PRAGUE MAKEOVER: DENTAL QUESTIONNAIRE 
Please send for initial arrangements and pre-treatment review by dentist. Please also send X-rays, treatment plan from home dentists and any other information. 
For Orthodontics (braces) treatment, crooked front teeth or cosmetic work like veneers on the front teeth please also send photos of the teeth. 

Send by email to reservations@praguemakeover.com. Or mail to Prague Makeover, Pod kastany 19, Prague 6, 160 00, Czech Republic. Or for photos by mobile phone MMS to +420 724 979 999. 
	Name 
	

	E-mail address 
	

	Phone 
	

	Mobile phone 
	

	Country
	

	Full address 
	

	Dates of travel proposed 
	


	Accommodation in Prague
	If required

	Accommodation type (put “y” in box)
	
	3-star hotel
	
	4-star hotel
	
	5-star hotel

	
	
	Apartment
	
	Serviced apartm‘t
	
	

	Room type (put “y” in box)
	
	Double
	
	Twin
	
	Single

	Number of people 
	

	Hotel and other requests 
	


	Anamnesis 
	If answer “Yes” please give details.

	1. Date of birth 
	

	2. When was your last professional dental cleaning?
	

	3. When was your last dental examination? 
	

	4. Do you floss your teeth regularly? (several times/week) 
	

	5. Do your gums often bleed after cleaning or eating food? 
	

	6. Do you suffer from severe sensitivity of teeth? 
	

	7. Do you suffer pain from your teeth upon any kind of stimulation (biting, chewing, cold or hot drinks)? 
	

	8. Do you suffer from receding gums? 
	

	9. Do you have fillings that have fallen out and need replacing? 
	

	10. Do you have any root canal treatment started in your mouth? 
	

	11. Do you have any tooth after root canal treatment that is symptomatic (sensitive upon biting)?
	

	12. Do you have damaged crowns or bridges that need replacing? 
	

	13. Do you have missing teeth? 
	

	14. If yes above will you consider implant to resolve the missing tooth?
	

	15. Do you have badly discoloured teeth? 
	

	16. Have you been diagnosed or treated for gum disease? (give all available information) 
	

	17. List dental work done in last 3 years
	

	18. Do you have any medical problems? 
	

	19. Do you take any medications? 

	

	20. Are you pregnant or planning to be pregnant? 
	

	21. Additional information you think relevant:
	

	22. Describe what dental work you think you require: 
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