Please Indicate An Answer For Each of the Following Questions:

Grind Teeth: No Possible Present Past
Bite Cheeks: No Possible Present Past
Tongue Thrust: No Possible Present Past
Mouth Breather: No Possible Present Past
Eating Disorder: No Possible Present Past
Thumb Sucking: No Possible Present Past
Toothpicks: No Frequently Occasional Past
Chewing Gum: No Frequently Occasional Past
Candy: No Frequently Occasional Past
Soft Drinks: No Frequently Occasional Past
Cigar/Cigarette: No Frequently Occasional Past
Pipe: No Frequently Occasional Past
Chewing Tobacco: No Frequently Occasional Past
Nail Biting No Frequently Occasional Past
Other Habits:
Please Circle Yes or No For Each History Question:
Are Your Teeth Sensitive To:
Hot/Cold: No Yes
Biting/Chewing: No Yes
Sweets: No Yes
Have you Ever Had:
Orthodontic Treatment: No Present Past
A Bite Plate/Guard: No Present Past
Periodontal Treatment: No Yes
Oral Surgery: No Yes
Serious Injury to Mouth or Head: No Yes
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