
 
 

 
 

 

 

 

 

 

Hi! Just a note to welcome you to the practice; we are looking forward to meeting you! 

We will do our best to make your first visit as comfortable and informative as possible. 

Please feel free to ask questions at any time regarding your treatment procedures, preventative 

services, fees or any other aspect of dentistry. It is our goal to provide you with the highest 

quality of dentistry, which will be of lasting value. 

 

During the initial exam we will be taking needed x-rays, digital photos, checking your bite, 

checking all teeth and tissue, and taking notes of all the areas of concern. The exam also includes 

an oral cancer screening test. The initial exam appointment will take approximately an hour and 

a half to complete. 

 

If you would like to download the initial new patient forms, please do so. They are located under 

the “New Patients” tab on our website:  www.AdvancedDentistryByDesign.com. Otherwise 

please arrive fifteen minutes prior to your appointment to fill out these forms. 

 

Your second appointment, which will be scheduled at a later date, will be a hygiene evaluation. 

This appointment is an hour long, and will include measuring the gum and bone levels to 

determine your gingival heath. We will then use the information gathered to build a customized 

periodontal program that will best suit you and your dental needs. 

 

If you are transferring from another dentist, please acquire any current x-rays prior to your initial 

visit, as they could be useful for comparison purposes.  We are happy to assist you in acquiring 

these.  Please let us know 48 hours prior to your appointment at our office if you'd like our help. 

 

We are committed to giving our patients the highest level of care in a safe and comfortable 

environment. We are pleased that you have chosen Advanced Dentistry by Design to help you 

reach your dental goals. We look forward to seeing you soon. 



 

 

 

Who can we thank for referring you to us? 

 

Newspaper?     

Online?    

Billboard?    

Mailer?    

Yellow Pages Online/Book  

Carson Telephone Directory?  

Friend or family member? If yes, who? _______________________  

Someone who works here?  

Another doctor?  If yes, who? _______________________ 

Other?    If yes, where? ______________________ 

 

While you are with us for your appointment, we would be pleased to schedule new 

patient appointments for your family members also. Please let us know if you have any 

questions or if we can do anything to make your visit with us a more comfortable one. 

 

 

 

Sincerely, 

 

 

The Entire Team 

Advanced Dentistry by Design 



 

 

 

 

PATIENT REGISTRATION 

 

PATIENT INFORMATION 

First Name: _____________________________Last Name: _______________________ Middle Initial: _____ 

  

Address:__________________________________________________________________________________ 

City, State, Zipcode:_________________________________________________________________________ 

Home Phone:_____________  Cell Phone:_______________  Work Phone: ______________ Ext:__________ 

Birth Date:_______________   Sex: Male____  Female____ Social Security: ___________________________ 

Driver’s License#:_______________________ Driver’s License State: _____  Is Patient a Minor? __________ 

Email: ________________________________________ May we send e-mail correspondence? Yes ___No ___ 

 
 

PARENT/RESPONSIBLE PARTY INFORMATION (IF PATIENT IS A CHILD) 

First Name: ___________________________ Last Name: _____________________ Middle Initial: __________ 

Preferred Name: _______________   

Address: ___________________________________________________________________________________ 

City, State, Zipcode: __________________________________________________________________________ 

Home Phone: ____________  Cell Phone:_______________  Work Phone: ______________ ext: ____________ 

Birth Date:_______________   Social Sec:_______________   Driver’s License #:________________ State: ___ 

Relationship to Patient______________ Driver’s License #:_____________ Driver’s License State ___________ 

 

INSURANCE INFORMATION 

Primary Insurance Information 

Name of Insured:_________________________Relationship to Patient: Self____ Spouse ____ Child__________ 

Insured Soc. Sec. _________________________ Insured Birth Date: _____________ 

Employer:___________________________________________________________________________________ 

Employer Address: ____________________________________________________________________________ 

City, State, Zipcode:___________________________________________________________________________ 

Insurance Company/Address: ___________________________________________________________________ 

 

Secondary Insurance Information 

Name of Insured:_________________________ Relationship to Patient: Self____ Spouse ____ Child_________ 

Insured Soc. Sec. _________________________ Insured Birth Date: _____________ 

Employer:__________________________________________________________________________________ 

Employer Address: ___________________________________________________________________________ 

City, State, Zipcode:___________________________________________________________________________ 

Insurance Company/Address: ___________________________________________________________________ 

 

Has the patient used any dental insurance benefits in another dental office for this insurance year? ____________ 

Has the patient had a dental exam or x-rays in another office during this insurance year? _____________________ 

Are you interested in information about discount programs for uninsured patients or financing? ______________  



 

 

CONSENT FOR DENTAL SERVICES 

 

1) I hereby authorize doctor (or designated staff) to take x-rays, study models, photographs, and 

other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of (name of 

patient)____________________________’s dental needs. 

