
NEW PATIENT FORM 
 
GENERAL INFORMATION 

Patient First, MI, Last Name, Preferred Name                        Gender: Male | Female 

Street Address              

City, State, Zip              

Cell Phone       Home Phone        

Email               

Preferred Contact Method: Cell Phone  |  Home Phone  |  Text  |  Email  |  Other        

Date of Birth       Patient’s Social Security #       

Occupation/Employer             Full-time | Part-time 

Marital Status: Married  |  Single  |  Divorced  |  Legally Separated  |  Widowed        

Emergency Contact Person and Phone            

How did you hear about us?             

 

INSURANCE INFORMATION 

Primary Dental Insurance             

Member Name              

Insurance Policy #        Group ID #       

Primary Member Date of Birth       Primary Social Security #      

Primary Member Employer             

Patient’s Relationship to Primary Member:  spouse  |  child  |  other (please explain)        

 

Secondary Dental Insurance             

Member Name              

Insurance Policy #        Group ID #       

Member Date of Birth       Primary Social Security #      

Member Employer              

Patient’s Relationship to Member:  spouse  |  child  |  other (please explain)         

 

DENTAL HISTORY 

Reason for Today’s Visit       Date of last Dental Visit      

Former Dentist        Date of last Dental X-rays      

Have you ever had an unpleasant Dental experience? [   ] Yes   [   ] No (If yes, please briefly describe your unpleasant experience)  

               

 

Check [   ]  if you have had problems with any of the following:  

[   ]  Bad breath   [   ]  Grinding teeth   [   ]  Sensitivity to hot/cold  [   ]  Bleeding gums    

[   ]  Loose teeth  [   ]  Broken fillings  [   ]  Sensitivity to sweets  [   ]  Clicking/Popping jaw   

[   ]  Sores/ growths in mouth  [   ]  Sensitivity when biting  [   ]  Food collection between teeth 

 

I hereby authorize Eye Smile Dental staff to take X-rays, photographs and any other diagnostic aids deemed appropriate to make a thorough 
diagnosis of my dental needs. Upon such diagnosis, I authorize to perform all recommended treatment mutually agreed upon by me and to employ 
such assistance as required to provide proper care. I consent to the use of appropriate medication and therapy as deemed necessary. I understand 
that during treatment it may be necessary to change or add procedures because of conditions found during treatment not evident during initial 
examination.  
I hereby authorize payment of the dental benefits, otherwise payable to me, directly to Eye Smile Dental. I agree to be responsible for all charges 
for dental services and materials not paid by my dental benefit plan. 
I certify that the information I have recorded with regard to my insurance coverage is correct and further authorize the release of any necessary  
information, including medical information, to my insurance company in order to determine insurance benefits to which I may be entitled, this  
authorization may be revoked by myself at any time in writing.  
 
I have reviewed a copy of Eye Smile Dental’s notice of Privacy Policies. 
 

              

          Print Name              Signature        Date
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