
N E W   P A T I E N T   I N F O R M A T I O N   F O R M 
 
LAST NAME:      TITLE:          FIRST NAME:                  
            
MIDDLE NAME:             PREFERRED 1ST NAME:                        
 
HOME ADDRESS:                     
 
BEST NUMBER TO REACH YOU/LEAVE MESSAGE?    _________    
 
PLEASE PROVIDE AT LEAST 1 ALTERNATE NUMBER:  __________________________   
 
EMAIL: _________________________________________________ 
 
SS#:   - -    DOB:  / /     SEX: __________________ 
 
EMERGENCY CONTACT/PHONE: _______________________________   RELATION: ___________________   
 
EMPLOYER NAME/PHONE #:                                 
                           
WHOM MAY WE THANK FOR REFERRING YOU?    __    ____________ 
 
PREFERRED PHARMACY: ________________________________________________________     
 
WHAT, IF ANYTHING, WOULD YOU LIKE TO ENHANCE ABOUT YOUR SMILE?  
 
___________________________________________________________________________________________ 
 
DO YOU EXPERIENCE DENTAL ANXIETY? _________________.  HOW CAN WE BEST HELP YOU  
 
ALLEVIATE THIS? _________________________________________________________________________ 
 
 
CURRENT MEDICATIONS: (If several meds, we can make copy) ____________________________________________ 
 
 
ANNUAL MEDICAL HISTORY UPDATE: I verify that I have reviewed/updated any medications/medical concerns with the 
office of Dr. Brian Mitchell DDS. 
 
_______________________________________________   ______________________ 
Signature         Date 
 
___________________________________________   ___________________ 
Signature         Date 
 
_______________________________________________   ______________________ 
Signature         Date 
 
_______________________________________________   ______________________ 
Signature         Date 
 

 
 
 
 




