


Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, 
or medication you may be taking, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following 
questions.



New Patient Form 

 

 

 

 

 

Name:    Date: 

Please check any of the following problems that apply to you. 

 Headaches, earaches, neck pain 

 Jaw joint pain 

 Teeth or fillings breaking 

 Grinding teeth 

 Sensitivity (hot, cold, sweet)     Where? 

 Upper Right 

 Lower Right 

 Clenching teeth 

 Bleeding, swollen, or irritated gums 

 Loose, tipped, or shifting teeth 

 Bad breath 
 

 Upper Left 

 Lower Left 
  

Do you smoke or use chewing tobacco? 

   Yes   No  How much? _____________________     For how long? ________________________      
 

Do you/have you had any of the following: 

 Dentures 

 Partial Dentures 

 Braces 

 Periodontal (gum) treatments 
  

Have you ever been tested for sleep apnea?   Yes   No 
 

Have you been diagnosed with sleep apnea?   Yes   No 
 

Do you currently wear a CPAP device?    Yes   No 
 

Previous Dental Experience: 
 Please share the following dates: 

 Your last cleaning:  ___________________________________________ 

 Your last oral cancer screening: ___________________________________________ 

 Your last complete x-rays: ___________________________________________ 
 

Name of Previous Dentist:_______________________________________________________ 
 

Address______________________________________________________________________ 
 

City_____________________________________________State_______Zip______________ 
 

Phone Number________________________________________________________________ 
 

What is the most important thing to you about your future smile and dental health? 
 
 
 
What is the most important thing to you about your dental visit today? 
 
 
 
If I could change my smile, I would: 

 Make them whiter 

 Make them straighter 

 Close spaces 

 Replace black metal fillings 
with tooth colored 
restorations 

 Repair chipped teeth 

 Replace missing teeth 

 Replace old crowns that don’t 
match 

 Have a smile makeover 

To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect 
information can be dangerous to my (or patient’s) health. It is my responsibility to inform the dental office of any changes in 
dental status. 

 
Signature of Patient, Parent, or Guardian_________________________________________________Date_____________ 
 



ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

 
Purpose: This form is used to obtain acknowledgement of receipt of our Notice of Privacy Practices or to document 
our good faith effort to obtain that acknowledgement. 

 
 
I, , have received a copy of this office's Notice of Privacy 
Practices. 
  
  
 {Please Print Name} 
  
  
 {Signature} 
  
  
 {Date} 

 
Authorization to Release Information 

 
Purpose: This form is used to obtain authorization to release information regarding yourself covered under the 
Privacy Act to people other than yourself. 

 
**You may refuse to sign this acknowledgement; however, refusal denies us the ability to file your insurance.** 
 
I, , authorize the following person(s) to have access to 
information covered under the Privacy Practice regarding myself. 
  
         
 {Please Print Name}     Relationship 
  
         
 {Please Print Name}     Relationship 
  
         
 {Please Print Name}     Relationship 

 
For Office Use Only 

 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
     Individual refused to sign 
     Communications barriers prohibited obtaining the acknowledgment 
     An emergency situation prevented us from obtaining acknowledgement 
     Other (Please Specify): 
 

 
 

 
 

 
© 2002 American Dental Association 
All Rights Reserved 



 
 
 
 
 

BROKEN APPOINTMENT POLICY 
 

A broken appointment is an appointment scheduled by the patient that is cancelled or rescheduled without 
giving our office 48 hour notice, or an appointment that you failed to show up for. We require 48 hour notice for 
all appointment changes. The following actions will be taken upon missed appointments. 
 
 
1st missed appointment - We will gladly reschedule your appointment and remind you of our office policy. 
 
 
2nd missed appointment - You will receive a written notification of the missed appointments and may be 

          charged a fee of $50.00. 
 
 
3rd missed appointment - You will be charged an additional broken appointment fee up to $75.00. 
 
 
4th missed appointment - You may be required to pay an appointment reservation fee of $200.00 or possibly 

         be dismissed from our practice. 
 
 
 
 
 
 
 
 

X _________________________________________________________ Date:___________________ 

Signature of Patient, Parent, or Guardian 
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