Firstinn T Risse, DMD., PG,
Winston W S2e, D. DS, MeS:

6270 Smithpointe Drive
‘Norcross, Georgia 30092

Welcome To Our Office

Patient Information Responsible Party
Date ' Name
Name Home Address
Address

Home Phone
Home Phone Business Phone
Work Phone Occupation
Birthday . /— /— age Employer

— Married — Single—Divorce — Widowed Address

Name of spouse Phone

Are other members of your family patients in our office?

Referred to us by:

Emergency contact person Phone

Insurance Information

Employer name

Employer address

Employer Phone number (with area code)

Employee Social Security number - -

Primary Insurance Company

Complete address of Insurance Company

Phone number of Insurance Company (with area code)

Group #

Please list any other family members on this insurance policy

Please be sure to answer questions on your health history on the other side of this form.



Health History

1. D6 you have pain from any area of your mouth? ... S e _
2. Are you in good =YY (4 2 B ettt et ettt e — —
3. When was your last physical examination?

4. Are you now under the care of a PhySiCIan?....... o msmssissimsonces A58 550 555 S0 —_— E—
Physician’s Name
Address Phone #

5. Have you been hospitalized or had a serious illness within the past 5 Years? ...

6. Are you now taking any medication, drugs or pills?....mmmmmmmmme ottt £0554550 ot 55505t —_ -

If yes, please list those drugs;

7. Are you allergic or have you reacted adversely to any of the following medications: (Please circle, if yés.)

Aspirin Nitrous Oxide Valium Penicillin

Darvon Erythromycin Scopolamine Other Antibiotics
Codeine Tetracycline Local Anaesthetic Novacaine or Xylocaine
Demerol Percodan Nembutal/Seconal Sleeping Pills

8. Are you aware of being allergic to any other medication or substance?
If yes, please list:
9. Have you ever had: (Please circle, if yes.)

Hepatitis (liver disease)

Heart Trouble Bleeding Problems Kidney Disease Diabetes (sugar in the blood)
Heart Attack Blood Transfusions Glaucoma ' Anemia

Heart Murmur Tumor or Growth Tuberculosis Convulsions -

A Stroke X-Ray Treatment Ulcers Veneral Disease

High Blood Pressure Arthritis Jaundice (yellow skin & eyes)  HIV-Positive/AIDS
Rheumatic Fever Asthma Epilepsy TMJ Disorder

10. Do you get up often at night to urinate?
11. Are you thirsty much of the time?
12. Has anyone in your family had diabetes?...........ccoce..
13. Do you consider yourself a nervous person? -.....
14. Do you smoke? ____ Yes No If yes, How much?
15. Do you have any disease, condition or problem not listed above that you think we should know about? =~ ——

If yes, explain

For Women Only

Are you pregnant?—Yes — No Ifyes, whatmonth?________ . Are you taking birth control pills? —_ Yes ——.No

Method of Payment: :
(J 1.visa (J 2. MASTERCARD (J 3. CASH OR CHECK

We will be happy to file your insurance for you as a courtesy. Any deductible or percentage the patient is responsible for is expected at the time of service.

Consent

The undersigned hereby authorizes Doctor to take radiographs, study models, photographs, or any other
diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs. I also authorize
Doctor to perform any and all forms of treatment, medication and therapy, that may be indicated in connection with
(Name of Patient) and further authorize and consent that Doctor choose and
employ such assistance as he deems fit. I also understand the use of anaesthetic agents embodies a certain risk. I understand
that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, due and payable
at the time services are rendered. If insurance is provided, patient’s share is due at time of service. All accounts 60 days and
over will be assessed a 1.5% service charge on the unpaid balance, not to exceed 18% per annum. If your account balance is not
paid, you may be responsible for the cost of collection which includes court costs and reasonable attorney fees and/or any other
collection fees. It is the responsibility of the patient to insure that his/her insurance company makes prompt payment. I have
read and understand this statement.

Date Signature

Relationship to Patient




