DENTAL B West Cobb Dentistry
REG'STRAT'ON 5255 Stilesboro Rd. N.W., Suite 150
Kennesaw, GA 30152
AND HISTO RY Telephone: (770) 794-3332
(PLEASE PRINT) WEST CoBB
DENTISTRY

PATIENT INFORMATION

Date

Newps. - @ SocBec#
- . LastName First Name . Initial ;
Address ‘ ‘ _
oy = sme . Zp

HomePhone = CeliPhone: ‘ Email: ; ;
‘Sex:‘ k EZ] MIIF Age Birthdatém [IsSingle [JMarried []Widowed [ Separated []Divorced
Patient Emptoyed v Occupation ‘

Business Address% Business Phone (
Whom may we thank for referrmg you? '

In case of emergency wha should be natifzed'?w Phone (

PRIMARY INSURANCE
‘Pérsénﬁésbans‘iblé fd‘rACcOu‘n k Last’ Nany'ne” Firét Néme ‘ Iniiial .
Heldiontopatlent . = == = Bifhdale Soc. Sec. #_ .
Address (if different from patient’s‘)wm Phone (
0. s . 5

Person Respons;ble Employed byW Qccx}pationm__w

Busmess Address_.___________________________.__ﬁ____. Business Phone ( )

Insurance Company

‘Cantract #% Gfoup # 2 Sihseriber #
Names of mher dependents ccvered under this plan
ADDITIONAL INSURANCE

Is patlent covered by add*tlonai insurance? [ Yes [ No

SubscriberName = RelfontoPafient ____ Biohdate

| Address Wdfeenttompatentsy,. - =  phone( )
e .. ..
~Subsx;ﬁber Employed by% Business Phone (
Insurance Company_m_._.m__—,m,_._—_— Soc. Sec. #
Contract #mm_ Group #_“.;;M;N___;_;._,Subscriber L
Names of other dependents c:overed under this plan ‘

ASSIGNMENT AND RELEASE

1, the undersugned cemfy that | (or my dependent) have i msurance ceverage wnth

Name of Insurance Company(ies)
and assu_:;n dlrectly to Dr ,.mmm___.__._m alti insurance benefxts, if any, otherwise payable to me far semc%
rendered 1 understand that { am fmanmat!y respons:bte for ail charges whether or not paid by insurance. | hereby authnrlze the doctor to reiease ali ‘

jnformatton necessary to secu:e the payment of beneﬁts. | authonze the use of this signature on all insurance submissions.

Responsible Party Signature - ; , ; Relationship
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DENTAL HEALTH HISTORY
(Confidential)

‘ DENTAL HISTORY

Reason for Today’s Visit

Former Dentist

Address

Date of last dental care. Date of last dental X-rays

Check ( v ) if you have had problems with any of the following

[ Bad breath [] Grinding teeth [] Sensitivity to hot

[] Loose teeth or broken fillings L] sensitivity to sweets

] Bleeding gums

[] Clicking or popping jaw [] Periodontal treatment [ ] Sensitivity when biting

[] Food collection between teeth [ Sensitivity to cold [1 Sores or growths in your mouth

How often do you brush?

How often do you floss?

MEDICAL HISTORY

Physician’s Name Date of Last Visit

Have you had any serious illnesses or operations? If yes, describe

[JYes [1No
Nursing? [lYes [INo

Have you ever had a blood transfusion? If yes, give approximate dates

(Women) Are you pregnant? [lYes [INo Taking birth control pills? . [lYes [1No

Check ( v ) if you have or have had any of the following:

[1 Blood Disease

L1 Cancer

] Chemical Dependency
[] Chemotherapy

[ Circulatory Problems

[] Headaches

1 Heart Murmur

[ ] Heart Problems
Describe

] Hemophilia

MEDICATIONS

List medications you are currently taking:

Pharmacy Name

Phone

] Nervous Problems
L1 Pacemaker

L] Psychiatric Care

] Radiation Treatment
[ ] Respiratory Disease

L] Aspirin

[ 1 Barbiturates (Sleeping pills)
[] Codeine

[ Local Anesthetic

[1AIDS [] Cortisone Treatments [] Hepatitis ] Rheumatic Fever
] Anemia [ Cough, Persistent ] High Blood Pressure [ Scarlet Fever
] Arthritis, Rheumatism 1 Cough up Blood L1 HIV Positive L[] Shortness of Breath
L1 Artificial Heart Valves [ Diabetes [ Jaw Pain [] Skin Rash
- [ Artificial Joints U] Epilepsy [ Kidney Disease L1 stroke
[] Asthma [ Fainting [ Liver Disease [ I Swelling of Feet or Ankles
[ ] Back Problems L1 Glaucoma L1 Mitral Valve Prolapse [ Thyroid Problems

[ Tobacco Habit

L] Tonsillitis

(1 Tuberculosis

L] Ulcer

L] Venereal Disease

[ Penicillin
[ sulfa
[] other

The above information is accurate and complete to the best of my knowledge. | will not hold my dentist or any member of his/her staff responsible for
any errors or omissions that | may have made in the completion of this form.

Date Signature






