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	NAME: 
	DATE: 
	ADDRESS: 
	CITY: 
	STATE: 
	STATE ZIP: 
	HOME PHONE: 
	BIRTHDATE: 
	CELLPHONE: 
	Occupation/Employment: 
	How did you hear about our office?: Off
	EMAIL ADDRESS: 
	ARE YOU ALLERGIC TO ANY MEDICATIONS 1: 
	ARE YOU ALLERGIC TO ANY MEDICATIONS 2: 
	ARE YOU ALLERGIC TO LATEX: 
	Condition requiring premedication?: 
	WHEN WAS THE APPROXIMATE DATE OF YOUR LAST DENTAL CLEA ING: 
	Name and town of current dentist: 
	Crowding/crooked teeth: Off
	Spaces: Off
	Tooth shape: Off
	Tooth size: Off
	Gummy smile: Off
	Underbite: Off
	Teeth are different colors: Off
	6-month adult cosmetic braces: Off
	Jaw joint pain: Off
	Missing teeth: Off
	Speech problems: Off
	Overbite: Off
	Facial profile: Off
	Ugly old crowns: Off
	Dark teeth: Off
	Teeth whitening: Off
	Other: Off
	Veneers: Off
	Other (Specify): 
	Referral?: Off
	Referral name: 
	Bench ad: Off
	Internet: Off
	Print ad: Off
	What radio station?: 
	Radio: Off
	Television: Off
	What television station?: 
	What newspaper?: 
	Additional notes 1: 
	Additional notes 2: 


