
Welcome to Dr. Froning’s office. We sincerely appreciate you choosing our office for your dental and oral health care 
needs. Please be assured that we will work hard to continually earn the trust that you have placed in us. In order for us to 
serve you better, please take some time to complete this information form as thoroughly as possible.

I m p l a n t s  •  i n v i s a l i g n  •  C o s m e t ic   D e n t i s t r y  •  c e r e c / 3 D

Thomas R Froning DDS PC

Dental History

303.978.9572
ColoradoDentalArts.com
9102 W Ken Caryl Avenue
Suite 200 in Littleton
Colorado    80128

Last Name                                                                                 First Name                                                 Middle Initial                 

Date of Birth                                                                                                     

Purpose of initial visit                                                                                                                                                                         

Are you aware of a problem?                                                                                                                                                                   

How long since your last dental visit?                                                                

What was done at that time?                                                                                                                                                               

Previous dentist’s name                                                                                                                                                                       

Address                                                                                                                   Tel                                                                          

When was the last time your teeth were cleaned?                                              

Please answer the following questions.

				    YES	 NO	 N/A

Have you made regular visits?		   	  	  
Were dental x-rays taken recently?		   	  	  
Do you have a current pano or full mouth series?	  	  	
Have you lost any teeth or have any teeth been removed?	  	  	
Have they been replaced?		   	  	
How have they been replaced?	
	  Fixed bridge	 Age                   
	  Removable partial  bridge	 Age                   
	  Denture	 Age                   
	  Implant	 Age                   
Are you happy with the replacement?		   	  	
Would you like to know about permanent replacements?	  	  	
Have you ever had any problems or complications  
with previous dental treatment?		   	  	
Do you clench or grind your teeth?		   	  	
Does your jaw click or pop?		   	  	
Have you experienced any pain or soreness in the 
muscles of your face or around your ear?	  	  	

				    YES	 NO	 N/A
 
Do you have frequent headaches, neckaches  
or shoulder aches?		   	  	
Does food get caught in your teeth?		   	  	
Are any of your teeth sensitive to 
	  Hot   Cold   Sweets   Pressure?
Do your gums bleed or hurt?		   	  	
How often do you brush your teeth?       1x    2x’s    3x’s a day
Do you use dental floss?		   	  	
Are any of your teeth loose, tipped, shifted or chipped?	  	  	
Are you unhappy with the appearance of your teeth?	  	  	
How do you feel about your teeth in general?	  	  	
Do you feel your breath is offensive at times?	  	  	
Have you ever had gum treatment or surgery?	  	  	
Have you had any orthodontic work?		   	  	
Have you had any unpleasant dental experiences or is 
there anything about dentistry that you strongly dislike?	  	  	
Do you have any questions or concerns?	  	  	
Explain                                                                                                          

_____________________________________________________________
Patient’s (Guardian’s) Signature

_____________________________________________________________
Dentist’s Signature

__________________________
Date

__________________________
Date
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