
New Patient History Form                                                                                                                                      . 

Thank you for choosing our dental office. We take great pride in offering state-of-the-art 
professional care while providing good old-fashioned service. 

Please note: This file must first be downloaded to your local computer before being filled 
out. There is no save feature included with the online version of this form. 

Any information entered directly into the online version of the form without downloading it first 
will be lost.  

After the form is downloaded to your computer, it should be completed, saved, and then 
emailed back to us. 

Alternatively, the form can be printed out and brought with you to your appointment. 

We have attempted to make it as easy as possible to enter your information on the next 
several pages. Wherever there is a checkbox or drop-down list simply select the appropriate 
choice. 



Basic Information                                                                                   

Last Name __________________________ First Name __________________________________ 

Preferred Name / Nickname ______________________ Date of Birth ________/________/________

Email __________________________ Street Address ____________________________________

City ______________________________________ State ____________      Zip ______________

Social Security # _______________________ Marital Status __________________ 
(only required if you have dental insurance)

Phone #	 Home _______________          Cell _______________          Work _______________

How may we contact you for future appointments?     Phone  ☐        Email ☐        Text Message ☐
(select all that apply)

Emergency Contact: ______________________ #: _______________ Relationship ____________

Referral Source _____                                                                                                                                 
We value our reputation and are extremely appreciative when someone makes the effort to share 
the word about our service & quality of care. Who may we thank for referring you to our office? 

☐ Patient Name: ________________________________      ☐ Yelp         ☐ Google          ☐ Angie’s List  

☐ Web Search (keywords used?): ________________________          ☐ Other __________________



Medical Information                                                                                                                                                         . 

Do you have or have you ever been treated for any of the following: 

☐  Asthma    ☐  Heart Murmur   ☐  Kidney Disease 

☐  Cancer    ☐  Hepatitis    ☐  Prosthetic Valve 

☐  Diabetes    ☐  High Blood Pressure  ☐  Tuberculosis 

☐  Heart Condition   ☐  HIV or AIDS 

Have you ever had an allergic reaction to any of the following: 

☐  Aspirin    ☐  Jewelry    ☐  Sulfa 

☐  Codeine    ☐  Latex    ☐  Tetracycline 

☐  Dental Anesthetic  ☐  Penicillin    ☐  Other: _______________ 

Have you ever had: 

☐  A reaction to dental anesthetic?   ☐  Prolonged bleeding after surgery? 

☐  Other dental complication: ____________________________________________________ 

If you are a woman, are you: 

☐  taking birth control pills?            ☐  nursing?                        ☐  pregnant?______ months

Please select any medications you are taking: 

☐  Aspirin    ☐  Coumadin   ☐  Blood Pressure Medication 

☐  Cholesterol Medication  ☐  Antidepressants   ☐  Pain Medication  

☐ Other: ______________________________________________________________________



Dental Information                                                                                                                                                                   . 

How often do you brush? _________________    How often do you floss? _________________ 

Is a specific dental problem bothering you today?    Y  N 

If so, please describe it: _____________________________________________________________ 

Do you smoke or chew tobacco?       Y  N 

Do you think you have tooth decay?      Y  N 

Do you think you have gum disease?      Y  N 

Are you aware of your gums bleeding?      Y  N 

Have you lost any teeth?        Y  N 

Do you have any loose teeth?       Y  N 

Are your teeth sensitive to hot or cold?      Y  N 

Do you hear clicking or popping in your jaw sometimes?   Y  N 

Do you have discomfort in the joint of your jaw sometimes?   Y  N 

Are you aware of any tooth grinding or clenching habits?   Y  N 

Do you wear a removable full or partial denture?    Y  N  

Have you ever had braces?        Y  N 

If yes, do you still wear a retainer?       Y  N 

Are you happy with the color of your teeth?     Y  N  

Is there anything you would like to change about your smile?   Y  N



Dental Information                                                                                                                                         . 

Have you had a serious or difficult problem with any previous dental work?  Y  N 

Have you ever had any unfavorable dental experiences?    Y  N 

Why did you leave your previous dentist? 

(select all that apply)  

Office Cleanliness     ☐     Long Wait Time     ☐         Unfriendly or Unhelpful Staff ☐  

Dentist’s Personality  ☐ Dentist’s Performance  ☐  Other ☐ ________________________

How can we accommodate you better during your dental visit? ____________________________

________________________________________________________________________________

We are proud to offer a wide variety of services to enhance and keep your smile beautiful. Please 

check any of the services you would like our friendly staff to discuss with you during your visit. 

Tooth Whitening ☐  Cancer Screening ☐  Crowns / Bridges  ☐ 

Veneers  ☐  Bonding  ☐  Partials / Dentures  ☐ 

Clear Braces  ☐  Dental Implants ☐  Night / Sports Guards  ☐ 

Other    ☐ ______________________________________________________________



Photographic Consent Form                                                                                                                                                                  . 

Part of your treatment may include photographs of the face and teeth. 

We may want to use these photographs taken of you for treatment planning, consultation, 
educational, and promotional purposes.  

Please read the optional choices below and select one: 

  
☐ I agree to allow Dr. Plitt to use my recognizable photographic likeness for consultation, 
educational, and promotional purposes. 

Or 

☐ I agree to allow Dr. Plitt to use my closeup photos for consultation, educational, and 
promotional purposes. I understand that the images will be made in such a way that I will NOT be 
recognized. 
  

Signature                                                                                                                                                                           . 

I certify that the information I have provided is true and accurate to the best of my knowledge. 

Signature: ____________________                         Today’s Date: ____________________ 
                   



Policies                                                                                                                                                                                                . 

Scheduling Policy 
We value your time and do not overbook! 
Please help us continue to do so by providing 48 hours notice when rescheduling. 

While we do not charge for short notice cancellations or broken appointments, patients who miss 
multiple dental cleaning appointments will be asked to choose between: 

Financial Policy 

• We accept cash and all major credit and debit cards. 
• Payment for dentistry is due at the time of service unless prior arrangements are made. 
• If an account becomes past due and is referred to an outside collection agency or attorney, you 

will be responsible for all collection costs, reasonable attorney fees, and court fees. 

Dental Benefit Plans (Insurance) Policy 
• We are an out-of-network provider with all companies. 
• As a courtesy we file claims on your behalf so you can be reimbursed for treatment. 
• Dental Plans are not true “insurance” and rarely cover 100% / 80% / 50% of common services. 
• When possible, we can verify benefits before treatment begins and collect your estimated copay 

only, at the time of service.  
• Plan limitations and exclusions are always changing and although we use the most up-to-date 

information available to us, it is still just an estimate. You are ultimately responsible for any balance 
remaining after your claim is processed. 

Please indicate that you understand and accept our office’s policies by signing below. This will also 
cover any dependent children who are patients of this practice. 

Signature: ____________________                         Today’s Date: ____________________

• Same day appointment priority: 
If your schedule is flexible, you can be offered first choice of any                            
openings that become available within 24-48 hours. 

OR 

• Prepayment for advance scheduling: 
 If your schedule requires a specific day or time reserved in advance, a  
 non-refundable deposit in the amount of our dental cleaning fee can  
 be made to secure your preferred time.
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