
 

NAME: ________________________________________________________________________DATE: ________________ 

ADDRESS:______________________________________________City____________________State____Zip__________ 

Date of Birth:___________________     SS#:___________________   Employer:__________________________________ 

Phone Contact:  Home____________________  Work____________________   Cell_______________________________ 

What name would you like us to call you?  __________________________email:________________________________ 

How were you referred to our Practice?___________________________________________________________________ 

Please describe the reason for your consultation: 

______________________________________________________________________________________________________ 

____________________________________________________________________________________________ 
What is the most important thing to you about your future smile and dental health? 
____________________________________________________________________________________________ 
If you could whiten your teeth for a cost anyone could afford, would you do it?   Yes  No (circle one) 
If I could change my smile, I would: 

__ Make them whiter 
__Make them straighter 
__Close spaces 
__ Replace metal fillings with tooth colored restorations 
__Repair chipped teeth 

__ Replace  missing teeth 
__ Replace old crowns that don’t match 
__ Have a smile makeover 

On a scale of 1-10, with 10 being the highest rating: 
How important is your dental health to you? 
1 2 3 4 5 6 7 8 9 10 
Where would you rate your current dental health? 
1 2 3 4 5 6 7 8 9 10 
Where do you want your dental health to be? 
1 2 3 4 5 6 7 8 9 10 

When was your last dental check up? ____________ Cleaning? _________ Oral Cancer Screening?______ Xrays?________ 

Who is/was your regular/previous dentist?  _________________________ Why did you leave?_________________________ 

What is the most important thing to you about your visit TODAY? 
_________________________________________________________________________________________________________ 

Have you noticed or has any dentist or hygienist ever said that you: 

Bleeding gums    □ Yes  □ No 

Grind your teeth   □ Yes  □ No 

Clicking or popping jaw  □ Yes  □ No 

Jaw Pain or tiredness  □ Yes  □ No 

Pain around ear   □ Yes  □ No 

Headaches      □ Yes  □ No 

Loose or broken teeth or fillings    □ Yes  □ No 

Food collection between teeth    □ Yes  □ No 

Sores, blisters or growths     □ Yes  □ No 

Bad Breath       □ Yes  □ No  

Sensitivity to: □  cold        □   heat □   sweets □ when biting or chewing 

Would you like to know your options to:  □ Improve your smile    □ Look younger   □  Keep your teeth 
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GETTING TO KNOW YOU 
Dr Stephanie W Teichmiller, DMD 

1316 Somerville Rd SE  Suite 2, Decatur, AL 35601 
Phone:  256-350-5820  Fax:  256-353-3117
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