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X-Ray Release Form  

 
 

Date:_____________ 
 

 
I, _________________________________ (print name), hereby authorize the release of my dental x-rays and I give 
my permission for them to be forwarded to other dentists or healthcare providers by mail or secure email. 
 

Patient Information 
 

Name:______________________________________________________  Date of Birth:___________________ 

Phone:____________________________ 

Address:___________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 
Patient’s signature:____________________________________________________ Date:_________________ 

 

Previous Dentist information  
(This helps us locate any previous up to date xrays you may have elsewhere) 

 
Name of previous dentist: _____________________________________________ Phone: _______________ 

 

 

 

For office use only: 

Released By (Witness): _________________________________________________ Date:______________ 

Witness Name (Printed): ___________________________________________________________________ 
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New Patient Intake Form  

 

Patient Name: ____________________________   DOB: ____________ 

Thank you for coming in today!  Please answer the following questions to help us to understand your needs 
and preferences. 

 

What is your primary concern you’d like us to address today? 

_______________________________________________________________________________ 

What did you like about your last dentist? _____________________________________________ 

What did you dislike about your last dentist?___________________________________________ 

When considering your oral health needs, please choose one: 

□ When it comes to my oral health, I prefer to be proactive and preventative.  I like to avoid 
complications, and I am someone who likes to prevent dental issues from even arising, potentially 
saving myself from pain and additional expenses. 

□ When it comes to my oral health, I consider myself to be more of a reactive person.  I would rather 
wait and deal with dental issues after they develop, or after it has started to hurt, before addressing 
the matter, even if it means I need more visits, time, and potentially more expense to address the 
issue. 

How would you rate your smile from 1 – 10?_____________________________________________ 

What would improving your smile by 1 – point on this scale from 1 – 10 look like? 

_________________________________________________________________________________ 

Do you consume sugary and acidic food and drink on a regular basis?            Yes             No 

How often and how many soft drinks do you consume? ____________________________________ 

 

Are you aware that you grind your teeth?   Yes             No 

Do you snore or have sleep apnea?    Yes              No 



Patient Name: __________________________________________ 

Are you aware of the oral-systemic connection? (How a healthy mouth plays a role in having a healthy 
heart and body)           Yes              No 

What is the biggest obstacle for you regarding getting the dental care you need? (Please circle one) 
Anxiety       Time       Budget       No obstacles  

What do you value most regarding your teeth? (Please circle one) 
Cosmetic – You most value how your teeth look.  Want them straight, want them white. 
Function – You most value an ability to enjoy your favorite foods and drinks. Don’t want to be limited to 
just eating on one side or area. No food or drink should be off limits to you. 
Comfort – You most value NOT being in pain or having tooth and gum sensitivities. Example: “I can’t eat 
this anymore because it hurts or is sensitive. 
Longevity – You most value the ability to have your natural teeth forever.  You want to do all you can to 
keep your natural teeth as healthy as possible, and for as long as possible. 

Do you prefer to pay off your balances in full up front, so nothing is owed, or are you interested in learning 
about financing options that provide flexible monthly payments? 

________________________________________________________________________________ 

If you do not have insurance, would you like to learn more about our in-house membership plan that helps 
make dental care affordable?         Yes            No  

Do you prefer to break your appointments up into multiple shorter visits, or do you prefer less visits that 
are longer in duration, but save trips to the dentist? ___________________________________ 

Do you prefer to get any necessary treatment done today, if possible?         Yes           No 

How did you hear about us? __________________________________________________________ 

Do you prefer peace and quiet during your visits, or do you like to be aware of each step of the procedure 
as it’s completed? _________________________________________________________ 

Are you interested in learning more about using laughing gas or pre-appointment medication to address 
anxiety? ___________________________________________________________________ 

Would you like a blanket or a pillow during your appointment?          Yes           No 

What is most important to you regarding having a pleasant dental visit? 

_________________________________________________________________________________ 

What is the most important thing we can do today to ensure you have a wonderful experience? 

_________________________________________________________________________________ 

What is an interesting fact about yourself? (i.e pursuits, hobbies, passions) 

_________________________________________________________________________________ 
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FINANCIAL POLICIES 
Our office is committed to providing affordable dental care for our patients.  We proudly offer the following financial 

options for payment: 
 

• Payment is due at time of service.  We accept cash, check, and credit card. 

• Today’s Dental Membership Plan:  No insurance? No problem!  Our in-house membership plan 
provides 2 cleaning, 2 exams, 2 fluoride applications, 50% off x-rays, and 10% off all treatment.  

Individual Plan - $209/year    Couple - $309/year    Child Plan - $150/year  

•  5% discount on full payment in advance for treatment over $1,000 

• We offer CareCredit with flexible payment options.  You can apply online at www.carecredit.com, 
or we are happy to help you with the application process to see what options are available to you. 

• Dental Insurance – Our office accepts most insurance plans:  Our office will gladly work with 
your insurance to get the maximum benefit available to you.  Most insurance plans do not cover 100% 
of your cost of treatment, therefore you will be asked to pay your deductible and co-payment for the 
charges on the day the services are rendered.  We are happy to file the forms necessary to assure you 
receive the full benefit of your dental insurance.  We will estimate your coverage - however, many 
variables exist from carrier to carrier (i.e. deductibles, annual maximums, allowable fee limitations, 
non-covered procedure, and other restrictions).  Therefore, we cannot guarantee any estimated co-
payments.  Your insurance coverage is an agreement between you and the insurance company – 
because of this, you are ultimately responsible for all charges.  Please know that we will do 
everything we can to see that you receive the full benefits from your insurance company. If for some 
reason your insurance company has not paid their portion within 60 days from the start of treatment, 
you are responsible for payment at that time.   

• We offer Compassionate Finance with flexible payment options.  You can apply online at 
www.compassionatefinance.com, or we are happy to help you with the application process to see 
what options are available to you. 

• Payments 60 days past due are subject to a $50.00 late fee.  Payments 90 days past due will be sent to 
collections.  

 


