
West Hills Dental welcomes you to our practice! 
 
 
 
The first visit with us will be a comprehensive exam that involves taking x-rays along with a 
thorough check of the health of your teeth and gum tissues. Dr. Stephanie Ness will also discuss 
with you any concerns you may have about your oral health and your future treatment needs.  
We will then set up the appropriate appointments, including hygiene. If you have been seen 
with a different provider, please contact that office to have any current x-rays sent to us 
(westhillsdental@srt.com).  
 
Enclosed you will find the new patient packet. We ask that you fill it out and mail, fax, or drop it 
off to our office prior to your appointment. It is very import that you fill in all the information 
including all social security numbers and insurance information if applicable. With this 
information, we are able to verify your dental coverage and charge accordingly the day of 
service.  
 
Payment is required at the time of service. We accept cash, check, and 
Visa/MasterCard/American Express. Some insurance companies do cover the first visit, so 
please make sure to bring your dental insurance card with you. 
 
Kindly give our office a 24-hour cancellation notice if you are unable to keep your appointment. 
We may not be able to reschedule your appointment should you fail. Please contact us at 
701.837.1050 if you have any questions or concerns.  
 
We look forward to seeing you for your reserved appointment. We have enclosed an 
appointment card.  Please arrive 15 minutes early so we may ensure we have all of the 
appropriate new patient paperwork entered and the hygienist can start with you in a timely 
matter.  
 
 
Sincerely, 
 
Office Coordinators & Dr. Stephanie Ness  
 
*If you find it necessary to bring young children with you to your appointment, please provide 

adult supervision for them in the reception area.* 
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Adult Patient Registration



West Hills Dental



Patients Name:_______________________________________ Date:___________________________ 

To help us understand you dental needs better, we would like you to complete the following questions to 
the best of your knowledge. 

What do you expect from your visit with us today? ____________________________________________ 

____________________________________________________________________________________ 

What is most important to you about your dental health? ______________________________________ 

____________________________________________________________________________________ 

On a scale of 1-10 (10=highest), how do you rate your dental health and why? ____________________ 

____________________________________________________________________________________ 

Have your wisdom teeth been removed? No _____ Yes _____.  If yes, when and by whom:  

____________________________________________________________________________________ 

Have you ever had braces? No _____ Yes _____ .  If yes, when and by whom:  

____________________________________________________________________________________ 

What do you know about periodontal disease? ______________________________________________ 

____________________________________________________________________________________ 

If you could change anything about your smile, what would that be? _____________________________ 

____________________________________________________________________________________ 

Are there foods you enjoy but cannot eat due to discomfort with your teeth? ______________________ 

____________________________________________________________________________________ 

Is there anything more you would like us to know about you? __________________________________ 

____________________________________________________________________________________ 

How did you hear about our office? _______________________________________________________ 

Thank you for taking time to fill out this form. 
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