PATIENT ASSESSMENT FORM

Oral Health Infanrlat bn Adult Yes | No DENTAL CHARTING

Do you gag easily? {1 Q

Do you wear denth 0|

Does food catch hatwilen your teeth? O &

Do you have diffiquity jh chewing your food? O|l=

Do you che;won anly dhe side of your mouth? O

Do your gums bledd efisily? £ L2

Do your gums blegd wiien you floss? =]

Do your gums fee*l swdlllen or tender? O|l=

Are your teeth SE'Iﬂsiti o? R

Do you take fluorfle Jipplements? mll

Do you prefer to 4ave four teeth? E’ [

Do you want cony dental care? EI’ M

Oral Health Infodmat§pn Pediatric/Child Yes | No

Does your child ugd a tfoothpase with flouride in it? O|g

Do you help your ¢hild fith toothbrushing? O(a

Have your child experifte in a dental treatment? al|lg

Have your child eviar hal cavities? 0|0

Does your child carmipldn of mouth pain? a0

Does your child take a §pttle to bed? Ol

Does your Child lojgs t§ eat foods like Chocolates, candy, snacks a lot? O|1g

Does your child gums Heed easily? Oolg

Health Informatipon f@r TMJ Yes | No Category | 0 = healthy | 1 = changes | 2 = unhealthy | Score
Do you clench or grind Jour jaws frequently? ajg Lips | Smooth, Pink,| Dry, chapped, | Sweling or lump
Do your jaws ever ffeel fired? 0l 0 Moist red at corners | ulcerated at comers
Does your jaw getstucliso that you can’t open freely? 0|0 T Normal, | Patchy, fissured, | Patch that is red &
Does it hurt whenyou ghew or open wide to take a bite? HERN BU€ 1 Moist, Pink red, coated | ulcerated, swollen
Do you have earachies g pain in front of the ears? L - - - .
Do you have any jqw hgadaches upon awaking in the morning? I ] ?—'t"sgfe% P'E',‘,;Qﬂ?,'f‘* w?m:: Enrcﬂgzth Gse‘;‘frﬁ?geﬂ"ﬁsﬂi,"gs
Do you find jaw pdin orfdliscomfort extremely frustrating /depressing? N

Do you have a tenfpordihandibular (jaw) disorder (TMD)? i A Saliva Mo&;:‘;ﬁues, L?rﬁesgih\ég?eﬁ;’t #;::L':‘;g;fﬁ:&'t
Do you have pain i thfface, cheeks, jaws, joints, throat, or temples? =i |

Are you unable to pperfiyour mouth as far as you want? Olga Natural | No Decayed/ | 1to3 decayed / | 4 or more decayed
e you Bre ot § LibFEbla biaT 0Ol 0 Teeth Broken Teeth | 1 broken teeth | & broken teeth
o you e .a Difty St [aw [tra*flma]? 0|0 Denture(s)| No Broken 1Broken Area | More than 1 broken
Are you a habituallgum§hewer or pipe smoker? 1D Areas

FALL RISK ASSESSMENT

Falls are commor| for §5yrs of age and older. Points| Yes | No
Do you fallen in thi|padl years? 2 Y
Are you using or aglviceflo use cane or walker? 2 B | E
Are you lose a baldrice fhile walking? 3 i i YOU R
You Worry about f3lling 1 oo FALL RISK p—
Do you use your afm/s §p push your self from a chair? 1 i i
Do you have trouble stdbping up onto a crub/steps? 1 3B
Are you sways whdn stdhding stationary? 1 El | El
Do you take short firrdiiv step? 1 E1 |
Are you stamble often df look at the ground when you walk? 1 il 1 O
Do you frequently hiavelfo rush to the toilet? 1 O
Do you have lost s¢me feling in one or both of your feet? 1 E 1E WW i
Do you take any mpdiclion to feel light headed or sleepy? 1 E {9 G.eneral Dentist
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