2) I understand that the use of anesthetics and sedatives may be necessary, and with their use 

embodies certain risks.  I am aware that by my request, I am entitled to a complete recital of 

potential complications. 

3) I am aware that as a courtesy, Advanced Dentistry by Design’s staff will bill my dental 

insurance.  If a dental pre-authorization has not been submitted the quoted out of pocket expense 

will be based on the majority of dental plans.  It is not uncommon for insurance companies to 

have wait periods and exclusions on certain procedures.  It is my responsibility to review my 

plan booklet or check with my insurance company to be sure that my scheduled care falls within 

their guidelines and my amount of insurance available. 

4) I agree to be responsible for payments of all services rendered on behalf of myself or my 

dependants.  I am ultimately responsible for any amount on my account not paid by my 

insurance company.  I understand that payment is due at the time of service and no in-office 

financing is available.  A long term payment program is available upon proven credit.  

5) I am aware if there are balances that remain on my account past 30 days I will be charged a late 

fee of 21% APR. 

6) I agree to notify the office as soon as possible if something arises and I need to reschedule an 

appointment.  I am aware that if I miss three appointments without informing the office prior, I 

may be dismissed from the practice. 

7) If required, I authorize Advanced Dentistry by Design to check my credit.  

8) There will be a $25.00 charge on all returned checks.  

9) I have had the opportunity to read and I understand the privacy policies of Advanced Dentistry 

by Design. You have my permission to discuss my dental appointments and treatment with the 

following people: 

 

______________________________________________________________________________ 

Name                                                                       Relationship to Patient             Phone Number 

 

______________________________________________________________________________ 

Name                                                                       Relationship to Patient             Phone Number 

 

 

Signature________________________________________Date____________ 

 

 

Relationship to Patient_____________________________________________ 





 

 

DENTAL HISTORY 

 

Name:  __________________________________            Date:  _____________ 

 

1. Are you having any discomfort at this time?  Y or N 

Describe:  

 

 

2. How long since your last dental visit?  _____________________________________ 

3. Did you have x-rays taken?  _____________________________________________ 

4. What was done at your last dental appointment?  _____________________________ 

5. Have you lost any teeth?  ________________________________________________ 

6. Any complications with extractions?  ______________________________________ 

7. Have the missing teeth been replaced by:  Bridges, Implants, or Dentures? Y or  

If yes, please list:___________________________________________________ 

8. Are your teeth sensitive to:  Heat / Cold / Sweets / Sour?  

9. Have you had your teeth straightened?     

10. Are you happy with your smile?     

11. Do you wish your teeth were whiter?     

12. Do you floss?      How often?  __________________________________ 

13. How long have you been flossing?  _______________________________________ 

14. Do you use a Sonic toothbrush?     

15. Other home care aids?  ________________________________________________ 

16. Do you drink beverages other than water?   

How many per day?  _______________________________________________ 

17. Do you snack in between meals  

18. Do you have bleeding gums?    Where?  __________________________ 

19. Does food wedge between your teeth?      Where?  __________________ 

20. Have you ever had gum treatments?      

21. Do you grind?    / Clench your teeth?  / When?  ____________ 

22. Do you have a night guard?     

23. Do you hear clicking/popping?    N 

24. Has your jaw ever locked open/closed?    N  When?  _____________ 

25. Any pain around your ears?     

26. Do you have headaches more than once weekly?     

27. Do you have any fear of having dentistry done?     

Explain:  _________________________________________________________ 

28. How do you feel about your teeth?  _______________________________________ 

29. Do you want to avoid full dentures?  ______________________________________ 

30. Please rank the following in order of importance to you: 

Health (pain-free; no cavities);       Function;         Beauty (Esthetics) 

 

31. Any additional comments: 
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