
Welcome to our Practice!
Will you please help us by providing the following confidential information?

PATIENT INFORMATION:
Last Name: ______________________________________ First Name: ______________________________ Preferred to be called: ________________________

Date of Birth: ____________________________________ Sex: Male / Female E-mail Address: _________________________________________________

Mailing Address: _____________________________________________________________ _ City, State, Zip: __________________________________________

Cell Phone: ___________________________________ Work Phone: ____________________________________ Home Phone: ___________________________

SS# ________________________________ Driver’s License: ___________________________________ Occupation: __________________________________

Employer: _________________________________________ Address, City State, Zip ______________________________________________________________

Spouse’s Name: __________________________________________________ Occupation: ___________________________________________________________

Spouse’s Address (if different than above): ______________________________________________________, City, State, Zip: ______________________________

Spouse’s Employer: _______________________________________ Address, City, State, Zip: ________________________________________________________

Emergency Contact Name: ______________________________________________________________ Phone # ________________________________________

In the event that we must contact you for scheduling changes, etc, please indicate the best PHONE NUMBER during business hours to phone you:

Phone number: ________________________________________________________ Place__________________________________ Time: __________________

How would you prefer to be contacted for appointment reminders? □ Email □ Cell Phone (You can check both.)

How did you hear about our office? Please check one: □ Internet Search □ Patient referral □ Website □ Mailer □ Insurance □ Other_________________

If you were referred by another guest, who may we thank for their trust in us? ___________________________________________________________________

INSURANCE INFORMATION:
Primary Insurance Company: _______________________________________________ Address: ______________________________________________________

City: _________________________________ State: ___________________ Zip: ____________________ Phone # _________________________________________

Policy Holder Name: _____________________________________________ Member’s ID # _____________________________________ Birth date: _____________

Employer Name: _______________________________________________ Group # or Policy # _________________________________________________________

Secondary Insurance Company: _______________________________________________ Address: ______________________________________________________

City: _________________________________ State: __________________ Zip: ____________________ Phone # _________________________________________

Policy Holder Name: _____________________________________________ Member’s ID # _____________________________________ Birth date: _____________

Employer Name: _______________________________________________ Group # or Policy # _________________________________________________________





DENTAL HEALTH HISTORY

Name of your Former Dentist: ________________________________________________________ How long since you were last seen? _______________

What prompted you to seek dental care at this time? ____________________________________________________________________________________

Are you having discomfort at this time? If so describe: ___________________________________________________________________________________

Is keeping your teeth important to you? [Y] [N] If yes, why? ____________________________________________________________

On a scale of 1-10, 10 being the best, where would you rate your smile? ________________

On a scale of 1-10, 10 being the best, where you rate your oral health? ________________

Have you experienced any of the following problems:

[Y] [N] Bleeding gums [Y] [N] Sensitivity to Hot & Cold

[Y] [N] Have you or your parents suffer(ed) from Gum Disease? [Y] [N] Problems when you chew

[Y] [N] Bad Breath or sour taste in mouth [Y] [N] Food catching between teeth

[Y] [N] Burning sensations in mouth [Y] [N] Clenching or Grind your Teeth

[Y] [N] Soreness in jaw [Y] [N] Easily gag

[Y] [N] Is it hard for you to open wide? [Y] [N] Do you feel your teeth fit together well

[Y] [N] Clicking, popping or other noises in jaw [Y] [N] Stiff neck/throat muscles

[Y] [N] Ever been injured in your mouth or head? [Y] [N] Did you ever wear braces?

[Y] [N] Do you or your parents wear dentures/partials? [Y] [N] Do you smoke or chew tobacco?

[Y] [N] Oral Surgery of any kind?

Does having dental treatment make you afraid or nervous? [Y] [N] If yes, what specific things bother you? _______

_________ ________________________________________________________________________________________________

Is the brightness of your teeth important to you? [Y] [N]

If you could change anything about your smile which of the following would you want?

[Y] [N] Whiter [Y] [N] Close space or spaces [Y] [N] Replace chipped teeth

[Y] [N] Replace missing teeth [Y] [N] Replace old crowns [Y] [N] Remove silver fillings

[Y] [N] Remove Stains/Spots on teeth [Y] [N] Excess showing of Teeth [Y] [N] Replace old plastic filling(s)

[Y] [N] Straighter [Y] [N] Less Gum showing [Y] [N] Reshape/resize my teeth

Where do you see your overall oral health and/or your smile in the next 5 to 10 years? _____________________________

_______________________________________________________________________________________________ _

Please circle the following which are important to you when making your dental health decision.

Convenience Appearance Relationship with Dental Team

Finances Time Quality of care

What insurance covers Health Detailed treatment explanations

Fear or Anxiety Comfort Technology


