
“Where Your Smile 
Feels Right at Home”

Welcome to Olson Family Dental! Thank you for choosing to join our family at Olson Family  Dental.  
We work hard to ensure your visit with us is the easiest and most enjoyable experience you've ever had 
at a dental office.  If there is anything we can do to make your visit more comfortable or convenient, 
please let us know.

AppointmentAppointment Agreement:  We go out of our way to provide extra time for you and the dentist to dis-
cuss your dental health and concerns and to discuss treatment plans that work best for you.  We ask that 
you be present for all of your scheduled appointments.  We treat any appointment as a bond of trust   
between you and us that we will be there to serve you, and you will be present for the appointment.  
Therefore, we do not allow frequent cancellations or changes in appointment times with less than a 48 
hour notice. Appointments canceled with less than a 48 hour notice will be charged a $50 fee.

Insurance Made Easy:  For your convenience, we will file and submit your insurance claims for  you 
at no additional fee.  Please note that after 60 days, any unpaid or outstanding insurance balance 
will be due by you, the patient.  While we file claims for you as a service, it is your responsibility to 
maintain and understand your insurance benefits. All problems with insurance are between the patient 
and the insurance company.

Financing Options:Financing Options: For those without dental insurance or for more extensive needs we offer financing 
for those approved.  If you are in need of financing options, please discuss your financial needs with the 
front desk before scheduling treatment.  If your treatment plan is over $500, you may be eligible for a 
5% courtesy discount.  Check with the front desk to see how you can qualify.

Financial Responsibility: Financial Responsibility: You can expect to see monthly statements from Olson Family Dental until 
your account is paid in full. You will be responsible for your portion of payment plus any unmet deduct-
ibles on the day of service. It is important to understand that you, the patient, are responsible for All 
fees incurred from your visit.  An account becomes overdue after 90 days and will be charged a $25 
late fee for every month the balance remains unpaid. You are responsible for all fees incurred while col-
lecting unpaid balances.

I have read and understand my financial responsibilities:
______________________________________________                        ________________________________________
Print Name                                            Date

X_________________________________________________________________________________________________
Signature

Please Read Carefully







PLEASE ANSWER YES OR NO TO THE FOLLOWING:

 PERSONAL HISTORY                                            YES         NO
1. Are you fearful of dental treatment?  On a scale from 1(least) to 10 (most), how fearful? [_____]__
2. Have you had an unfavorable dental experience? ________________________________________
3. Have you ever had complications from past dental treatment?______________________________
4. Have you ever had trouble getting numb or had any reactions to local anesthetic _______________
5.5. Did you ever have braces, orthodontic treatment or have your bite adjusted? __________________

 SMILE CHARACTERISTICS
6. Is there anything about the appearance of your teeth that you would like to change? ____________
7. Have you ever whitened or bleached your teeth? ________________________________________
8. Have you felt uncomfortable or self conscious about the appearance of your teeth? _____________
9. Have you been disappointed with the appearance of previous dental work? ___________________

 BITE AND JAW JOINT
10.10. Do you have problems with your jaw joint? (pain, sounds, limited opening, locking, popping)____
11. Do you have any problems chewing gum? _____________________________________________
12. Do you have any problems chewing bagels, baguettes, protein bars, or other hard foods? ________
13. Have your teeth changed in the last 5 years, become shorter, thinner, or worn? ________________
14. Are your teeth crowding or developing spaces? ________________________________________
15. Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral habits?____
16. Do you clench your teeth in the daytime or make them sore? ______________________________
17.17. Do you have any problems with sleep or wake up with an awareness of your teeth? ____________
18. Do you wear or have you ever worn a bite appliance? ____________________________________

 TOOTH STRUCTURE
19. Have you had any cavities within the past 3 years? ______________________________________
20. Is your mouth constantly dry or do you have difficulty swallowing any food? _________________
21. Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of your teeth? ________
22. Are any teeth sensitive to hot, cold, biting, sweets, or brushing? ___________________________
23.23. Do you have grooves or notches on your teeth near the gum line?  _________________________
24. Have you ever broken teeth, chipped teeth, or had a toothache or cracked filling? _____________
25. Do you frequently get food caught between any teeth? __________________________________

 GUM AND BONE
26. Do your gums bleed or are they painful when burshing or flossing? ________________________
27. Have you ever been treated for gum disease or been told you have lost bone around your teeth? __
28. Have you ever noticed an unpleasant taste or ordor in your mouth? _________________________
29.29. Is there anyone with a history of periodontal disease in your family? _______________________
30. Have you ever experienced gum recession? ___________________________________________
31. Have you ever had any teeth become loose on their own (without an injury)? _________________
32. Have you experienced a burning sensation in your mouth? _______________________________

Name ____________________________________________________________________________________
How would you rate the condition of your mouth?      Excellent          Good          Fair          Poor
Previous Dentist ______________________________ Reason for Leaving _____________________________
Last Dental Exam ___/___/______    Purpose of Exam _____________________________________________
I routinely see my dentist every:          3 mo.          4 mo.          6 mo.          12 mo.          Not Routinely
Do you have any immediate concerns? __________________________________________________________

DENTAL HISTORY


