
Let’s Get Acquainted 
Robert Moores, DDS 

ADVANCED AESTHETIC DENTISTRY 
www. Mooresdds.com 

 
NAME: ___________________________________________________DATE:_________ 
WHAT NAME WOULD YOU LIKE US TO CALL YOU? __________________________________________ 

PLEASE DESCRIBE THE REASON FOR YOUR CONSULTATION. _________________________________ 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

HOW LONG HAS THIS BEEN GOING ON AND WHAT EVENTS APPLY TO YOUR VISIT? __________________ 

_____________________________________________________________________________

_____________________________________________________________________________ 

WHY HAVE YOU DECIDED TO DEAL WITH THIS NOW? _______________________________________ 

_____________________________________________________________________________ 

HAVE YOU CONSULTED WITH ANY OTHER DENTIST ABOUT THIS? □ YES     □ NO  IF YES, WHAT WAS 

DISCUSSED OR DONE? ____________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

WHEN WAS YOUR LAST DENTAL CHECK UP? _____________________________________________ 

WHO IS YOUR REGULAR OR PREVIOUS DENTIST? _________________________________________ 

HAVE YOU OR HAS ANY DENTIST OR HYGIENIST EVER SAID THAT YOU:  

  
HAVE GUM DISEASE (GINGIVITIS) □ YES  □ NO LIP OR CHEEK BITING             □ YES  □ 
NO 
GRIND YOUR TEETH   □ YES  □ NO LOOSE OR BROKEN TEETH OR FILLINGS             □ YES  □ 
NO 
CLICKING OR POPPING JAW  □ YES  □ NO FOOD COLLECTION BETWEEN TEETH            □ YES  □ 
NO 
JAW PAIN OR TIREDNESS  □ YES  □ NO SORES, BLISTERS OR GROWTHS            □ YES  □ 
NO 
PAIN AROUND EAR   □ 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 
 
WHAT ARE YOUR PRIORITIES AND WHAT WOULD YOU LIKE TO SEE DONE NOW?  
______________________________________________________________________ 

______________________________________________________________________ 

 



 

WE CREATE BEAUTIFUL SMILES 


