
Dental Care of Flowery Branch
5900 Spout Springs Rd, U21
Flowery Branch, GA 30542
(P )7 7 0-967 -1850 ( F) 7 7 0-967 -1 8s8
flowerybranchdental@gmail.com

TODAY'S DATE:

NAM E

PATIENT REGISTRATION AND HEALTH HISTORY

PLEASE COMPLETE ALT FORMS OF THE FOLTOWING CONFIDENTIAL INTORMATION

OUR OFFICE IS COMMITTED TO MEETING OR EXCEEDING THE STANDARDS OF
INFECTION CONTROL MANDATED BY OSHA, THE CDC, AND THE ADA,

NAME I LIKE TO BE CALTED:

MAILING ADDRESS

STREET ADDRESS:

BIRTHDAY:

OCCUPAIION

MARITAL STATUS:_ SSf

CIW:

CITY:

ztP

ztP

EMAIL:

HOME #: (_)_ WORK#:(_)_ EXT:_ CELL#: (_)
EMPLOYER

SPOUSE'S OR PARENT'S NAME:

SPOUSE'S/PARENT'S OCCU PATION

BEST CONTACT PHONE #:

BIRTH DAY

SPOUSE'S/PARENT'S EMPLOYER:

ss#

CITY: ZIP I

sss

rl CHECK lF SAME AS ABOVE; PROCEED TO NEXT SECTTON

NAME:

BIRTH DATE

WORK fl: (_)

ADDRESS

RELATIONSHIP TO PATIENT

EMPLOYER:

MEM IDS BIRTH DATEEMPLOYEE NAME

GROUP#

INSURANCE COMPANY

EMPLOYER:

_ INSURANCE: (_)

PLEASE LIST THE MEMBERS OF YOUR FAMILY THAT ARE PATIENTS IN OUR OFFICE:

HOW DID YOU HEAR ABOUT OUR OFFTCE? tryELLOW PAGES trWEBStTE TFR|END:

trNEWSPAPER trSlGN lTv !BTLLBOARD trMAtLER trMAGAZINE aFACEBOOK

OTHER:

!GOOGLE

CITY:ADD R ESS

NAME:

STATE:_ Ztp:

PHONE: ( )

PERSON RESPONSIBLE FOR ACCOUNT

DENTAL INSURANCE

GETTING TO KNOW YOU

PERSON TO CONTACT tN CAS6OF EMERGENCY (NOT LtVtNG wtrH you



HEALTH HISTORY - ANSWER ALL QUESTIONS

NAME:

Are you currently under the care of a physician?- - - - - - - - ---------------- Y N

Physician's Name Phone

Are you taking ANY prescriptions or over-the-counter medications? (lF YES, PTEASE LISTI!! MEDICATIONS)

List:

lf yes, circle all that apply: Fosamax Actonel Boniva Skelid Didronel Aredia Zometa

Have you ever been or areyou currently beingtreated for a mental illness?- - - - - - - - -, -- - - -- - - - Y

lf yes, explaan

HEART DISEASE ---'-- -------' ---- Y N lfyes,explain:

LUNGDISEASE -- Y N lfyes,explain:

BLEEDING OR BLOOD DISORDER- - - - Y N lf yes, explain:

Are you allergicto any medications or substances (including latex)?- - - - - - - - - -- - -- - - - - - - - - Y N

lf yes, explain

ls there a ny h istory of alcohol orchemical dependencythat mayaffectthecareweprovideforyou?---------------. Y N

lf yes, explain

Are you taking or have you ever taken Bisphosphonates for osteoporosis or any other medical conditions?

N

DIABETES- - - - - ' - - - - - - - - - - - - - - - - - - ' - - - - Y N lfyes: Typel Type ll LastHBA1C

LIVERDISEASE------------------------- Y N lfyes,explain:

ARTIFICIALJOINT/IMPLANT--------------- Y N lfyes,explain:

SMOKE/VAPE/CHEW TOBACCO- - - - - ------- - Y N lfyes, how much perday

RECREATIONALDRUGS------------------- Y N lfyes,explain

SEIZURES/EPTLEPSY- - - - - - - - - - - - - - - - - - - - - - Y N

H|GH BLOODPRESSURE------------------ Y N RADTATTONORCHEMOTHERAPY----------------------- y

SiNUS OR NASAL PROBLEM - - - - - - - - - - - - - - - Y N HTVPOSTTTVE-- --------------- y

KTDNEYDTSEASE-----------------------.Y N STOMACH ULCERSOR COL|T|S- ----------- y

GLAUCOMA - - - - - - - - - - - - - - - - - - - - - - - - - - - Y N ARTHR|T|S---- -------------------. Y

SLEEP APNEA - - - - - - - - - - - - - - - - - - - - - - - - - - Y N THYROTDDISEASE-------------- ------------------ y

Do you have any other disease, condition, or problem not listed that you think the doctor should knowabout?- - - --- - - Y
lf yes, explain

N

N

N

N

N

N

FOR WOMEN ONLY
Areyouonanyformofbirthcontrol?--------Y N Areyoupregnantornursing?--------------,---------y N

DENTAL HISTORY

Are you having pain or discomtort at this time?- - - - - - - - Y N

Have you ever had a bad dental experience?- ---- -- - Y N

Are you happy with the appearance of you r smile?- - - - - Y N

Explain:

Explain:

Explain:

ls there anything else about going to the dentist that bothers you ?

