
 

Patient Intake Form  

What are your main dental concerns and what brings you in today? 

______________________________________________________________________________

______________________________________________________________________________ 

How are these concerns impacting your life on a day-to-day basis? 

__________________________________________________________________

__________________________________________________________________ 

What are the most important factors/questions that you want clarity on prior 

to making a decision to move forward with treatment?   

__________________________________________________________________

__________________________________________________________________ 

Are you the primary decision maker for dental or healthcare decisions? 

__________________________________________________________________

__________________________________________________________________ 

Have you seen another doctor for your current oral health condition? If “yes”, 

what was your treatment plan?  

__________________________________________________________________

__________________________________________________________________ 



 

 

 

 


