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New Patient Call Summary


 

Appt Date_________________





Appt Time_________________





Personal Information:





Patient’s Name: _________________________________DOB:_______





Address:______________________________________________City:____________________State:____Zip:______





Home Phone:___________________Cell (Work) Phone:________________Email______________________________





How did you hear about us?______________________________________________





Based on your conversation which statement best describes this patient:


⁭ Patient was in a hurry on the phone (D)


⁭ Patient was very talkative and friendly (I)


⁭ Patient was nice but seemed quiet (S)


⁭ Patient asked a lot of questions (C)





Service SWOT- “We want to make sure you have a great experience.  May I ask you a few questions to make sure we do everything we can to make your visit comfortable?  Tell me a little bit about your past dental visits have gone.”





S-“ What did you like about last dental visit?”





 _________________________________________________________________________________________





W-“What did you NOT like?”





 _________________________________________________________________________________________





O- “During your visit, is there anything in particular that you would like more information on?”





 _________________________________________________________________________________________





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





 _________________________________________________________________________________________


GREAT!  I’m looking forward to meeting you!





“Do you have any current dental concerns?”


⁭ Toothache_____________


⁭ Swelling


⁭ Broken Tooth


⁭ Lost Filling


⁭ Sensitive --- hot/cold/sweet


⁭ Pain when biting








“Do you have any dental insurance that you would like us to file on your behalf?”





Ins. Co:_________________________


Employer:________________________


Subscriber:________________________


ID# on Card_____________________


DOB: Of Person the insured______________


Ins. Co. Phone#___________________








“Have you ever been required in the past to take antibiotics prior to a dental visit?”





“For what condition?”











Team Member_____________


Today’s Date:_______________











NOTES:
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