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Patient Name                                                                             Date 
 

SMILE  EVALUATION 
 
As you see it, what is the primary problem with your smile? 
 
 
 
 
 
 
 
 
 
 
 
 
 
Have you sought treatment for this problem before? 
If yes, where and when? 
 
 
 
 
 
 
 
What are your expectations for treatment? 
 
 
 
 
 
 
 
 
 
 
 
When was your last dental checkup? 
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