DENTALENDO  /   Patient: Symptom Survey

Patient Name: ______________________ Date: ______ Referring Dr:_________________________                                                                                                       










     FIRST NAME        
LAST NAME 

1) What area of your mouth do we need to examine? ( Upper Right  ( Upper Left  ( Lower Right  ( Lower Left

a) Please specify the tooth number if you have that information (1-32)

2) Have you had any work done on this area recently?

a) What was done?

3) Have you seen your dentist for this problem?

a) Have you taken anything to alleviate the pain? If so, what have you taken?

b) Have your symptoms improved as a result?

c) Have you done anything else to alleviate the pain?

d) Do you require antibiotic pre-medication for previous heart infections, heart defects 

that you were born with, replacement heart valves, or joint replacements (hip, knee) 

within the past year?

4) Are you in pain?

a) On a scale of 1-10, how bad is the pain right now?

b) Is the pain localized to this tooth or diffuse?

c) When did the pain start?

d) Is the pain spontaneous or elicited?

e) Is the pain constant, or does it come and go or is it undefined?

f) Is the pain sharp; a throb; or a dull ache?

g) Has the pain increased or decreased?

h) Do you have sensitivity to:  ( Hot      ( Cold      ( Sweets      ( Biting      ( Flossing

                          1) Does this sensitivity linger?

i) Is there swelling in the area around the tooth?

j) When did the swelling start?

k) Have you noticed a bump on your gum around the tooth?

l) Does the pain keep you up at night?

5) Are you looking for treatment the same day we diagnose you?  ( YES    ( NO
