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PATIENT INFORMATION
Patient Name
First Middie Inttial Last Praferred Name
Birthday OMOF Age SocSec # Marital Status
Address: Email address:
City State Zip Code County
Home Phone: Work: Cell

Who can we thank for referring you fo our practice?

in case of emergency, who should be notified? Name

Phone # (s} Helationship fo patient

ADDITIONAL INFORMATION

List Family Members that are currently in our practice: U1 None

PRIMARY INSURANCE

Assponsible Party Nams:

First Middie Last
Employer: Phone:
Birthday Soc.Sec. #
Home Phone: Work: Cell:
Address {mailing and street i different]
City State Zip Code County

Reiationship fo Patient:

insured’'s Subscriber name and the address i different:

insurance Company:

Group Number Member 1D# Phone:

Address:

SECONDARY INSURANCE

Is patient covered by additional insurance? DO Yes D0 No

Subscriber Name Helationship 1o Patient

Birthday: Phone: SSN:

Address (mailing and sirset # different)]

City State Zip Code County

insurance Company

Group Number: Member ID# Phone:

Address:

Employer: Phone:




DENTAL / MEDICAL HISTORY

Former Dentist

Phone:

Date of last dental care

Physician’s Name

Date of last dental X-rays

0 AIDS

1 Acid Reflux

1 Anemia

I3 Arthritis, Rheumatism
{3 Artificial Heart Valves
[ Artificial Joints

1 Asthma

{1 Back Problems

1 Blood Disease

[J Cancer

[0 Chemotherapy

0 Chronic Sinus issues
03 Circulatory Problems

Have you had any serious #inesses or operations?

Have you ever had a blood transtusion?

{(Women) Are you pregnant? [IYes I No

if, yes, describe

{1 Urgent Care As Needed Date of Last Visit

OYes [ONo

Check ( ¢ } if you have or have had any of the following:

{1 Cortisone Treatments

{1 Cough, Persistent

3 Diabetes

00 Epilepsy

[3 Fainting

1 Glaucoma

3 Heart Attack

[0 Heart Murmur

[ Heart Problems
Describe

i yes, give approximate dates

Nursing? OYes OO No

Are you on any medication for osteoporosis, such as Boniva or Fosamax? [ Yes [J No H so, please list

CYes O No

3 High Cholesterol

1 HIV Positive

1 Jaw Pain

[0 Kidney Disease

0 Liver Disease

3 Migraines

{3 Mitral Valve Prolapse
[J Nervousness/Anxiety
[ Osteoporosis

0 Pacemaker

0 Hemophilia
I Hepatitis
L1 High Biood Pressure

LIST MEDICATIONS YOU ARE CURRENTLY TAKING:

{d Psychiatric Care
{1 Radiation Treatment
[J Respiratory Disease

It is EXTREMELY IMPORTANT for us to know if you are taking Dilantin, Tranquilizers, Viagra, Phenobarbital,
Blood Thinners (inciuding Aspirin), Cortisones, Insulin, Blood Pressure or Heart medications!
Please help us to help you. ¥ you have any question as to whether or notto list a medication, please ask.

[0 NO MEDICATIONS

Taking birth control pills?

1 Rheumatic Fever

3 Scarlet Fever

{1 Shoriness of Breath

[3 Skin Rash

[J Stroke

0 Swelling of Feet or Ankles
0 Thyroid Problems

1 Tobacco HMabit

1 Tonsillitis

[ Tuberculosis

[ Ulcer

1 Venereal Disease

1 Other

Pharmacy Nams

{1 Aspirin
3 Codeine

Date

I3 Local Anesthetic
£ Latex

0 Penicillin [ Other

Phone

{J Sulfa

{3 NONE

CANCELLATION POLICY

{ affirm that the information | have given is correct, and that it is my responsibi
status. | authorize the dental staff to perform the necessary services that | ma
understand that Coweta Dentistry Associates files my insurance as a courtesy,
any deductible, and co-payment that my insurance does not cover. |
fee of composite (tooth colored) fillings on posterior teeth and that |

Lastly, | agree to be responsible for payment of all serv
is due at the time of service unl

The above information is accurate and complete to the best of my knowledge. | will
staff responsible for any errors or omissions that | have made in the completion of this form,

Signature

At Cowsta Dentistry, we value your time. When you set up an appointment, that time is reserved especially for you. We understand that
scheduling conflicts can come up and you may need to cancel an appointment, if thi
appoinirments to be cancelled at least 24 hours in advance.

Our Doctors and Hygienist want to be available for your needs and the needs of all our patients. When a patient does not show upfora
scheduled appointment, another patient loses an opportunity to be seen. As of August 1, 2021, a fee will be assessed based on appointment
time and length if we do not receive a call to cancel appointment at least 24 hours in advance,

s does happen, we respectiully ask for scheduled

lity to inform this office of any changes in my medical
y need. | assign the Doctor all insurance benefits. |
but | am responsible for payment of services rendered,

am aware that, in many cases insurance companies reduce the
am responsible for any portion not covered.

ices rendered on my behalf or my dependents. | understand that payment
ess other arrangements have been made,

not hold my dentist or any member of his/her

Patient Initial




