718 North Broad Street | Cairo, GA 39828 |

Dental Associates of Southwest Geor gia

(229) 377-4204

PATIENT REGISTRATION

PATIENT NAME

SOCIAL SECURITY #

DATE OF BIRTH GENDER MARITAL STATUS
Male Female Married Single Minor

| S, & & &) &) )
MAILING ADDRESS CITY STATE ZIP
HOME PHONE WORK PHONE CELL PHONE EMAIL
RACE

White Black Hispanic Asian Arabic Other
) S, &) ) &) &

WHICH DENTIST WOULD YOU LIKE TO SEE?
@ Dr Leggett Dr Kendrick Dr Willis

& &

Responsible Party (parent or guardian for minors)

NAME

SS #

RELATIONSHIP TO PATIENT

DATE OF BIRTH ADDRESS CITY ST ZIP
| || || L]
HOME PHONE WORK PHONE CELL PHONE
| || ||
Dental Insurance
NAME OF INSURANCE CO. POLICY #
| || |
NAME OF INSURED SS# OF INSURED DOB OF INSURED
| || || |
EMPLOYER GROUP # INSURANCE CO. PHONE #
Sthor 2 | || |
|

The undersigned hereby authorizes the Doctor to take X-Rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis
of the patient's dental needs. | also authorize Doctor to perform any and all forms of treatment, medication, and therapy that may be indicated. | understand the use of anesthetic
agents embodies a certain risk. | understand that my dental insurance is a contract between me and the insurance carrier, and not between the insurance carrier and the Doctor, and
that | am still fully responsible for all dental fees. These fees are due and payable at the time services are rendered unless prior financial arrangements have been made. | assign all
incylah@yBefRad and-agresriaihenase ié@nd Mytherizatien -aheveinsurance coverage will be credited to my account or refunded to me if | have paid the fees incurred. |
Hsent to receive text statements. | understand a late charge will be added to any overdue balance, and that where appropriate, credit reports may be obtained. Privacy Notice
Release: | give permission to Dental Associates of Southwest Georgia, the staff and appointees, to transmit information, personal data and other identifying characteristics about my

Ltk hics. A danial +h A H |

Widowed



Dental Associates of Southwest Geor gia

718 North Broad Street | Cairo, GA 39828 | (229) 377-4204

MEDICAL HISTORY

PATIENT NAME

DATE OF BIRTH

WHEN WAS YOUR LAST DENTAL VISIT?

WHO WAS YOUR DENTIST?

WHO IS YOUR MEDICAL DOCTOR?

OFFICE PHONE #

YOUR CURRENT PHYSICAL HEALTH IS @ Good

ARE YOU CURRENTLY UNDER THE CARE OF A PHYSICIAN?

IF YES, PLEASE EXPLAIN

Fair Poor

|
& &

Yes No

PHARMACY NAME AND #

D" o™ |

ARE YOU TAKING ANY PRESCRIPTION OR OVER-THE-COUNTER DRUGS? @ Yes @ No

IF YES, PLEASE LIST EACH ONE

I\—Pmmmﬁm—l

Acid Reflux Anemia
Artificial Joints Autism
Diabetes Dizziness
Excessive Bleeding Fainting

Heart Murmur Heart Disease

Jaundice Kidney Disease
MVP

Respiratory Problems

Mental Disorders
Radiation Treatment

Ooooooogdgo

Sinus Problems D Stomach Problems

Tuberculosis Tumors

H Hepatitis H High Cholesterol

DO YOU SMOKE OR USE SMOKELESS TOBACCO? @ Yes
DO YOU CONSUME ALCOHOL? @ Yes
HISTORY OF ILLICIT DRUG USE? @ Yes

HOW OFTEN DO YOU BRUSH YOUR TEETH?

n Asthma. n Arthritis
H Bfood Disease . H Ca.ncer
H S.lckle Cell Anemla H Epilepsy
H Fl'bromyalgla H Glaucoma
n H.|gh Bl.ood Pressure n HIV
H Liver Dlsea.lse H Low Blood Pressure
H Nervous Plsorder H Pacemaker .
H Rheumatic Fever H Seas?nal .AIIergles
0 Stroke 0 Thyroid Disease
H Ulcers H STD's/ STl's

IF SO, HOW MANY / HOW OFTEN PER DAY?
@ No |
@ No | ’

No

o

HOW OFTEN DO YOU FLOSS YOUR TEETH?

Do you have unexplained weight loss, bloody phlegm, hoarseness, night sweats, fatigue, fever, chest pains, or a @ Yes @

productive cough for more than 3 weeks?

HAVE YOU EVER HAD, OR DO YOU CURRENTLY HAVE OSTEOPOROSIS? Yes @ No
IF YES, LIST DRUGS TAKEN IN THE PAST OR CURRENTLY FOR OSTEOPOROSIS

NO

RECEIVED DONOR ORGANS, ARTIFICIAL HEART VALVES, OR JOINT IMPLANTS?

EVER HAD TROUBLE WITH PROLONGED BLEEDING AFTER SURGERY?

I Areyou allergicto any of the following?

Aspirin Amoxicillin
Erythromycin Penicillin
Sedatives lodine
Tylenol Ibuprofen
OV [

Yes NO

No

© D

EDY
@ es

Codeine Clindamycin
Keflex Sulfa
Any Metals

D Latex / Rubber
Local Anesthetics
L]



Health I nsurance Portability and Accountability Act (HIPAA)

Dental Associates of Southwest Georgia | Cairo, GA 39828

HIPAA AUTHORIZATION

PATIENT NAME PATIENT DATE OF BIRTH

| authorize the release of any and all information including the diagnosis, dental records, procedures, treatment plans, and financial
records. The information may be released to the individuals listed below.
I People authorized to receive information

NAME 1 RELATIONSHIP
| ||
NAME 2 RELATIONSHIP
| ||
NAME 3 RELATIONSHIP
| ||
NAME 4 RELATIONSHIP

] Check here if you don't want to list anyone.

I Emergency Contact

EMERGENCY CONTACT PHONE # RELATIONSHIP TO PATIENT
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