
Patient Dental Assessment Form 
 

Name: __________________ Date: _____________________ 
 

To aid in our diagnosis and your treatment, please take a moment and answer the following questions. 
Please check your response. 
 

Esthetic Concerns 
Do you dislike the color of your teeth?                                                                                        __Yes    __No   
Do you have spaces between your teeth?                                                                                   __Yes   __No   
Do you have dark fillings, that show when you smile?                                                              __Yes   __No 
Are your teeth crowded or crooked?                                                                                            __Yes   __No 
Do you have existing crowns or dental work that you consider “ugly”?                                __Yes   __No   
Are you self-conscious of your teeth and/or smile?                                                                   __Yes   __No 
Do you avoid smiling when you have your picture taken?                                                        __Yes   __No 
Would you like to improve your existing smile?                                                                          __Yes   __No 
 

Sleep Apnea Concerns 
Do you snore while asleep?                                                                                                             __Yes   __No  
Has a family member/friend/etc. ever told you that you snore?                                             __Yes   __No  
Do you experience lack of energy or daytime drowsiness?                                                       __Yes   __NO 
 
Bruxism concerns (Teeth Grinding) 
Do you wake up with a sore jaw, dull headache, or tooth pain?                                              __Yes   __No 
Has anyone told you that you are making a grinding sound at night?                                     __Yes   __No 
Do you have swelling of the lower side of your jaw?                                                                  __Yes   __No 
 
 

 

Place a checkmark next to which of the following are concerns you have regarding dental treatment: 

___ Fear of treatment 

___ Time of treatment concerns 

___ Financial Concerns 

___ Distance to office 

___ Not understanding treatment 









Gentle Dental Care 
FINANCIAL RESPONSIBILITY STATEMENT 

 

Patient Name _______________________________________________________ 

Responsible Party____________________________________________________ 

Relationship to Patient________________________________________________ 

Billing address_______________________________________________________ 
                                           Street address apt#                                                          City                    State              Zip 

Phone numbers _____________________________________________________ 
                                           Home #                                               Work#                                          Cell# 

License# _____________________________    SS#__________________________ 

Financial Policy: 
• Payment in full is expected at the time of treatment. 
• Patients with dental insurance are expected to pay their estimated co-pay at the time of treatment. 
• VISA, MASTER CARD, AMERICNA EXPRESS, AND DISCOVER Credit Cards are accepted. 
• Checks are accepted upon approval through Global Finance (No temporary checks) you must have a 

current picture ID. 
• Long term financing is available through CareCredit, upon completion of a credit application and 

approval. 
• Balances over 90 days old are charged an 18% APR service monthly charge. 
• We reserve the right to charge for appointments cancelled or not kept without a 24 hour notice.  The 

fee is $25 per appointment, lengthy appointments are higher. 

*To our patients with Dental Benefits: 

Dental Plan Name _________________________ Group# ________________ 

It is our pleasure to help you file your insurance claim forms or take assignment on your dental benefits as designed by 
the Dental Plan indicated above.  We provide this service at no additional cost to you and will do all that we can to help 
you receive the maximum benefits allowable under your plan. 

In the event the plan sponsor determines that you are not eligible at the time of service, or makes a determination that 
you are eligible for a reduced level of coverage, by signing this agreement, you do hereby agree to be financially 
responsible for any and all of the charges incurred by you and not paid by the plan sponsor. 

 

_____________________________________________                                       ____________________ 

Signature of Responsible Party                                                      Date 

  

 



Gentle Dental Care 
Broken Appointment Policy 

Reservation Fee of Treatment Policy 

 

Broken Appointment Policy 

Due to increasing number of broken appointments at our office, it is necessary to enforce a Broken Appointment Policy 
effective January 1, 2015. 

Every effort is made to contact patients before their appointment to confirm, either by phone, email, or text message. 

Please understand that this is a courtesy reminder only.  DO NOT DEPEND ON THIS.  If we are unable to reach you, your 
appointment card will serve as your confirmation of the appointment and implies your obligation to be present. 

We require that you notify us of any cancellation at least 24 hours prior to your office appointment, so that we may give 
your allocated time to another patient in need of dental care.  If you arrive more than 15 minutes late for your 
appointment, you may be asked to reschedule for the next available time. 

The first incident of a missed appointment without 24 hour notice will be documented and the broken fee will be 
waived.  If, however, a second appointment is missed without 24 hour notification a $25 fee will be applied to your 
account.  If 3 broken appointments occur, our office reserves the right to review your account.  We will decide if any 
subsequent appointments will be made or placed on a walk in basis.  The fee must be paid before the appointment is 
scheduled. 

An appointment is considered to be broken if the following occur: 

 

• The patient fails to appear for the appointment 
• The patient appears more than 15 minutes late for scheduled appointment 
• The patient cancels or reschedules with less than a 24 hour notice 

 

Reservation Fee for Treatment 

A $50.00 reservation fee may be collected for treatment, at the time the appointment is being scheduled.  This applies 
to treatment one hour or longer.  This fee will be credited towards your treatment unless you fail to show up. 

 

I, ______________________________________ have read and understand the above mentioned policy. 

 

__________________________________________                                             _____________________ 

Patient Signature (parent or guardian if minor)                                                                         Date 


	Patient Dental Assessment Form
	Patient info 001
	Medical Info 001
	HIPPA 001
	Financial Responsibility Statement
	Cancelation policy

