WELCOME

PATIENT REGISTRATION

The benefits of a happy, healthy smile are immeasurable! Our goal is to help you reach and maintain
oral health. Please fill out this form completely. The better we communicate, the better we can care for you.

PATIENT INFORMATION

Name: Date:
Name you prefer to be called Referred by
Social Security # Date of Birth

If you are a minor, name of parent(s)

Full time student ( ) yes () no. IfYES, name of school

Mailing address:

City State Zip Code Home Phone: ()

If you can be contacted at work, phone no. ( ) ext.

Cell phone ( )

PERSON RESPONSIBLE FOR ACCOUNT
if not same as above

Name

Mailing Address

City State Zip Code Home Phone: ()

Work Phone: Cell Phone:
EMPLOYER/INSURANCE INFORMATION

Insured's Name Date of Birth

Address

Employer Address

Primary Insurance Company

I.D. # Group #

Secondary's Insured's Name Date of Birth

Address

Secondary Insurance Company

I.D. # Group #
EMERGENCY INFORMATION

Local Relative or Friend:

Name Relationship to Patient

Phone:

CONSENT
The undersigned hereby authorizes the Doctor fo 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 Dr. to perform any and all forms of treatment, medication and therapy that may be indicated. | also understand the use of anesthetic agents embodies a certain risk.
| understand that my dental insurance is a contract between me and insurance carrier and not the insurance carrier and the Doctor and that | am still fully responsible for all dental fees. These fees
are due a.nﬂ payable at the time services are rendered unless prior financial arrangements have been made. | also assign all insurance benefits to the Doctor. Any payment received by the Doctor
from my insurance coverage will be credited to my account, or refunded to me if | have paid the dental fees incurred.
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Medical H

istory

Patient Name & Phone #

Physician Name & Phone #

Emergency Contact & Phone #

Pharmacy Name & Phone #

Allergic Reaction To:

YES NO

Amoxicillin
Azithromycin
Cephalexin/Keflex
Clindamycin

YES NO

Codeine

Dental Anesthesia
Erythromycin
Hydrocodone

YES NO

Latex
Penicillin
Sulfa
Other

Pre-Medication Required

YES NO

Artificial Heart Valve
Artificial Joint
If yes, date of surgery: e

YES NO

Organ Transplant

Congenital Heart Defects

YES

NO
D D Previous Endocarditis

Prescription Medications, Over the Counter and Supplements
Dosage / Frequency / Why

Medical Conditions

YES NO

AIDS/HIV

Acid Reflux/GERD
ADD/ADHD
Allergies/Hives
Alzhiemer's/Dementia

Angina/Chest Pain
Arthritis/Rhumatism
Autism

Blood Transfusion
Bruise Easily

Cancer

Type
] oo

Last Treatment / f/

Chronic Cough
Cold Sores/Fever Blisters
Congenital Heart Disease

Cortisone Medication
Diabetes

s

e

i _ Dialysis
IFOR WOMEN ONLY

Birth Control
Are You Pregnant
How many weeks

——
)

Patient/Guardian Signature

YES NO

Emphysema

Epilepsy/Seizures
Fainting or Dizzy
Heart Condition
Condition,

Heart Surgery

Hemophilia
Hepatitis

Type

High/Low Blood Pressure
History of Asthma
Juuling/Vaping

Kidney Trouble

Liver Disease

Migraines
Nervous/Anxiety
Neurological Disorder

Pacemaker

Prescription Drug Abuse

o

Date

YES NO

Psychiatric Treatment

Radiation Treatment
Lasttreatment__ / [/
Shingles

Sickle Cell Disease

Sinus Trouble

Street Drug Use

Stroke

Thyroid Problems
Tobacco Use
Tuberculosis

Tumor

Type

D DUIcer

Additional Medical Information or Recent Su rgery:

Reviewed by
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Patient Name

Date

DENTAL HISTORY

Welcome! So that we may provide you with the best possible care
Dplease complete this dental history form.
All information is completely confidential.

What is the reason for your visit today?

Date of Last Dental Visit

Last Dental Cleaning

Last Full Mouth X-rays

What was done at your last dental visit?

Previous Dentist's Name

Address:

State Zip Phone

How often do you have dental examinations?

How often do you brush your teeth?

How often do you floss?

What other dental aids do you use? (Interplak, toothpick, etc.)

