REGISTRATION FORM

(Please Print)

Today’s Date: Office Use: Scanned:

PATIENT INFORMATION

Patient’s last name: First: Middle: COmr. [ Miss Marital status:
O wrs. [ ws. single (] Mar[J Div[d Sep[d wid [
Birth date: Age: Sex: Social Security no.: Home Phone Cell or Work
OwmOFr ( ) ( )
Street address: City: State: ZIP Code:
Mailing Address: (if different): City: State: ZIP Code:
Occupation: Employer: Employer phone no.:
( )
Email Address: Would you like to receive correspondence by email or text message? []Yes [ No

INSURANCE INFORMATION

(Please give your insurance card to the receptionist.)

Person responsible for bill: Birth date: Address (if different): Home phone no.:

Is this person the patient ? [dyes [INo Do you have Care Credit [ ]Yes [ No
Occupation: Employer: Employer address: Employer phone no.:

Subscriber’'s name: Subscriber’s S.S. no.: Birth date: S;O_UP Policy no.:

Patient’s relationship to subscriber: [ self [ spouse [ child [] other

Name of secondary insurance (if applicable): Subscriber’s name: Group no.: Policy no.:
Patient's relationship to subscriber: [ self [ spouse [ child [ other

IN CASE OF EMERGENCY

Name of local friend or relative (not living at same address): Relationship to patient: Home phone no.: Work phone no.:

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. | understand that |
am financially responsible for any balance. | also authorize Dothan Periodontics & Implants, LLC. or insurance company to release any information
required to process my claims.

Patient/Guardian signature Date

HIPPA Consent

| give consent for the family members listed below to receive information concerning my Medical/Dental records at Dothan Periodontics & Implants,
LLC., to include insurance information, financial information, making and cancelling appointments on my behalf.

Patient/Guardian signature Date

Family Members Relationship to patient:







PERSONAL DENTAL HISTORY

General/Restorative Dentist:

Date of last cleaning:

Reason you where referred to our office:

Have you ever Periodontal Treatment (deep cleanings, gum grafting, etc.): If yes, please explain.

Have you ever had Orthodontic work (braces, retainers, etc.): If yes, please explain.

What is your daily hygiene routine:

Brush time’s daily [J ™anual [ Electric Mouthrinse time’s [ daily [ weekly
Floss time’s [ daily [ weekly
PERSONAL HEALTH HISTORY
Physician: Date of last physical exam:
Allgeries | [ No Allergies [ Antibotics [ bemerol [ Latex/Tape
] Novocain [ other:
conditions | [J Rhuematic Fever [ Artifical Joint Where When
[J symptomatic Mitral Valve Prolapse If yes, Do you Antiobotic Pre-Med []Yes [ No
[ Artificial Valve ~ When [ ulcers
[J Angina [ Kidney Disease
[] pacemaker ~ When Location: Left/Right [ Liver Disease
[J Heart Attack When [] Hepatitis  Type Active?
[] Diabetes O Typel [ Type 11 [] Pregnant How far along____ mths
[J High Blood Pressure  [] Low Blood Pressure 7. ] Asthma ] Emphysema
[ stroke When [ Lung Disease
[] Bleed Excessively [ High risk for HIV/Aids
Tobacco: Do you smoke __ Cigs. per day # of years Chew ___ perday Pipe per day
Are you under ongoing care with a physician? []Yes [J] No Why
Surgeries within the last 5 years
Year Reason Hospital

List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers

Name the Drug Strength

Frequency Taken




All guestions contained in this questionnaire are strictly confidential and will become part of your medical record.
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