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NEW PATIENT CALL-IN FORM
Date Called __________________		Date/Time Scheduled __________________
Has patient been in before?		YES		NO
Patient Name ______________________________________________________________________________
Guardian’s Name (if patient is child) ____________________________________________________________
Home Address _____________________________________________________________________________
Home Phone _________________________ Work Phone ___________________________________________
Cell Phone _________________________ Email ___________________________________________
NEW PATIENTS:
How did you hear about us? ___________________________________________________________________
[bookmark: _GoBack]When was your last dental visit? _______________________________________________________________
Is there a doctor we can contact to get a copy of the most recent x-rays?
	Dr. Name ____________________________________________
	Tel. Number __________________________________________
	City, State ____________________________________________
ALL PATIENTS:
Do you have any discomfort or other dental concerns? _____________________________________________
__________________________________________________________________________________________
Is there anything the doctor should know to make the appointment more comfortable?
____________________________________________________________________________________________________________________________________________________________________________________
Do you have any need for pre-medication?		YES		NO	
Pre-Med Pharmacy name and number __________________________________________________________
Is patient allergic to penicillin?		YES		NO
Do you have dental insurance?		YES		NO
If yes, get the following information:
Name of insured person _______________________ Relationship to patient ___________________________
Insured’s Employer ___________________________ Working Number ________________________________
SSN and DOB of insured _____________________________ Tel. No. __________________________________
Ins. Co. Name _____________________________________ Tel. No. __________________________________
Ins. Co. Address ____________________________________________________________________________
Do mornings or afternoons work best?		AM		PM
Best day of the week for an appointment? _______________________________________________________
Reason for not scheduling ____________________________________________________________________
__________________________________________________________________________________________

Please Note: This course, provided by DDS Success, LLC, and its accompanying materials is being provided as suggestions and ideas from which to improve the success and viability of your practice. This is not to be taken as a guarantee that the information provided is appropriate to your practice. Due to the high ethical standard in business expected of DDS Success, LLC clients, it is assumed that each client and/or their staff would observe and follow applicable laws relating to employment, taxation and general business. Each practice, their owners, officers and staff are individually responsible for ensuring that any system implemented complies with the applicable federal, state and local laws, rules and regulations governing the place in which your practice is located. These suggestions do not constitute legal advice. You should seek advice from your own legal advisors as to what is appropriate to implement in your practice, prior to implementation. DDS Success, LLC is not responsible for any claims, real or otherwise, associated with this material and information or any part thereof. 
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