
719Bf^horeDrive EMERALD COAST PERIODONTICS Phone: 850-678-6485
NiceviUe, Fl32578 M. McClmh Woolsey, D.D.S. Fax: 850-678-5245

PATIENT REGISTRATION AND MEDICAL HISTORY

PLEASE PRINT AND COMPLETE ALL SECTIONS

Patient:
Last Name First Name Middle Initial Preferred Name/Nickname

Sex: Male ^Female Single Married Widowed Divorced

Social Security # Date ofBirth: ^Age:

Home Address: Home Phone:

City State Zip Cell No.

Employer: Work No.

Business Address: Occupation:_

Race: _White __Black/African American _Hispanic/Latino _Native American/Indian _Asian _Other_

Spouse information or parent if patient is a minor

Name: Birthdate:

Employer: Social Security No.

Business Address: Business Phone:

In Case ofEmergency, Whom Should We Notify: ^Phone:_

Name ofGeneral Dentist: Name ofMedical Doctor:

Whom MayWe Thank for Referring You?_

Dental Insurance: ^Gioiq)Na PoIkyNo.

Adcbess: R:^HcAfer>fame:

ffGrouREmpbyer ^SecurityNo.

Secondary Dental Insurance: ^GnoupNo. PolicyNo.

Addness MkyHcAierName;

IfGroupsEmplcyer SocialSecurityNo.

ASSIGNMENT AND RELEASE

I understand that I am financially responsible for all charges whether or not paid by insurance. I hereby authorize the doctor to release all information
necessary to secure the payment of benefits. I authorize the use of this signature on all of my insurance submissions whether manual or electronic. 1
acknowledge the payment is due at the time of treatment, unless other arrangements are made. I agree that parents/guardians are responsible for all
fees and services rendered for treatment of a minor child. 1 accept full financial responsibility for all charges.

I also authorize Emerald Coast Periodontics, PA. to release relevant patient information (x-rays, treatment plan, and account information, etc.) to my
general dentist/medical doctor as well as to obtain any pertinent information needed from him/her.

DATE SIGNATURE

1, being the parent or guardian of (name ofchild) do hereby request and authorize the dental staff to perform
necessary dental services for my child, including but not limited to x-rays and administration of anesthetics which are deemed advisable by the doctor,
whether or not I am present at the actual appointment and when the treatment is rendered.

DATE SIGNATURE
i2/2»/ia






