New Patient Questionnaire
Patient: _______________________  Date: ___________

	I entered this practice to obtain:
___ Complete Comprehensive Exam 

___ Emergency Exam 
___ 2nd Opinion
___ Cosmetic Consultation


	The current condition of my teeth and gums are:
___ Excellent

___ Good/Fair

___ I am currently in pain

___ My gums bleed when I brush or floss

___ I’m embarrassed to smile


	Have you ever had an unpleasant dental experience that you think we should know about?


	Check all that Apply:
___ I smoke → _________ per day   

___ I use tobacco → _________ per day 

___ I drink coffee →  _________ per day

___ I grind my teeth at night


	If you had a magic wand and could change anything or everything  in your mouth, what would you change? 

________________________________________________________________________________________________________________________________________________________________________________________________________________________




	Would you interested in any of the following additional services we offer:

1. Teeth Whitening ………..… Yes / No  *We offer in office or take home trays

2. Sedation Dentistry …………Yes / No  *Being put to sleep for dental treatment

3. Invisilign Clear Braces …… Yes / No  
4. Wisdom Teeth Removal …... Yes/ No  

5. Cosmetic Dentistry ………... Yes / No *Bonding or Dental Veneers

6. Removing Silver fillings…… Yes / No  
7. Dental Implants …………….Yes / No   




