
 
 

PATIENT EVALUATION FORM 
 

1. Date of your last hygiene visit: ________________________________ 

 

2. Are you currently having any problems or concerns? Please 
list: 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

3. I would like to learn more about? 

o Invisalign 

o Whitening 

o Cosmetic Dentistry 

o Sedation Dentistry 

o Implants 


