KINGSEED

FAMILY DENTAL

Patient Survey

Patient Name: DOB:

How did you hear about us?

How long has it been since you have seen a dentist?

Are you: In Pain Swollen on Pain Medication

Have you ever taken antibiotic premedication before a dental visit? Y N

Do you have: Artificial Heart Valve Y N
Prosthetic Joint Replacement Y N

Are you on Blood Thinners/Anti-Coagulant Y N

Is there anything you would like to tell us about your previous dental experience?

Are there any changes you’d like to see to your smile?

Are you interested in more information on the following? Please circle all that apply.

Clear Braces Tooth Colored Fillings
Whitening Replace Metal Fillings
Dentures Night Guard

Partials Bridge

Veneers Implants

Crowns Periodontal Treatment
Athletic Guards Sensitivity Treatment

YOUR REQUIRED SIGNATURE HERE IS FOR AUTHORIZATION FOR TREATMENT

Date: Patient/Guardian X




