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8. ARE Y OURDEETH SEN STV E T B NG OR G HEW NG PRES S R E 2 e s YES NO
/e XSO YT i RN SR T == R {EMSIERE (BN caomandonmaanneaananenronsinnancasnmmnmarmonmancosoeoanas 00 e bHaasaCasaa0mD YES NO
WHEN DO YOU BRUSH?
HOW DO YOU BRUSH?
8- PO YOUUSE DENTALEEOSST s i s o i G e D e e S R e e YES NO
9. DOYOU USE ABETWEEN THE TEETH STIMULATOR? e i it et i e retivi s o, YES NO
0 ) Y@ b ) S A AT E R T ©) (& T A B R T T ] YES NO
11 :DEXOURIGUMSIBEEERZ. liets slen et e s e YES NO
IF SO, WHEN DO THEY BLEED?
120 BONYEU EATBERMVEENIMEABS 2R eiiare s i e i e i e e YES NO
133D EYOUBRUSH YO U R EE T AR E R S N A G K S YES NO
4SO ESIECE AV EEG BB TNV EE N e R T T e YES NO
IF SO, WHEN
S B ) Y O L I E N G @ R G R N B Y G R T T e YES NO
IF 8O, WHEN
6 AV E Y O BV E R A DG M R E AT N B N T e YES NO
IF SO, WHEN
AT M E S DO Y @ R Bl G AN B A D B R B AT e e e e e e o e e et YES NO
18 AT M E S R Y @ L N G T & BB A ) A ST E | N Y G RN ) BT e YES NO
{119 ) ) N O A A e A N N ) B A B N ) Y R A R et YES NO
20. DO YOU HEAR POPPING, CLICKING, OR SNAPPING NOISES WHEN YOU CHEW? ........cccvvvnvvnnnnn. YES NO
ZITAREYOU AWARE'OEANY SWEEEINGIGRIEUME N YO R IM @ H 2 i s i YES NO
22. DO YOU HAVE ANY OF THE FOLLOWING HABITS:
THUMBSUNGIRING oo it disiowaits s st it s it su e oo s b St o o e o S YES NO
EINGERCSUCKING - B ot it s L e i i i e YES NO
CHEEK QR TONG U E I CH EWIN G e f i e b s s e sl e s e Mo s e YES NO
7 EMW I NGRE EANNEE) B E T (N A S B TN 8 S | G T e N SO S e YES NO
2 DY @ AN E A N E E AR O R R A | N G N I S T R Y ) ) I 7 e YES NO
2 [pXe) AR N TR =] SR 1o [ N RV E =] = ) YAO) Bl IRl HE [ WA= oossanionnesanmnosssnantmambooneenosnmnas ot YES NO
25 B ) Y O N A N T AN @ B e I Y B N T R S s e YES NO

26. HOW LONG HAS IT BEEN SINCE YOU HAVE BEEN TO A DENTIST?

27. WHEN WAS THE LAST TIME YOU HAD XRAYS?

28. WHAT WAS DONE THEN?
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