




           
 
Today's date ________Patient Name ____________________________ Date of birth ____________ 
 

SMILE SURVEY 
 
At Total Dental Care, we believe in caring for the total health of our patients. That means watching out 
for warning signs of potential dental problems, as well as potential health problems.  Please circle YES 
for anything you wish to discuss with the doctor: 
 
How long has it been since you’ve last seen a dentist?    
What brings you in today? _____________________________________ 
Are any of your teeth sensitive to hot, cold, biting pressure or sweets?  Yes  No 
Do your gums bleed when you brush or floss?     Yes  No 
Have you ever been told that you have periodontal (gum) disease?  Yes  No 
Are there areas in your mouth that you avoid chewing on?    Yes  No 
Do your jaw joints click, pop or cause pain?     Yes  No 
Are you aware of any nighttime clenching or grinding of your teeth?  Yes No 
Do you have frequent headaches, tension headaches, or migraines? Yes No 
Are you missing any teeth?        Yes  No 
Do your teeth show signs of chipping and wear?     Yes No 
Do you use tobacco of any kind?       Yes  No 
 If yes, in what form?___________ How often? ____________ 
Have you ever been told you have the HPV16 viral infection?   Yes No 
Do you snore?         Yes No 
Are you tired, fatigued or sleepy during the day?    Yes No 
Do you have high blood pressure?       Yes  No 
Do you ever choke or gasp for air while you sleep?    Yes No 
Have you ever been diagnosed with Obstructive Sleep Apnea?   Yes  No 
 If yes, do you wear a CPAP?       Yes  No 
Do you wish your teeth were straighter?      Yes  No 
Do you have spaces that you don’t like?     Yes No 
Do you wish your teeth could be whiter?     Yes No 
Are there old fillings, crowns or other dental work that you don’t like? Yes No 
 If yes, please explain       
Are you experiencing any dental problems at this time?    Yes No 
 If yes, please explain ______________________________ 
 
What are you looking for in a dental office?       
 
Why did you leave your last dentist?        
 
If time and money were not an issue, what would you want to change about your smile? 
            
            





 

TOTAL DENTAL CARE 

 

Appointment Policy 
 

 

We do our best to be respectful of your time when you are in our office. We strive to seat 

you at your specified appointment time, and to complete your treatment in a timely 

manner.  In order to do that, we do not “double-book” in this office; when you make an 

appointment with us, we reserve a room and a team member exclusively for you.    

 

For this reason, it is very important that you respond when we contact you to confirm an 

appointment with us.  Our convenient online confirmation system allows you to confirm 

your appointments by text message or email.  Or if you prefer, we can call you on the 

phone.  Regardless of the method,  we need you to respond to confirm your 

appointment.  If you do not respond, we reserve the right to cancel your appointment 

and give the spot to someone else who needs it. 

 

We request at least 48 hours notice of a cancellation or change in appointment.    

  

For missed appointments, or appointments canceled the same day, there will be a $100 

per hour broken appointment fee. 

 

Having said this, we understand that emergencies sometimes occur.  If there is a 

legitimate emergency that prevents you from keeping your appointment, please let us 

know and we will gladly waive this fee. 

 

Please sign below to indicate that you have read, and agree to follow, this policy: 

 

 

PRINT patient name _________________________  Date _____________ 

 

 

SIGNATURE of patient (or parent/guardian) __________________________________ 
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