Do you have any dental problems now? Yes No
If yes, please describe
Are any of your teeth sensitive to: Have you ever had:
Hotor cold? Yes No Orthodontic treatment? Yes  No
Sweet? Yes No Oral Surgery? Yes No
Biting or chewing? Yes No Periodontal treatment? Yes  No
Have you noticed any mouth odors or bad tastes? Yes No Your teeth ground or the bite adjusted?  Yes No
Do you frequently have cold sores, blisters or A bite plate or mouth guard?  Yes No
any other oral lesions? Yes No A serious injury to the mouth or head?  Yes No
If so, please describe, including cause
Do your gums bleed or hurt?
Have your parents experienced
gum disease or tooth loss? Yes No Have you experienced:
Have you noticed any loose teeth Clicking or popping of the jaw?  Yes No
or change in your bite? Yes No Pain? (joint, ear, side of face)  Yes No
Does food tend to become caught Difficulty in chewing on either side of the mouth?  Yes No
in between your teeth? Yes No Headaches, neckaches or shoulder aches? Yes  No
If yes, where? Sore muscles (neck, shoulders)?  Yes No
Do you Are you satisfled with your teeth’s appearance? Yes No
Clench or grind your teeth while awake or asleep? Yes No Would you like to keep all of your teeth all of your life? Yes  No
Bite your lip or cheeks regularly? Yes No Is there anything you would like to change about your smile? Yes  No
Hold foreign objects with your teeth? Do you feel nervous about having dental treatment? Yes  No
(pencils, pipe, pins, nails, fingernails) Yes No If so, what is your biggest concern?
Mouth breathe while awake or asleep? Yes No
Have tired jaws, especially in the morning? Yes No Have you ever had an upsetting dental experience?  Yes No
Smoke/chew tobacco? Yes No If yes, please describe
Is there anything else about having dental treatment that you would like us to know? Yes No

If yes, please describe
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louthern Dental

. . . - D
torative and Aesthetic Dentis R. David Drew, D.M.
e o Monicha Hamil Drew, D.M.D.

Tammy A. Williams, D.M.D.

At Southern Dental, we believe that you deserve the best care. That's why we always present you
with the best dental solution possible to treat your personal situation. Each year we provide outstanding
dental care to hundreds of patients. Some have dental benefits but some don't. If you have dental
benefits, congratulations! You are very fortunate. Here are some important things you should know...

Your dental benefits are based upon a contract made between your employer and an insurance
company. If you have an questions regarding your dental benefits, please contact your employer or
insurance company directly. Dental benefit plans will never pay for completion of your dental care.
It is only meant to assist you.

We currently file all private care insurance plans (plans that do not require you to select a dentist
from a list or require our office to accept a reduced fee for service). This means that we work with
literally thousands of companies. Although we can maintain computerized histories of payment of a
given company, they do change; therefore it is impossible to give you a guaranteed quote at the time of
service. We estimate your portion based on the most up-to-date information we have, but it is ONLY AN
ESTIMATE.

Many people receive notification from their insurance company that dental fees are “above usual and
customary.” An insurance company determines their reimbursement level by surveying a geographical
area, calculating the average fee, and then determines that 80% of the average fee is customary. Included
in this survey are discounted dental clinics and managed care facilities, which have severely reduced
dental fees that bring down the average. Any doctor in private practice will have fees that insurance
companies define as “higher than usual and customary.”

We bill your insurance as a courtesy. If insurance does not pay within 90 days, Southern Dental
reserves the right to request payment in full for services from you and let you collect the insurance funds
that are due to you. This is rare but it is important that you recognize that the insurance you have is a legal
contract between YOU and your insurance company. Our office is not, and cannot be a part of that legal
contract. Ultimately, you are responsible for all charges incurred in our office.

Southern Dental does require payment in full for your portion at the time of service. We accept
MasterCard, Visa, Discover, cash and checks (for existing patients with established payment history).
If you are in need of an extended finance option, we also work with Care Credit, DocPay and American
General. Just ask on of the patient services staff for an application. If payment is not received as originally
agreed, a $25.00 delinquent fee may be added to your account.

We welcome you to our family and look forward to helping you get the healthy, beautiful smile you've
always wanted. If there is anything we can do to make your visits here more pleasant, please don't
hesitate to advise one of our staff members.

