
Biological Dental Wellness Checklist:  

PATIENT___________________________________________DATE________ 

+Name of your holistic medical provider if any? Please add address, 

phone, email, current wellness plan and date of most recent visit.  

 

+When was your most recent baseline bloodwork? 

 

+Do you have medically confirmed heavy metal toxicity or sensitivities? 

What are they? 

 

+Do you have a current chronic or acute oral infection untreated? 

 

+Do you have mercury metal in your mouth? 

 

+What materials/chemicals do you avoid in your life? How does this 

help you? 

 

+What specific diagnosed food or material sensitivities do you have? 

Who diagnosed those and when was the test performed? 

 

+Does your oral condition reflect the wellness you desire? 

 

+What professional care have you consistently sought to achieve the 

wellness you desire? 

 

+Are you committed to saving your teeth and removing infection from 

your mouth? Tell us more. 


