
KILDAIRE FAMILY & COSMETIC DENTISTRY  
NEW PATIENT INTAKE FORM 

TEAM MEMBER: _________________________________ DATE: ___________________________ 

PATIENT NAME: _______________________________________________________________________ 

MOBILE PHONE #: ____________________________ OTHER PHONE #: _________________________ 

REASON FOR THE CALL: _________________________________________________________________   

AREA OF CONCERN: ____________________________________________________________________ 

“HOW DID YOU HEAR ABOUT OUR PRACTICE?”: ______________________________________________ 

DOB:       Parent/Guardian (if applicable): _______________________________ 

PATIENT’S EMAIL ADDRESS: ______________________________________________________________ 

EMERGENCY CONTACT: _________________________________________________________________ 

“Do you have dental insurance coverage?”     YES _____          NO _____  

PRIMARY DENTAL INSURANCE INFORMATION 

SUSCRIBER NAME:   ___      RELATIONSHIP TO PATIENT: ________________ 

SUSCRIBER DOB: _________________   SUSCRIBER SS#: __________________________ 

EMPLOYER:  ______ 

INSURANCE COMPANY:  _____________________________     INS PHONE #: ______________________ 

GROUP #: ____________________________      SUSCRIBER ID #: ________________________________ 

OUR PROVIDERS ARE IN-NETWORK WITH THE FOLLOWING CARRIERS: 
BCBS, Cigna PPO, Delta Dental Premier  

OTHER QUESTIONS 

Have you been to another dental office within last 12 months?     YES _____   NO _____ 

Previous Dentist:  Provider Phone #: _______________________ 

“Have you been told you need Pre-Med before dental appointments?”     YES _____      NO _____   

“Are you Pregnant?”     YES _____  NO _____ 

“Do you currently see a healthcare specialist?”     YES _____     ________________________     NO _____   
(i.e. cardiologist, oncologist, neurologist)  
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