
NEW PATIENTS:

How did you hear about us?
___________________________________________________________________

Do you have any discomfort or other dental concerns?
_____________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

When was your last dental visit?
_______________________________________________________________

When you last saw a dentist, was any treatment recommended? And if so, did you proceed with
it?
____________________________________________________________________________

Is there a doctor we can contact to get a copy of the most recent x-rays?

Dr. Name ____________________________________________

Tel. Number __________________________________________

City, State ____________________________________________


