
WEL(OME 
PATIENT INFORMATION 

Date 	  

SS/HIC/Patient ID # 	  

Patient 	  

Address 	  

City 	  

State 	  Zip 	  

E-mail 	  

Sex ❑ M ❑ F Age 	  

Birthdate 	  

❑ Married 	❑ Widowed 	❑ Single 	❑ Minor 

❑ Separated 	❑ Divorced 	❑ Partnered for 	years 

Occupation 	  

Patient Employer/School 	  

Employer/School Address 	  

Employer/School Phone 

Spouse's Name 	 

Birthdate 	  

SS# 	  

Spouse's Employer 	  

Whom may we thank for referring you? 	  

DENTAL. INSURANCE 
Who is responsible for this account? 	  

Relationship to Patient 	  

Insurance Co. 	  

Group # 	  

Is patient covered by additional insurance? ❑ Yes ❑ No 

Subscriber's Name 

Birthdate 	  SS# 	  

Relationship to Patient 	  

Insurance Co. 	  

Group # 	  

ASSIGNMENT AND RELEASE 
I certify that I, and/or my dependent(s), have insurance coverage with 

and assign directly to 
Name of Insurance Company(ies) 

Dr. 	  all insurance benefits, if 
any, otherwise payable to me for services rendered. I understand that I am financially 
responsible for all charges whether or not paid by insurance. I authorize the use of 
my signature on all insurance submissions. 

The above-named doctor may use my health care information and may disclose 
such information to the above-named Insurance Company(ies) and their agents for 
the purpose of obtaining payment for services and determining insurance benefits or 
the benefits payable for related services. This consent wit end when my current 
treatment plan is completed or one year from the date signed below. 

Signature of Patient, Parent, Guardian or Personal Representative 

Please print name of Patent, Parent, Guardian or Personal Representative 

Date 	 Relationship to Patient 

PHONE NUMBERS 
Home ( 
	

Work ( 
	

Ext 	 Cell Phone ( 	 

Spouse's Work ( 
	

Best time and place to reach you 	  

IN CASE OF EMERGENCY, CONTACT (Specify someone who does not live in your household.) 

Name 	  Relationship 	  

Home Phone (     Work Phone (   	

DENTAL. HISTORY 
Reason for today's visit 	  

Former Dentist 	  

City/State 	  

Date of last dental visit 	  

Date of last dental X-rays 	  

Place a mark on "yes" or "no" to indicate if you 
have had any of the following: 

Bad breath 	 ❑ Yes ❑ No 

Bleeding gums 	 ❑ Yes ❑ No 

Blisters on lips or mouth 	❑ Yes ❑ No 

Burning sensation on tongue 

Chew on one side of mouth 

Cigarette, pipe, or cigar smoking 

Clicking or popping jaw 

Dry mouth 

Fingernail biting 

Food collection between the teeth 

Foreign objects 

Grinding teeth 

Gums swollen or tender 

Jaw pain or tiredness 

Lip or cheek biting 

Loose teeth or broken fillings 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

E Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

Mouth breathing 
	

❑ Yes ❑ No 

Mouth pain, brushing 
	

❑ Yes ❑ No 

Orthodontic treatment 
	

❑ Yes ❑ No 

Pain around ear 
	

❑ Yes ❑ No 

Periodontal treatment 
	

❑ Yes ❑ No 

Sensitivity to cold 
	

❑ Yes ❑ No 

Sensitivity to heat 
	

❑ Yes ❑ No 

Sensitivity to sweets 
	

❑ Yes ❑ No 

Sensitivity when biting 
	

❑ Yes ❑ No 

Sores or growths in your mouth ❑ Yes ❑ No 

How often do you floss? 	  

