
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Wayland Family Dental Center 
 
Personal Information 
 
Last Name____________________________________ 
 
First Name____________________________________ Middle Initial______________ 
 
Date of Birth__________________________________ 
 
Home Address_________________________________________________________________ 
    Street     City  State  Zip Code 
 
Employer ____________________________________________________________________  
    Company    City    State 
Home Phone ______________________ Work Phone __________________________ 
 
Cell Phone________________________ Email________________________________ 
 
Whom may we thank for referring you to our office?__________________________________  
 

Dental Information 
 
Date of last dental visit_____________________ 
 
Reason for this visit_____________________________________________________________ 
 
Have you ever had complications or a poor experience in a dental office?   □ Yes  □ No 
 If yes, please explain_______________________________________________________ 
 
Do you have any questions or concerns to bring to Dr. Putt’s attention?    □ Yes  □ No 
 If you do, please explain____________________________________________________ 
 ________________________________________________________________________ 
 
Would you like a courtesy call to confirm your future appointments?    □ Yes   □ No 
 If yes, which number? □ Home □ Work □ Cell  □ Email message 
 
Please let us know if there is anything that we can do to make your experience here more 
comfortable___________________________________________________________________
_____________________________________________________________________________ 

 

Lance
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