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Date Marital Status
First Name Ml Last Nickname
Address
City State ZIP
Home Phone Cell
Birth Date Email
Occupation Employer

Social Security Number
Person Responsible for My Account

Emergency Contact Name Number

Whom May We Thank for This Referral?

These are the things that are important to me for my dental health:

. My Mouth is

. I/l am

A) Very Comfortable
B) Moderately Comfortable
C) Uncomfortable

A) Think the appearance of my mouth is excellent
B) Satisfied with the appearance of my mouth
C) Dissatisfied with the appearance of my mouth

A) Will do anything to keep my natural teeth
B) Want to keep my teeth, but have a certain budget of time
C) Don't care whether | keep my teeth or not

A) Have set oral health goals
B) Want to set oral health goals
C) Don't care to set oral health goals

New Patient Form



A) Always follow recommendations for my dental health
5.1 B) Do not follow recommendations for my dental health
C) Rarely go and don't care about having dental work done

A) A top priority to me
6. Dentistry is B) A low priority to me
C) Not really a priority to me

A) Excellent
7.1think my current dental health is B) Good

C) Poor

A) Excellent health
8.1 aspire to B) Good health
C) Poor health

9. What are some questions about dentistry and oral health that you would like
answered?

New Patient Form
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