New Patient In-Take Form

Name_____________________________________ DOB_____________________

Address____________________________________________________________
City_____________________________ Sate______________ Zip______________
Phone_____________________________ Mobile__________________________
Work_____________________________ Email____________________________
Social Security #______________________ 
If patient is a minor, Parent or Guardians Social Security #_________________ 

Insurance Information
Name if Insured_____________________________ 
Patients relationship to Insured: Self 		Spouse		Child
Birthday_____________________ Social Security #______________________
Name of Employer________________________ Name of Insurance Company____________
Group Name______________________ Group#_________________ ID#_______________

Dental History
Former Dentist: _______________________________________
Reason for today’s Visit:______________________________________
Date of last Exam:______________________ Date of last X-ray:_______________________
How often do you brush:_______________________ How often do you floss?___________
Check the following that you have experienced:
     Bad Breath				Bleeding Gums		Clicking or popping jaw
     Food collecting between teeth	Grinding tooth			Loose tooth or broken fillings
     Periodontal treatment		Sensitivity to Cold		Sensitivity to hot
     Sensitivity to sweets		Sensitivity when biting 	Sores in your mouth

Primary Care Physician Information
Physician__________________________ Date of last visit___________ Phone #_____________

Initials____










Insurance breakdown

Patients Name_______________		Subscribers Name_______________
Date of Birth__________ Age____		Date of Birth____________
SSN#______________			Subscribers ID#_____________
						Plan/Group#_____________
						Employer Name______________

Insurance Information
Insurance Name________________		Year type Calendar/Plan
Insurance Address_______________		Individual Deductible $______ Met to date $____
Insurance Phone_________ Payor ID____	Family Deductible $____ Met to date $_____
Insurance Effective Date ___/___/_____	Deductive applied to Preventative/Basic/MajorS
Standard COB Y/N				Dental Maximum $________
Waiting Period Y/N

Dental Benefits
Preventative _____%					Basic _________%
Routine Oral Exams: Frequency _______		Fillings- Frequency_______
Routine Prophylaxis: Frequency________		Posterior Composites reduced Y/N
Bitewing- Frequency___________			Perio Maintenance- Frequency______
Panoramic/FMX- Frequency ___________		Simple Extractions
Fluoride- Frequency________ Age Limit____	
Sealant-Frequency_________ Age Limit______
							Allowable under Basic or Major
Major________%					Endodontics Basic/Major
Prosthetic Replacement Limitations__________	PerioScaling Basic/Major- Frequency____
Missing tooth Clause________			Osseous Surgery Basic/Major-Frequency___
Implant Benefit Y/N 					Surgical Extraction Basic/Major
Implant Deductible $_______ Max$_________	Oral Surgery Basic/Major
Ortho___% Deductible____ Maximum_______	Nightguard (Bruxism) Basic/Major
							-Frequency_______
							RootCannal Basic/Major-Frequency_______
       
History
Preventative						Basic
Prophylaxis/PerioMainenance			Fillings Teeth#________________________
Last Exam________					Extraction #_________________
Last Bitewing_________				
Last Panoramic/FMX_________		
Last Sealant teeth #_____________

Major							Last SRP____________ Full/Partical
Implant #________________				Last Nightguard _____________

