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dental / specialists turramurra
PROSTHODONTICS




CLIENT SMILE ASSESSMENT

Dentist’s Name: _______________________________
Date: _______________

Client’s Name: ________________________________
DOB: ______________
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Lower left side

Please look at your teeth each day for the next week and make a notation of any questions, concerns or ideas that you may have for your teeth.  For example: shape, colour, position, angulation, surface texture, symmetry, length/width proportions, upper and lower midline position and alignment, crowding, gum line, lip line, which teeth show in a wide smile , missing teeth/gaps.

What are your priorities as far as your teeth are concerned:

	Description
	Yes
	No
	Description
	Yes
	No

	Comfort
	
	
	Health
	
	

	Cosmetics
	
	
	Function
	
	

	Longevity
	
	
	Costs
	
	

	Predictability
	
	
	Care free
	
	


Comments ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Suite 2/1335 Pacific Highway

Phone: 02 9488-7455

TURRAMURRA NSW 2074

Fax: 02 9488-9988

