
GEORGIA PERIODONTICS, P.C.
L. HILL GRIFFIN, D.D.S. Date: ____________________________

MICHAEL B. HAGEARTY, D.D.S.
MARK T. LITTERER, D.M.D.
AUBREY H. SCHER, D.M.D.

PERSONAL INFORMATION

Mr./Mrs./Ms.: _______________________________________________________________________________________
(first) (middle) (last)

If Child, Parent’s Name: ______________________________________________________________________________
(first) (middle) (last)

Spouse’s Name: ____________________________________________________________________________________
(first) (middle) (last)

Residence: ________________________________________________________________________________________
(street) (city) (state) (zip)

Home Phone: (________)__________________ Work Phone: (________)__________________ Ext._________

CellPhone: (________)___________________

Social Security #:________-_______-____________ Spouse’s Social Security #:________-_______-____________

Marital Status: ❑ Married ❑ Single ❑ Divorced ❑ Separated ❑ Widowed

Employment States: ❑ Full-time ❑ Part-time ❑ Retired ❑ Not Employed

Birth Date:______/__________/________ Referred by: _______________________________________

General Dentist: ____________________________________

Billing Address: _____________________________________________________________________________________
(street) (city) (state) (zip)

Nearest Relative (not living with you):____________________________________________________________________
(name) (relationship)

Address: __________________________________________________________________________________________
(street)

____________________________________________________________________________________________________
(city) (state) (zip) (home phone) (work Phone)



DENTAL  AND MEDICAL HISTORY Age __________

Who referred you to our office? Mr., Mrs., Ms. or Dr. _______________________________________________

Present Dentist: _________________________________________________  How Long?_________________

PLEASE CHECK THE BOX TO THE LEFT WITH A  (99999)  IF THE ANSWER IS YES.
PLEASE LEAVE THE BOX BLANK  � � � � � IF THE ANSWER IS NO.  Fill in line if necessary.

1. � Are you experiencing pain or discomfort from your mouth at this time? Lately? ___________________

2. � Are your teeth sensitive to heat, cold, or sweets? Which? ____________________________________

3. � Have you noticed swollen areas of the gums? _____________________________________________

4. � Do your gums bleed when you brush or floss your teeth?

5. � Have you noticed any loose teeth?______________________________________________________

6. � Have you noticed any bad odors or tastes in your mouth?____________________________________

7. � Are you aware of clenching, grinding, or gritting your teeth together in the day or at night in your sleep?

When? ____________________________________________________________________________

8. � Do you smoke? How much? ___________________________________________________________

9. � Have you been under more nervous tension or stress than average lately?

10. � Would you be tremendously disturbed if you had to lose all your teeth and wear dentures?

11. � Have you had previous periodontal (gum) treatment? When and by Whom? _____________________

12. How many times do you have your teeth cleaned each year?_______ Last cleaning? ______________

13. How often do you brush teeth? _________________________________________________________

14. List other oral hygiene aids used regularly:________________________________________________

15. � Do you consider your medical health to be good? Date of last physical exam: ____________________

16. Circle any of the following medical conditions which you have had or have at present:

High Blood Pressure Mitral Valve Prolapse Kidney Disease Arthritis

Heart Disease Heart Valve or Joint Replacement Liver Disease Blood Clotting Problems

Rheumatic Fever Diabetes Hepatitis Glaucoma

Heart Murmur Lung Disease Ulcers AIDS-HIV Positive

17. � Do you have any disease, condition, or problems not listed?

__________________________________________________________________________________

18. � Has your physician advised you to take antibiotics before dental treatment?



19. List any medications or drugs you are now taking:_____________________________________________

___________________________________________________________________________________

20. Are you allergic to or have had reaction to any of the following drugs?  Please circle:

Penicillin Tetracycline Percodan Benzodiazepines (Halcion)

Amoxicillin Aspirin Demerol Nitrous Oxide

Erythromycin Codeine Scopolamine Local Anesthetic (Novocaine)

21. � Are you aware of being allergic to any other medications or substances? If yes, please list:

___________________________________________________________________________________

22. List all surgery (and any complications) you have had within the last five years: ______________________

___________________________________________________________________________________

23. Please describe any current medical treatment, impending operations or any other medical or dental
information that may possibly affect your dental treatment.

____________________________________________________________________________________

24. Name and location of physician: ___________________________________________________________

25. � Are you pregnant?  If yes, what trimester? ________________________________________________

26. � Are you taking birth control pills?  (Antibiotics can reduce the effectiveness of Birth Control Pills)

IMPORTANT: PLEASE TAKE TIME TO READ AND SIGN.
If you have dental or medical insurance, we are anxious to help you receive your maximum allowable benefits.
In order to achieve these goals, we will need your assistance, and your understanding of our payment policy.
While the filing of insurance claims is a courtesy that we extend to our surgery patients, all charges are your
responsibility from the date of services rendered. If an account balance remains unpaid 60 days from the date
the services were rendered, a service charge of 11/2% per month will be applied to your account.
Charges may also be made for broken appointments and appointments cancelled without the required notice.

_________________________________________________________ Date:__________________________
(signature)

I certify all information to be true and correct to the best of my knowledge and understand that I am responsible
for all charges to my account.

FOR STAFF USE ONLY
CONFIRMATION OF MEDICAL HISTORY UPDATE

DATE CHANGES INITIAL



INSURANCE INFORMATION

Primary Dental Insurance: ❑ Yes ❑ No Secondary Dental Insurance: ❑ Yes ❑ No

Insurance Group #: ______________________ Insurance Group #: ______________________

Employee ID or SS#:_____________________ Employee ID or SS#: _____________________

Name of Insurance Company: Name of Insurance Company:

____________________________________________ _____________________________________________

____________________________________________ _____________________________________________
(Address) (Address)

____________________________________________ _____________________________________________
(City/State/Zip) (City/State/Zip)

____________________________________________ _____________________________________________
(Phone Number) (Phone Number)

DO YOU HAVE MEDICAL INSURANCE COVERAGE IN ADDITION TO YOUR DENTAL?

_________________________________________________________________________________________________
(Insurance Company Name) (Phone Number)

Group#:________________________________________ Employee ID #: _________________________________

Insurance Claim Signature:________________________________________ Date: __________________________
I hereby authorize payment of group dental benefits, otherwise payable to me, to the named provider for
professional services rendered.

EMPLOYMENT INFORMATION

Patient’s Employer:____________________________________________________ Phone#:___________________

Employer’s Address: ________________________________________________________________________
(street) (city) (state) (zip)

Present Position:_______________________________________________________ How Long? _______________

Spouse’s Employer:____________________________________________________Phone #: __________________

Employer’s Address: ________________________________________________________________________
(street) (city) (state) (zip)

Present Position:_______________________________________________________ How Long? _______________
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