How often do you brush? 	  
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- OVER- 
	 #20629 - ID 2004 Medical Arts Press' 1-800-328-2179 



Have you ever taken any of the group of drugs 
names of phentermine), Pondimin (fenfluramin 

Place a mark on "yes" or "no" to indicate if you 

AIDS/HIV 

Anemia 

Arthritis, Rheumatism 

Artificial Heart Valves 

Artificial Joints 

Asthma 

Back Problems 

Bleeding abnormally, with 
extractions or surgery 

Blood Disease 

Cancer 

Chemical Dependency 

Chemotherapy 

Circulatory Problems 

Congenital Heart Lesions 

Cortisone Treatments 

Cough, persistent or bloody 

Diabetes 

Emphysema 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

E Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

O Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

E Yes ❑ No 

❑ No Do you wear contact lenses? ❑ Yes 

Women: 

Are you pregnant? ❑ Yes ❑ No 

Taking birth control pills? ❑ Yes 	❑ No 

Respiratory Disease 

Rheumatic Fever 

Scarlet Fever 

Shortness of Breath 

Sinus Trouble 

Skin Rash 

Special Diet 

Stroke 

Swollen Feet or Ankles 

Swollen Neck Glands 

Thyroid Problems 

Tonsillitis 

Tuberculosis 

Tumor or growth on head or 
neck 

Ulcer 

Venereal Disease 

Weight Loss, unexplained 

E Yes ❑ No 

0 Yes ❑ No 

0 Yes ❑ No 

❑ Yes ❑ No 

0 Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

❑ Yes ❑ No 

0 Yes ❑ No 

0 Yes ❑ No 

0 Yes ❑ No 

0 Yes ❑ No 

0 Yes ❑ No 

0 Yes ❑ No 

❑ Yes ❑ No 

0 Yes ❑ No 

❑ Yes ❑ No 

MEDICATIONS 
List any medications you are currently taking and the correlating 
diagnosis: 

Pharmacy Name 	  

Phone ( 	 

ALLERGIES 
❑ Aspirin 

❑ Barbiturates (Sleeping pills) 

❑ Codeine 

❑ Iodine 

❑ Latex 

❑ Local Anesthetic 

❑ Penicillin 

❑ Sulfa 

❑ Other 	  

VPDATES (To be filled in at future appointments) 

Has there been any change in your health since your last dental appointment? ❑ Yes ❑ No 

For what conditions? 	  

Are you taking any new medications? 	  If so, what? 	  

Patient's Signature 	  Date 	  

Doctor's Signature 	  Date 	  

HEALTH HISTORY 
Physician's Name 	  Date of last visit 	  

  

nclude combinations of lonimin, Adipex, Fastin (brand collectively referred to as "fen-phen?" These 
e) and Redux (dexfenfluramine). ❑ Yes ❑ No 

have had any of the following: 

Epilepsy 	 ❑ Yes ❑ No 

Fainting or dizziness 	❑ Yes ❑ No 

Glaucoma 	 ❑ Yes ❑ No 

Headaches 	 ❑ Yes ❑ No 

Heart Murmur 	 ❑ Yes ❑ No 

Heart Problems 	 ❑ Yes ❑ No 

Hepatitis Type 	  ❑ Yes ❑ No 

Herpes 	 ❑ Yes ❑ No 

High Blood Pressure 	❑ Yes ❑ No 

Jaundice 	 ❑ Yes ❑ No 

Jaw Pain 	 ❑ Yes ❑ No 

Kidney Disease 	 ❑ Yes ❑ No 

Liver Disease 	 ❑ Yes ❑ No 

Low Blood Pressure 	 ❑ Yes ❑ No 

Mitral Valve Prolapse 	❑ Yes ❑ No 

Nervous Problems 	 ❑ Yes ❑ No 

Pacemaker 	 ❑ Yes ❑ No 

Psychiatric Care 	 ❑ Yes ❑ No 

Radiation Treatment 	 ❑ Yes ❑ No 

Due date 	  Are you nursing? ❑ Yes ❑ No 

Has there been any change in your health since your last dental appointment? ❑ Yes ❑ No 

For what conditions? 	  

Are you taking any new medications? 	  If so, what? 	  

Patient's Signature 	  Date 	  

Doctor's Signature 	  Date 	  



 

 

Notice of Privacy Receipt 

 

 

I, __________________________________________, herby acknowledge that I 
have received a copy of Georgetown Family dentistry Notice of Privacy and office 
policies. I have also been given the opportunity to ask questions I may have 
regarding this notice.  

