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1255 Willow Pass Road ● Concord, CA 94520 ● Phone: (925) 680-4444 ● Fax: (925) 680-4443

Name: _______________________________________________
Date: ___________________________________
Your Teeth
When you see your smile in the mirror, do you like the way your teeth look?                

    ( Yes    ( No
If you had a magic wand, would you change anything about your smile?            

                 ( Yes    ( No

If so, please describe how you would like your teeth to look: __________________________________________
             ____________________________________________________________________________________________________
Do you have any silver mercury fillings that show or concern you that you would like changed?   
    ( Yes    ( No
Would you like to easily whiten your teeth? 







    ( Yes    ( No
Do you have crowns that do not match your natural teeth, or that you are unhappy about?             ( Yes    ( No
Do you clench or grind your teeth? 








    ( Yes    ( No
Are you interested in information about halitosis or bad breath? 




    ( Yes    ( No
Dental Information
Do your gums bleed when you brush? 





 

    ( Yes    ( No
Are your teeth sensitive to any of the following:

 FORMCHECKBOX 
 Hot             FORMCHECKBOX 
 Cold            FORMCHECKBOX 
 Pressure            FORMCHECKBOX 
 Sweets           FORMCHECKBOX 
 Other: _______________________________________
Do you have any fears about dental work? 







    ( Yes    ( No
How long ago was your last dental visit? ____________________________________________________________________
What was done at that visit? _______________________________________________________________________________
How would you describe your current dental problem? ______________________________________________________
How do you feel about the appearance of your teeth? ______________________________________________________
Our Office
What do you look for in a dentist? __________________________________________________________________________
____________________________________________________________________________________________________________
How could I make your dental experience with me better than your previous ones? ___________________________
____________________________________________________________________________________________________________
What days of the week/time of day do you prefer for your appointments?

 FORMCHECKBOX 
 Monday           FORMCHECKBOX 
 Tuesday           FORMCHECKBOX 
 Wednesday           FORMCHECKBOX 
 Thursday           FORMCHECKBOX 
 Friday

 FORMCHECKBOX 
 Early Morning            FORMCHECKBOX 
 Morning            FORMCHECKBOX 
 Mid-Afternoon            FORMCHECKBOX 
 Late Afternoon

Any other questions, comments, or concerns?

If so, please explain: ________________________________________________________________________________

____________________________________________________________________________________________________________
