







	Patients Name: 
	Birthdate: 
	Patients Address: 
	Phone: 
	Soc Sec No: 
	If Employed By Whom: 
	Business Phone: 
	Business Address: 
	If Student Name of School: 
	Address: 
	Nearest Neighbor or Relatives Name Address and Phone No: 
	Who To Call In Case of Emergency: 
	Phone_2: 
	Referred By: 
	Responsible Partys Name: 
	Birthdate_2: 
	Driver License Number Soc Sec No: 
	Street Address If Diff Than Above: 
	Phone_3: 
	Responsible Partys Employer: 
	Years Employed: 
	Business Address Phone: 
	Subscribers Name: 
	Birthdate_3: 
	Soc Sec No_2: 
	Subscribers Employer Bus Phone: 
	Business Address_2: 
	Insurance Company: 
	Group No: 
	Insurance Company Address: 
	Insurance Company Phone: 
	Subscribers Name_2: 
	Birthdate_4: 
	Soc Sec No_3: 
	Subscribers Employer Bus Phone_2: 
	Business Address_3: 
	Insurance Company_2: 
	Group No_2: 
	lnsuranCompyAddre: 
	lnsurance Company Phone: 
	Physicians Name: 
	Address_2: 
	Phone No: 
	If yes please list: 
	If yes please list_2: 
	undefined: 
	Are you pregnant D Yes D No If yes what month: 
	1 What is your initial concernor chief dental complaint: 
	2 Are you experiencing any pain or discomfort at this time: 
	3 How long ago was your last dental appointment What was done: 
	4 Previous dentist Address Phone: 
	5 When was the last time you had dental xrays: 
	6 How often do you have your teeth cleaned When was the last time: 
	7 How often do you brush your teeth Floss your teeth: 
	8 Does food catch between your teeth D Yes D No If so where: 
	11 Do you have any problems or dislikes associated with your previous dental treatment: 
	12 In the past have you had the opportunity to choose your dental TX or materials such as porcelain silver or gold: 
	If so what did you choose: 
	Text125: 
	Text126: 
	Text127: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off


