
 

Patient Questionnaire 

Name: ____________________________________ 

 

In order for our staff to provide you with exceptional quality of care, we would like to 
get to know you better.  When considering having dental treatment done, which of the 
following would be of concern to you? (Please circle any that apply to you) 

(A) Fear 
(B) Time 
(C) Budget 
(D) Trust 
(E) None – No sense of urgency 

 

As providers, each of these characteristics is important to us.  Which of the following do 
you value the most when receiving dental treatment? 

(Please circle ONLY ONE) 

(A)  Function – Action for which something is used for (Ex. Teeth are used to chew) 
(B)  Comfort – Feeling of relief (Ex. Being able to chew without any pain or 

discomfort) 
(C)  Cosmetic – Done or made for the sake of appearance (Ex. Whitening to make 

the teeth whiter & brighter) 
(D)  Longevity – Long lasting (Ex. Having results that will last years & years) 

 

What is the most important quality for you in your relationship with your dentist? 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
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PATIENT REGISTRATION

4/13/2017DATE

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Emergency Contact

Emergency Contact #

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:
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