~—— Patient Information

Confidential

(For Records and Pre-Treatment Evaluation)

Date Home Ph. Work Ph. Cell Ph.
Patient Name L'
Tast T Middie
Address — o = =
Birthdate Social Security # Email
Whom may we thank for referring you?
———— Responsible Party Information
Name Tant et . Widdie Warhal Siotus
Residence - ' - -
Street [ State Jp
Mailing Address _ _ _

. ~ Sreet City Stede Zip
Previous Address (if less than three years) = = s =
SSN # Birthdate Relationship to Patient
Employer Occupation No. Years
Spouse’s Name = — T
SSN # Birthdate Work Phone
Employer Occupation No.Years _____

r~———— Dental Insurance Information
Insured’s Name Insured’s SSN #
Insurance Company Group/ID #
Insurance Co. Address
Insurance Co. Phone # . Fax #
Emergency Information
Name of nearest relative not living with you
Complete Address
Phone
Name and City of Physician
Health Information -
Are you allergic to: O Penicillin O Local Anesthetic = [0 Codeine = [ Epinephrine/Adrenaline
Other Medications
Other Allergies

possibly affect your dental treatment.

Please describe any current medical treatment, impending operations, or any other medical or dental information that may

Please list all medications you are currently taking, including vitamins.
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Amanda Cobb D.M.D.
NO SHOW POLICY

PURPOSE: The purpose of this document is to establish a policy that will reduce the number of
cancellations and no show appointments.

PROCEDURE: All appointments will be confirmed by text message or email via an automated
system and if we are unable to confirm them with that system, you will receive a phone call the
day before your scheduled appointment. A Monday appointment will be confirmed on
Thursday before your appointment.

Patients are required to confirm their appointment with the front desk either by responding to
the automated messages or via a phone call back to the office. Failure to confirm you
appointment may result in forfeiture of your appointment.

Cancellations need to be made forty-eight hours in advance. Patients calling forty-eight hours in
advance to cancel will be rescheduled upon request, and will be given the next available
appropriate appointment.

Same day cancellations will be considered a no-show or broken appointment.
All no-shows and cancellations are noted in the patient’s chart.

A patient arriving more than ten minutes late may have to be rescheduled.

POLICY: We reserve the right to charge a $50.00 broken appointment/no show fee per missed
appointment. Patients who do not show for two scheduled appointments in twelve months
may have limitations placed on their appointments, or may even result in termination of all
dental services by this practice.

A BROKEN APPOINTMENT IS A LOSS TO EVERYONE.

THANK YOU FOR KEEPING YOUR SCHEDULED APPOINTMENT.

PATIENT SIGNATURE: DATE:

S =2 i
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