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NEW PATIENT QUESTIONNAIRE

Date: _______________________ Patient Name: _________________________________________
[bookmark: _GoBack]
· What brings you to our office today? ________________________________________
______________________________________________________________________

· Are you having any dental pain or sensitivity? _________________________________

· What concerns you most about your dental health? _____________________________
______________________________________________________________________

· You rated your smile ____ out of 10. What keeps you from rating your smile a 10/10?
_______________________________________________________________________
_______________________________________________________________________

· What would you change about your smile to make it a10/10? _______________________________________________________________________
_______________________________________________________________________

· How long have you noticed this? / How long have you been thinking of this? ______________________________________________________________________
______________________________________________________________________

· Long term…. Where would you like to see your smile 5-10 years from now? ______________________________________________________________________
______________________________________________________________________

· Are you interested in information on or are you concerned about the following:
□Whitening    □Bonding    □Veneers    □Crowns    □Bad Breath    □Night Guard    
□Sports Guard    □Wisdom Teeth    □White Fillings    □Invisalign    □Braces 
Additional Notes: ____________________________________________________________________
___________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date: _______________________ Clinician Name: __________________________________________
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*review chart before interview for pertinent medical and dental information*



· How can we help you? What brings you to our office today?

· I see that rated your smile ____ out of 10. What keeps you from rating yourself a 10/10

· What would you change about your smile to make it a 10/10

· How long have you noticed this? / How long have you been thinking of this?

· Discuss concerns and how to address.

· Long term…. Where would you like to see your smile 5-10 years down the road?

· Have you ever had a tooth break or a toothache?	

· How was it resolved?

· How did that work for you?

· [bookmark: _GoBack]How would it be if it happened again?

· Have you had a hx of periodontal disease

· Do you mind me asking if your parents had a hx of tooth loss?

· Did they have dentures?

· How did that affect you?
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