
Modern Smiles
Patient Name: ______________________________________________________________________________________

So we can better assist you with your dental concerns, please list in order of importance what is essential to you;

Please mark 1-3, with 1 __Health preservation/keeping your teeth for life and eliminating any disease.
Being most important item. __Comfort and function/eating what you want to eat.

__Esthetics/how your smile looks.

If you have had dental treatment recommended in the past and did not proceed, what factors prevented you from
scheduling?

__Cost __No insurance
__Fear of Pain __Didn’t hurt/Didn’t think I needed treatment
__No time __Other (please explain) _____________________________________________

HEALTH HISTORY

The above information is accurate and complete to the best of my knowledge.  I will not hold the dentist or any member of Modern Smiles
responsible for any errors or omissions that I may have made in the completion of this form.

Signature: ____________________________________________________ Date: _______________________


