New Patient Research Form














Date: ___________________

Appointment Date:__________Appointment Time:________Team Member: _________

Patient’s Name:
_____________________________________________________

Address:

______________________City:______________Zip:__________

Phone:

_______________

Work Phone:

_______________

D   I   S   C (circle all that apply)              Referral Source:________________________

How long has it been since you have been to the dentist?__________________________


Long time: Are you having any problems?_______________________________



What has kept you away from the dentist?__________________________



Are you:  in pain
swollen
on pain meds

up all night


Short time: It sounds like your health is a high priority to you!!

SWOT – 
We want to make sure you have a great experience in our office.  Could I ask you a few questions to make sure that we do everything we can to make your visit comfortable?  Tell me a little bit about how your past dental visits have gone.

S – What did you like?

_______________________________________________________________________

_______________________________________________________________________

W – What didn’t you like?

_______________________________________________________________________

_______________________________________________________________________

O – Is there anything else we can do to make your visit comfortable?

_______________________________________________________________________

_______________________________________________________________________

T – Concerns:


_______________________________________________________________________

_______________________________________________________________________

Have you ever taken any premeds before a dental visit?  
Yes
No


Do you have: 
Mitro Valve Prolapse   
Yes
No




Recently had a heart attack
Yes
No




Prosthetic Joint

Yes
No




Other _______________________________

Close:  Would morning or afternoon be better for you?




Insurance Information
Insured Name:__________________________SS#______________DOB_________

Employer:____________________________Group #_________________________

Insurance Company:______________________Phone:________________________

Verified:________________________________
