






OLD HOOK DENTAL 

333 Old Hook Road, Suite 104, Westwood, NJ 07675 
 Tel: (201) 358 – 5005     Fax: (201) 358 – 7999 

SMILE EVALUATION 

Patient’s Name: Date: 

What makes you least comfortable in dental practice? 

What makes you most comfortable in dental practice? 

What can we do to make your experience more comfortable? 

Do you like the way your teeth look? Yes No 

Explain:  

Please rate your smile on a scale 1-10, with 10 being a picture-perfect Hollywood smile? 1  2  3  4  5  6  7  8  9  10 

Are you happy with the color of your teeth? Yes No 

Are you self-conscious of your teeth and/or smile? Yes No 

Would you like your teeth to be whiter?  Yes No 

Would you like your teeth to be straighter? Yes No 

Do you avoid smiling when you have your pictures taken? Yes No 

Do you have space between your teeth that you would like to be closed?  Yes No 

Do your gums show too much when you smile?  Yes No 

Do you like the shape of your teeth? Yes No 

Are your teeth: Chipped    Protruding     Crooked  

Would you like your teeth to be longer?  Yes No 

If so, Upper    Lower    Both   

Do you have missing teeth that you would like to replace? Yes No 

Explain:  

Do you have old silver fillings and/or other dental work you would like to replace? Yes No 

Explain:  

If you could change anything about your smile, what would you change?  

Are there any reasons that you would not go ahead with any needed or elective dental treatments? 
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