PATIENT ASSESSMENT FORM

Oral Health Infor 1Lat

Shan 2 Wacl Part ibine

n Adult Yes | No DENTAL CHARTING
Do you gag easily? | ﬁ
Do you wear dentjifes Ol &
Does food catch Hetwden your teeth? Ooa
Do you have diffici|ty § chewing your food? m |
Do you chew on oply ofie side of your mouth? Ol|a
Do your gums blepgl edsily? oA
Do your gums blegd wllen you floss? O |41
Do your gums fee} swdllen or tender? O~
Are your teeth sepsitige? O\ A
Do you take fluor{de sfpplements? Ol:A
Do you prefer to spive Wour teeth? 10O
Do you want completddental care? = O
Oral Health Informatn Pediatric/Child Yes | No
Does your child usk a tibothpase with flouride in it? 110
Do you help your dhild fith toothbrushing? O|g
Have your child experirge in a dental treatment?
Have your child evel hall cavities? alg
Does your child coplaih of mouth pain? | E
Does your child take a Hpttle to bed? 1] El
Does your Child loygs tdleat foods like Chocolates, candy, snacks a lot? Oo|ga
Does your child gujns bfeed easily? 0
Health Informatipn fdr TMJ Yes | No Category | 0 = healthy | 1= changes | 2 = unhealthy | Score
Do you clench or g} nd §our jaws frequently? i [ Lips Smooth, Pink, | Dry, chapped, | Swelling or lump
Do your jaws ever feel dred? Oolo Moist red at corners | ulcerated at corners
Does your jaw get pflicigiso that you can’t apen freely? i | B Toi Normal, | Patchy, fissured, | Patch that is red &
Does it hurt when ybu dhew or open wide to take a bite? Ood EHE Moist, Pink red, coated | ulcerated, swollen
Do you have earachis dff pain in front of the ears? a1 - - - .
Do you have any jgwl hedaches upon awaking in the morning? ] O ?ﬂ'l';?je% P'Et;;ﬂ?#t’ su?gﬁ:: T’{;&E;h Gi:gr:?feglﬁeeg:gs
Do you find jaw palii orfiscomfort extremely frustrating /depressing? 10
Do you have a temfiorofhandibular (jaw) disorder (TMD)? BN Saliva M“{;tagsr;“esr L?&Tégiﬁr‘;t;seﬂzﬁt r%"g:;&";gﬁ:gt
Do you have pain ip thefface, cheeks, jaws, joints, throat, or temples? i O O
Are you unable to ppenfyour mouth as far as you want? s 8 Natural | No Decayed/ | 1to 3 decayed /| 4 or more decayed
Are you aware of ilelEmfortable bita? Ol0 Teeth | BrokenTeeth | 1brokenteeth | &broken teeth
Have you had .a blqw tofthe jaw [traflma]? b Denturefs)| MNoBroken | g o s | Morethan 1 broken
Are you a habitual pum hewer or pipe smoker? | Areas
FALL RISK ASSESSMENT
Falls are common for §5yrs of age and older. Points| Yes | No
Do you fallen in th¢ pash years? 2 Oo|lg
Are you using or advice fo use cane or walker? 2 B 1VEY
Are you lose a balance While walking? 1 | YO U R
You Worry about f3lling 1 i ) | FALL RISK 4
Do you use your arfri/s 0 push your self from a chair? 1 142
Do you have troub q stefping up onto a crub/steps? 1 Y
Are you sways whel staiding stationary? 1 Oa 0 1 z 3 4 5 6 7 8+
Do you take short parrofy step? 1 Oo|g
Are you stamble often ¥ look at the ground when you walk? 1 o
Do you frequently have fo rush to the toilet? 1 e o i
Do you have lost sgme feling in one or both of your feet? 1 O(g Drf'“Pad rl"“P‘Yr'\tO o
Do you take any m¢dicaion to feel light headed or sleepy? 1 E [ .’? Gene ral Dentht
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