
Sun Dental Care 

2645 North Berkeley Lake Rd. NW #A-201
Duluth, GA 30096 

470-545-1096

Patient Information 
Patient Name: _________________________________________________________  Date:_______________ 

 Last  First  MI 

 Male    Female                                                Married    Single    Child    Other _____________ 

Social Security #: ________________________________  Birth Date:_________________________________ 

Phone (Wk): __________________ ext:_______ (Cell): ___________________ (Home):_____________ _____ 

Email address:____________________________________________________________________________  

Address: __________________________________________________________________________________ 
 Street  Apartment # 

__________________________________________________________________________________ 
 City                                                                                  State  Zip Code 

Emergency contact  Name______________________________________ Phone#_______________________________________________ 

Reason for this visit:___________________________________ 

Have you ever had any of the following?  Please check those that apply:
 AIDS 
 Allergies __________ 

  __________ 
 Anemia   
 Arthritis 
 Artificial Joints 
 Asthma 
 Blood Disease 
 Cancer 
 Diabetes 
 Dizziness 
 Epilepsy 
 Excessive Bleeding 

 Fainting 
 Glaucoma 
 Growths 
 Hay Fever 
 Head Injuries 
 Heart Disease 
 Heart Murmur 
 Hepatitis 
 High Blood Pressure 
 Jaundice 
 Kidney Disease 
 Liver Disease 
 Mental Disorders 

 Nervous Disorders 
 Pacemaker 
 Are you pregnant? 

    Due date:_________ 
 Radiation Treatment 
 Respiratory Problems 
 Rheumatic Fever 
 Rheumatism 
 Sinus Problems 
 Stomach Problems 
 Stroke 
 Tuberculosis 
 Tumors 

 Ulcers 
 Venereal 

Disease(STD) 
 Codeine Allergy 
 Penicillin Allergy 

OTHER: 
 _________________ 

 _________________ 

 Have you ever had any complications following dental treatment?     Yes   No
If yes, please explain:_______________________________________________________________________

 Have you been admitted to a hospital or needed emergency care during the past two years?     Yes   No
If yes, please explain:______________________________________________________________________

 Are you now under the care of a physician?     Yes   No
If yes, please explain:______________________________________________________________________

 Name of Physician: _______________________________________________  Phone:___________________

 Do you have any health problems that need further clarification?     Yes   No
If yes, please explain:______________________________________________________________________

 Are you currently taking any medications?  Yes   No
If yes please list:___________________________________________________________________________



To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have 
any change in my health, I will inform the doctors at the next appointment without fail. 

_________________________________________________________________  Date:___________________ 
   Signature of patient, parent or guardian 

___________________________________________________________________________ Date:___________________________ 

 Doctor’s signature 

Referral Information 

Whom may we thank for referring you to our practice?    _____________________________________________ 

 Insurance Company    Yellow Pages     Postcard     Patient     Employer     Other__________________ 

ACKNOWLEDGEMENT OF PRIVACY PRACTICE 

My signature confirms that I have been informed of my right to privacy regarding my protected health 

information, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA). I understand that 

the information can and will be used to : 

 Provide and coordinate my treatment among a number of health   care providers who may be

involved in that treatment directly and indirectly.

 Obtain payment from third-party payers for my health care services.

 Conduct normal health care operations such as quality assessment

and improvement activities.

I have been informed of my dental provider’s Notice of Privacy Practices 

containing a more complete description of the uses and disclosures of my protected health information. I have 

been given the right to review and receive a copy of such Notice of Privacy Practices. I understand that my 

dental provider has the right to change the Notice of Privacy Practices. And that I may contact the office at the 

address above to obtain a current copy of the notice of Privacy Practices. 

I understand that I may request in writing that you restrict how my private information is used or disclosed to 

carry out treatment, payment or health care operations and I understand that you are not required to agree to my 

requested restrictions, but if you do agree then you are bound to abide by such restrictions. 

Print patient’s name:_________________________  Date:_________________ 

Signature:___________________________ Relationship to patient:__________


