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PLAINVIEW DENTAL ASSOCIATES


New Patient Questionnaire

1. How did you hear about us? ______________________________________________________
2. What is your major concern today? ________________________________________________
3. Are you having sensitivity? (hot, cold, sweet, or sour)____________________________________

Do any areas bother you when chewing? ________________________________________
4. How long has it been since your last dental visit? _____________________________________

If a long time:  Why did you wait so long? _________________________________________


If last dentist was seen recently:  Why did you leave your last dentist? __________________

_________________________________________________________________________


Do you have any fears or concerns? ____________________________________________

We want to keep you in our practice by avoiding whatever it was that made you unhappy elsewhere!
5. Are you missing any teeth? ______________________________________________________


How many and how long have they been missing? _________________________________


Do you miss them? __________________________________________________________


Do you have your wisdom teeth, or have they been removed?) ________________________

OVER↓
6. Are you satisfied with your smile? _______________________________________________

What would you change about your smile? ______________________________________

_________________________________________________________________________
7. Do you snore or have trouble sleeping? _________________________________________
8. Do you get headaches, migraines, or sore jaw joints? _______________________________
9. What type of dental procedures have you done in the past? __________________________

_______________________________________________________________________

Was the treatment you had done comfortable and of lasting value? ___________________
10. Do your gum tissues give you any troubles? (tender or swollen)_________________________

Do they bleed? _________Have you ever been diagnosed with gum disease? ___________


3 out of 4 adults have some form so we will be sure to check for it.


Do you ever have a bad taste in your mouth? _____________________________________
11. Do you worry about bad breath?  Dental disease is the leading cause._____________________

12. Do you have dental insurance? __________________________________________________

Do you understand the limitations of your plan? ___________________________________
Name (Please Print) ____________________________________Date_______________________
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