

MARK ANY CETHEF @lg@‘ﬁ‘ﬂ[\?@ ?fuu ’%A?L %@W @E% HAVE HAD IN THE DAST

Sensitivity: ___Hot ____Cald I Sweé* ! __Biting or chewing __ Pressurs
TR, % ;

Be vou: —__Clanch or grind (.:waka Br aaieup}‘

- Bielipsorchesks - ) 2

___ Moutih breather (awake or asleep, . =5

___ Tired jaws, espemal[y in morning

.iaw pop or click._.

___Smoke ar chew tobéc?:o T

. Get cold sores, blisters or other lesions :

— Natice any loose testh, change in bits, tipped | sr shmed teeth
—_ Notice anv mouth odors or bad tasies

— Notice your gums bieed or hurt

Notice food getting caught between teeth. - | [f yes, where:

Have your parants experienced gum disease or tooth loss?

Have you ever had: — Orihodaontic treatmens?
— Orsl Surgery?
. Periodonial freatmeni?
— Yourteeth ground or bite adjusted?
— A bite plate or mouth guard?
___Asenous injury to the mouth or head?
If yes, pleass describe:

Do you like vour smile? Yes___ No

I¥ no, please explain;