Print:

Signed:

Date:

705 Rome Street * Carrollton, Georgia 30117 » 770.832.2353 + Fax: 770.832.3683



R. David Drew, DM.D.
Monicha Hamil Drew, D.M.D.
Tammy A. Williams, D.M.D.

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

*You May Refuse to Sign This Acknowledgement*

l, , have received a copy
of this office’s Notice of Privacy Practices.

Please Print Name

Signature

Date

For Office Use Only

We attempted to obtain acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because:

[J Individual refused to sign

[] Communications barriers prohibited obtaining the acknowledgement

[ An emergency situation prevented us from obtaining acknowledgement
[] Other (Please specify)

©2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication or distribution of this form by any other
Pparty requires the prior written approval of the American Dental Association.

This form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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R. David Drew, D.M.D.
Monicha Hamil Drew, D.M.D.,
Tammy A. Williams, D.M.D.

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect April 14, 2003, and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such
changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices and the
new terms of our Notice effective for all health information that we maintain, including health information we created
or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make the new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional
copies of this Notice, please contact us using the information listed at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION

We use and disclose health information about you for treatment, payment, and healthcare operations. For example:
Treatment: We may use or disciose your health information to a physician or other healthcare provider providing
treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your health information in connection with our healthcare
operations. Healthcare operations include quality assessment and improvement activities, reviewing the competence
or qualifications of healthcare professionals, evaluating practitioner and provider performance, conducting training

programs, accreditation, certification, licensing or credentialing activities.
\four Auﬂxorizat_ion: In addition to our use of your health information for treatment, payment or healthcare opera-

cannot use or disclose your health information for any reason except those described in this Notice.

To Y_our Far{lily ar]d Friends: We must disclose your health information to you, as described in the Patient Rights

section of this Notice. We may disclose your health information to a family member, friend or other person to the

xent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that we may
so.

F_’arsoqs Invotved In Care: We may use or disclose health information to notify, or assist in the notification of

(including identifying or locating) a family member, your personal representative or another person responsible for

able inferences of your best interest in allowing a person to pick up filled prescri tions, medical supplies, x-
other similar forms of health information, w56 ool piioas, upplies, x-rays, or
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Required By Law: We may use or disclose your health information when we are required to do so by law.

Abuse or Neglect:_ We may disclose your health information to appropriate authorities if we reasonably believe
that you are a possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We

may disclose your health information to the extent necessary to avert a serious threat to your health or healthy or
the health of safety of others.

National Sgcu!'ity: We may disclose to military authorities the health information of Armed Forces personnel
under !::erta:ln circumstances. We may disclose to authorized federal health official health information required for
lawful intelligence, counterintelligence, and other national security activities. We may disclose to correctional

institution or law enforcement official having lawful custody of protected health information of inmate or patient
under certain circumstances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS:

Access: You have the right to look at or get copies of your health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing to obtain access 1o your health information. We
may obtain a form to request access by using the contact information listed at the end of this Notice. If you
request an alternative format, we will charge a cost-based fee for providing your health information in that format.
If you prefer, we will prepare a summary or an explanation of your health information for a fee. Contact us using
the information listed at the end of this Notice for a full explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our business associates
disclosed your heaith information for purposes, other than treatment, payment, healthcare operations and certain
other activities, for the last six years, but not before April 14, 2003. If you request this accounting more than
once in a 12-month period, we may charge you a reasonable, cost-based fee for responding to these additional
requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your
health information. We are not required to agree to these additional restrictions, but if we do, we will abide by our
agreement (except in an emergency).

Alternative Communication: You have the right to request that we communicate with you about your health
insurance by alternative means or 0 alternative locations. (You must make your request in writing.) Your request
must specify the alternative means or locations, and provide satisfactory explanation how payments will be
handled under the alternative means or location you request.

Amendment: You have the right to request that we amend your health information.  (You must make your
request in writing.) (Your request must be in writing, and it must explain why the information should be
amended.) We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made
about access to your health information or to have us communicate with you by alternative means or at alterna-
tive locations, you may complain to us using the contact information listed at the end of this Notice. You also may
also submit a written complaint to the U.S. Department of Health and Human Services. We will provide you with
the address to file your complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you choose to
file a complaint with us or with the U.S. Department of Health and Human Services.