 

 

 

Signature of patient or authorized representative               date signed 

 

 

 

Relationship or status if signed by parent, legal guardian, personal representative, 
etc. 
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Notice of Privacy for Georgetown Family Dentistry 

This notice describes how information about you may be used and disclosed and 

how you can get access to this information. Please review carefully. 

Introduction 

At Georgetown Family Dentistry, we are committed to treating and using protected 
health information about you responsibly. This notice of Health Information Practices 
describes information we collect, and how and when we use or disclose the 
information. It also describes your rights as they relate to your protected health 
information. This notice is effective March 1, 2011, and applies to all protected health 
information as defined by federal regulations. 

Understanding your health record/ information 

Each time you visit Georgetown Family Dentistry, a record of your visit is made. 
Typically, this record contains your symptoms, examination, test results, diagnoses, 
treatment, and plan for future care or treatment. This information often referred to as 
your health or medical record serves as a: 

 Basis for planning your care and treatment. 
 Means of communication among the many health professionals who contribute 

to your care. 
 Legal document describing the care you received. 
 Means by which you or third party payer can verify that services billed were 

actually provided. 

 A tool with which we can assess and continually work to improve the care we 
render and the outcomes we achieve. 

Understanding what is in your record and how your health information is used helps you 
to: ensure its accuracy, better understand who, what, when, where, and why others 
may access your health information, and make informed decisions when authorizing 
disclosure to others. 

Your health record/ information 

Although your health record is the physical property of Georgetown Family Dental, the 
following information belongs to you: 

 Obtain a copy of this notice of information practices upon written request. 
 Inspect and copy your health records. 



 
 
 
 

821 King George Blvd. Savannah, GA 31419 
Tel: (912) 927-8484 
Fax: (912) 927-8487 
Email – Georgetownfamily@aol.com 
GeorgeTownFamilyDental.com 

 

 

 Amend your health record. 
 Obtain and account of disclosures of your dental record. 
 Request a restriction on certain uses and disclosures of your information 
 Revoke your authorization to use or disclose health information except to the 

extent that action has already been taken 

Our Responsibilities 

Georgetown Family Dentistry is required to: 

 Maintain the privacy of your health information. 
 Provide you with this notice as to our legal duties and privacy practices with 

respect to information we collect and maintain about you. 
 Accommodate reasonable requests you may have to communicate dental 

information  
 Abide by the terms of this notice. 

We reserve the right to change our practice and to make the new provisions effective 
for all protected dental information e maintain. Should our practice information 
change, we will mail a revised notice to the address that we have on record. 

We will not use or disclose your health information without your authorization, except as 
described in this notice. We will also discontinue disclosing your dental information after 
we have received a written revocation of the authorization according to the 
procedures included in the authorization. 

Examples of Disclosures for Treatment, Payment and Dental Operations 

Notifications: We may use or disclose information to notify or assist in notifying a family 
member, personal relative, or another authorized responsible party, your location, or 
general condition. 

Communication with Family: Health professionals using their best judgment may 
disclose to a family member, other relative, close personal friend, or any other you 
identify, health information relevant to that person’s involvement in your care or 
payment related to your care. 

Workers Compensation: We may disclose information to the extent authorized by and 
to the extent necessary to comply with the laws relating to workers compensation or 
other similar programs established by law. 

Insurance Companies: We will release information to insurance companies on your 
behalf in our quest to expedite any claims on your behalf. 
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Public Health: As required by law we may disclose your health information to the 
public or legal authorities charged with preventing or controlling disease, injury, or 
disability. 

Law Enforcement: We may disclose health information to be release to an 
appropriate health oversight agency, public health authorities or attorneys, provided 
that a work force member or business associate believes in good faith that we have 
engaged in unlawful conduct or has otherwise violated professional or clinical 
standards and are potentially endangering one or more patients, workers, or the 
public. 

Once Georgetown Family Dentistry gives out the information that I authorized 
release, I accept no fault to practice and members over the information and how it 
is distributed.  Federal or State privacy laws may NO longer protect the information.  
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