
Name ______________________________________________________ Mr.   Mrs.    Miss       Ms.   Dr. 

Telephone # (H) __________________________  (B) ________________________ Email _______________________

Address _________________________________Town _________________________ Postal Code ___________________

Date of Birth _____/____/____ (M/D/Y)  Emergency Contact Person _____________________________________________   

Whom may we thank for referring you to our office? ________________________________________________________

Marital Status _____________ Childrenʼs Names and Ages ____________________________________________________

Occupation _______________________________ Employer ________________________________________________

Business Address __________________________  Telephone # ______________________________________________

Spouseʼs Name __________________________ Employer ____________________ Telephone # ______________________

Name of family member responsible for your account ________________________________________________________

Do you have Dental Insurance? __________ Name of Insurance Company _______________________________________

 

 

OFFICE POLICY

Your appointment time will be reserved especially for you.  If you are unable to keep the appointment, we require two business

days notice. 
Our policy is that services are paid for at each visit, as they are performed.  However, in certain circumstances,
financial arrangements may be made.  We accept all methods of payment including: VISA, MC, AMEX, debit, cash,cheque or

:
 

insurance assignment.

WELCOME

Date ______________________    Signature _____________________________________________

Help us to get to 
KNOW YOU BETTER







 
PATIENT SELF EVALUATION FORM 

 
 
1. How did you hear about our practice? 
(Please tick all that apply) 
 
q Referred by a friend/ family/ employee 
(name __________________) 
q Radio ad 
q Yellow Page ad 
q Brochure 
q Internet 
q Newspaper 
q Word of mouth 
q I walked by or drove by the practice 
q Other ________________________ 
 
2. Date of your last hygiene visit 
(approximate is okay) ______________ 
 
3. On a scale of 1 to 5 (1 being bad, 5 being 
good) please rate how you feel your overall 
dental health is:   
 
1    2 3 4 5 
 
4. On a scale of 1 to 5 (1 being bad, 5 being 
faithful), rate how faithfully you have had 
your teeth cleaned over the last ten years. 
 
1        2  3 4 5 
 
5. On a scale of 1 to 5 (1 being not sensitive, 
5 being very sensitive), what is your level of 
sensitivity to dental procedures? 
 
1 2 3 4 5 
 
6. On a scale of 1 to 5 (1 being not sensitive, 
5 being very sensitive), what is your level of 
sensitivity to cleaning visits? 
 
1 2 3 4 5 

7. Rate how you feel about your smile 
and the look of your teeth (1 being 
unhappy, 5 being very happy): 
 
1    2 3 4 5 
 
8. Are you interested in regular 
hygiene cleanings? 
 
q Yes          No 
 
 
9. What is the main reason for your 
visit today? 
 
q Tooth pain 
q I need a check up 
q Cleaning 
q Orthodontics (braces) 
q Whitening 
q Cosmetic dentistry 
q Sedation dentistry 
q Other ____________________ 
 
10. I would like to learn more about: 
 
q Orthodontics 
q Whitening 
q Cosmetic dentistry 
q Sedation dentistry 
q Implants 
q Bridges, Veneers 
q Dentures 
q Other ____________________ 
 
 
 
 
 

 


	Email: 
	Address: 
	Town: 
	Postal Code: 
	Marital Status: 
	Occupation: 
	Business Address: 
	Employer_2: 
	Name01: 
	Phone01: 
	Phone02: 
	Referral01: 
	Kid's Name/Ages: 
	Phone03: 
	Spouseʼs Name: 
	Phone04: 
	Name of account: 
	Insurance?: 
	Name of Insurance: 
	Check Box01: Off
	Check Box02: Off
	Check Box03: Off
	Check Box04: Off
	Check Box05: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box67: Off
	Check Box66: Off
	Check Box65: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Purpose: 
	Check Box127: Off
	DOB month: 
	DOB day: 
	DOB year: 
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box128: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box142: 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
	Date_9: 
	Date_10: 
	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 Box197: Off
	Check Box198: Off
	Check Box196: Off
	Purpose02: 
	Check Box06: Off
	Check Box07: Off
	Check Box08: Off
	Check Box09: Off
	Describe: 
	Drug02: 
	Date_7: 
	Date_8: 
	Patient Name01: 
	Doctor Name01: 
	Nickname: 
	Age01: 
	Date of Physical: 
	Referred02: 
	Doctor Name02: 
	DOB month02: 
	DOB day02: 
	DOB year02: 
	Time01: 
	DOB month03: 
	DOB day03: 
	DOB year03: 
	DOB month04: 
	DOB year04: 
	DOB day04: 
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Scale01: 
	Other01: 
	Date_15: 
	Other02: 
	Other03: 
	Check Box392: Off
	Check Box393: Off
	Check Box394: Off
	Check Box395: Off
	Check Box396: Off
	Check Box397: Off
	Check Box398: Off
	Check Box399: Off
	Check Box400: Off
	Check Box401: Off
	Check Box402: Off
	Check Box403: Off
	Check Box404: Off
	Check Box405: Off
	Check Box406: Off
	Check Box407: Off
	Check Box408: Off
	Check Box409: Off
	Check Box410: Off
	Check Box411: Off
	Check Box412: Off
	Check Box413: Off
	Check Box414: Off
	Check Box415: Off
	Check Box416: Off
	Check Box417: Off
	Check Box418: Off
	Check Box419: Off
	Check Box420: Off
	Check Box421: Off
	Check Box422: Off
	Check Box423: Off
	Check Box424: Off
	Check Box425: Off
	Check Box426: Off
	Check Box427: Off
	Check Box428: Off
	Check Box429: Off
	Check Box430: Off
	Check Box431: Off
	Check Box432: Off
	Check Box433: Off
	Check Box434: Off
	Check Box435: Off
	Check Box436: Off
	Check Box437: Off
	Check Box438: Off
	Check Box439: Off
	Check Box440: Off
	Check Box441: Off
	Check Box442: Off
	Check Box443: Off
	Date_5: 
	Drug01: 
	Emergency Contact01: 
	Emergency Contact02: 
	Employer_1: 
	Medcations01: 


