Welcome to Middle Georgia Center for Cosmetic Dentistry
1295 Russell Parkway Warner Robins, Georgia 31088

Name Date of Birth

Married[l Divorced D Widowed I:l Single |:| Minor I:l Male |:| Female |:|

Address

Street Apt# City State Zip

Social Security Email
Home Phone Work Cell
Employer: Occupation

Student:  Full Time [_| Part Time [_]
How did you find out about our office ?

Friend or Family Facebook Website Our Sign Staff Member Insurance Other

Primary Dental Insurance:

Group #:

Insurance Co. Phone Policy Holder’s Name: Policy

Holder’s DOB: Policy Holder’s SSN#

Relationship to Patient: Patient |:| Husband |:| Father |:| Guardian |:| Wife|:| Mother |:|

Secondary Dental Insurance: Group #

Insurance Co. Phone Policy Holder’s Name:

Policy Holder’s DOB: Policy Holder’s SSN#

Relationship to patient: PatientDHusband |:| Father |:| Guardian[l Wife |:| Mother |:|

Please check one

Patient [ | Husband [ ] Father [ ] Guardian[ | Wife[ | Mother []
Emengency (ontact Tnformation

Please check one

Patient |:| Husband |:| Father |:| Guardian |:| Wife[l Mother |:|

Name:
Address
City State Zip
Telephone:
Home Cell
Date of Birth: Employer /

Work Phone




. |:| Yes |:| No
Any known dental problems at this time?............cccceeriiiiiiriinieeeeeee e v ] N
0
Are any of your teeth sensitive to hot, cold, biting, pressure, or sweets?.................. ] e
Yes
Do your gums bleed when you brush or floss?..........coooiiiiiiiininiiiieeecceees — | Ne
Have you ever been told you have periodontal (gum) disease?........c...c.ccocererenunene. L Yes | No
Are there areas in your mouth you avoid chewing on?...........ccccocevevevninenenienncnene. __| Yes [ No
Have you had complete set of cavity finding x-rays in the past year?...................... | Yes - No
Do your jaw joints (TMJ) click, pop, or cause pain?........c..cceceveereenieniencenieneemme | Yes | No
Have you had your wisdom teeth removed?..............ccocooviiiiiiiiiiiiiiice | |Yes [_]| No
Are you aware of any nighttime clenching or grinding of your teeth?...................... | [ Yes [ | No
Do your teeth show signs of chipping and /or Wear?............cccceveverinininieiienienenenene Yes No
Are you missing any other teeth?.........cccocouiiiiiiiiiiiiiiei e | | Yes [ No
Do you have a replacement for missing teeth?............ccoccovvcererriinineineneinenecnene [ Yes j No
% Are you under a physicians care now? Yes O No O
Physicians Name? Date Last Seen?
Any Hospitalizations in the last 5 years? Yes O No O
Do you have to take pre-medication antibiotics prior to dental visits? Yes O No O
Are you taking any medications, pills or drugs? Yes O No O (Please list below)
Are Are you allergic to any medication or substances? Aspirin Penicillin O Codeine O Latex O Sulfa O
Dental Anesthetics O Erythromycin O Tetracycline None O
Other:
WOMEN (Please check if applicable) O Pregnant (Due Date ) O Nursing
Do you have, or have you ever had, any of the following? (Please mark below):
AidsHIV  ves O NoQO  Diabetes ves O NoQ High Cholesterol  Yes@) No()  Renal Dialysis  YesQNo @)
Alzheimer’s ~ Yes O NoQQ  Drug Abuse Yes O No Hypoglycemia YesQ NoO Sbmgles YesQO No 8
Anaphylaxis  Yes O NoQ Epilepsy/ Seizures  Yes () No O Kidney Problems Yes(Q No(D) Sinus Trouble YesQ No
Anemia Yeso NOO Emphysema Yes O No O Liver Disease Yes8 N08 i;roke:d Zesgl;o 8
i Y No MVP Yes No yroi esl o
Arthritis/ Gout Yeso Noo Fever Blisters Yes O O O N O Tuberculosi v N O
i . N i uberculosis €s o
Artificial Joint Yes O NOO Heart Murmur es O OO OsteoPor?51s Yes! Y O
Asthma Yes O NoO Heart Attack / Failure Yeg O No (O Psychiatric Care YesQO NoQ  Ulcers Yes(O) No O
Blood Disease Yes O No O Hepatitis A/B/C  Yes O No O Radiation Therapy YesO Noo Venereal Disease Yeso No O
N
Cancer ves O NoQ Herpes Yes (O No @) Scarlett Fever YesQO 0O

Chemotherapy Yes () No(Q) High Blood Pressure Yes O No(Q Smokes/Chews YesQ NoQO

Do you take blood thinners or daily asprin? Yes @) No @) If yes Please list

Have you ever taken or are you taking medication for osteoporosis or osteopenia (bone loss or weakening) Yes O No O

If Yes Please List
Please list any other serious / pertinent medical conditions that you have ever had:

Do you Snore? Yes O No O If yes how long have you been aware of your snoring ?

Have you ever been told your breathing stops while asleep? Yes No

Do you take medications for: Heart Condition? Yes No

Thyroid Condition? Yes O No O Weight Control? Yes O No O

Aelnonledgment and Auathority

To the best of my knowledge, all of the preceding answers are correct. If I have any changes in my health status or if my medications change, I shall inform
the dentist and staff at the next appointment without fail.
I hereby authorize the Dentist to administer such medications and perform such diagnostic and therapeutic procedures as may be necessary for proper dental care.
I hereby authorize payment directly to the dental office of the group insurance benefit
I have received a copy of the HIPAA Privacy Policy as required by law
I grant the dental office permission to use the email address given above to contact me with respect to my dental care and to confirm my dental appointments.
By providing your phone number, you consent to receive conversational messages from Hayslip Family Dentsitry. Message frequency may vary. On average, you
may receive 1-2 messages per month. Message and data rates may apply. To opt out of receiving SMS messages, reply STOP at any time.

X Date

Signature Adult Patient O Father O Mother O Guardian QO
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