Please rateyour level of dentalanxiety: HIGH AVERAGC LOW NONE

I affirm thai the above information is co ect to the best of my knowledg€. lf I have any changes in my health history, or if my medicines change, I will

inform my dentist at the next appoihlment without fail. I aulhorize the doclor/assistant to take x-rays, study modsls, photographs, or any olh6r diagnostic

aid doemed appropriale by ths doctor to mak€ a thorough diagnosis ofthe palient's dentalneeds. lalso authorizs lhe doctorto perform allrecommended

treatment, appropriate medications, and therapy indicated for such treatrhent. I understand that osing anesthetic agenls embodies a certain risk.

Furth€rmore, I authorize and cohsenl that lhe doctor choose lo employ assistanc€ as de€med fit to provide recommended treatment.

Patient (or Guardian) Signature: Date:



CAR

FINANCIAT AGREEMENT

Dr. Joson Lue Yen's gool is to help you estoblish excellent orol heolth. He is
committed to helping you delermine the most oppropriote treotment for your
denfol needs ond desires. Should you hove questions concerning your
lreoiment, treotment sequence or fees for services, pleose osk for clorificotion
before treolment begins.

Our finonciol policy is os follows

l. We occepl cosh ond most mojor credil cords (MoslerCord, Viso ond
Discover)

2. Poymenl is due ol lhe time of service.

3. Poymenl plons for cerloin procedures ore ovoiloble through Core Credil
wilh poymenl oplions ovoiloble for up lo 6 monlhs wilh no inleresl

4. At first office visits thol ore Emergency Visils, we will collecl $99 regordless
of insuronce benefits, unless prior orrongements hove been opproved.

5. Exlended treotment plons will be outlined so lhot oppropriote poymenls
moy be mode os eoch phose of heolment progresses.

6. You ogree lhot we moy contocl you by lelephone ol ony telephone
number ossocioled wilh your occount. This includes wireless lelephone
numbers, which could resull in chorges to you,

Pleose remember thot you ore responsible for timely poymenl of your occount.
Should it become necessory to refer your occounl to on ogency or ottorney for
colleclion, you will olso be responsible for oll costs ossocioted with the
collection, including ottorney's fees ond court costs.

By signing below, you ogree to the terms listed obove.

Dote:Potient Signoiure:

OF FLOWERY BRANC
o



At Dentol Core of Flowery Bronch. your time is volued. Our doctors, hygienists ond sloff
strive to see potients in o timely monner. We respect your time ond osk you to respect
our time ond other polients' needs by keeping your oppointment. Eoch oppointmenl
time sloi is importont ond connot be recovered if o potient chooses not to keep their
oppoinimenl. When oppropriote, we collect missed oppointment fees lo ensure thot
our doctors con continue to see polients. Pleose keep in mind thot eoch skipped/
missed oppoiniment is not just time lost, but olso time when other potients connot be
seen.

It is your responsibility to provide us wifh o working lelephone numbet ond lot
emoil oddress lo ollow us lo communicote imporlonl informatiot ond provide
reminders of schedured oppoirlments. Hoving o volid telephone numbet qnd/ot
emoil oddress is truly impoionl- pleose help us lo mointoin your records.
Eoch missed oppoinlmenl will be flogged ond you will receive a notice by
phone, emoil or texl lhol you hove missed your oppoinlmenl.
Accounfs lhot occumulole 3 missed oppoinlmenls moy be dismissed from the
proclice.
A 550 missed dppointment fee moy be chotged ol the office's discrefion. Preose
nole thol lhe lee will not be billed lo your insuronce.
Any concellotion not mode ol leosl I business doy (Mondoy's oppoinfmenls
mus, be concerred belore the end of lhe doy on the Fiddy ptiot to yout
oppointment) before fhe scheduled oppoinlmenl is considered o rnissed
oppoinlment ond subjecl lo lhe ,erms obove.
lf you orrive lole ond the lime remaining in your oppoinlment does not ollow us
lo complele your scheduled lreolmenl, this will be considered o missed
oppointment. Pleose remember thol communicolion wilh our office is crilicol to
providing you wilh quolily dentol core.
We understond thot circumslonces occur lhol do nol ollow you lo keep your
scheduled oppointmenl. lf lhis is lhe cose, pleose coll ond discuss lhis with lhe
office sloff os soon os possible. We will woive the concellstion fee for lhis
appointment os long os you do not hove o history of concellotions. Our schedule
fills up quickly. ond lhis will ollow olher polienls to fill lhose openings.
We moke every efforl lo moke cedoin tho|. you ore oble lo be seen promplly ol
your oppointmenl lime. However, due lo polient emergencies ot othet
unexpecled incidenls, our schedure moy occosionolly foll behind. rf this is the
cose, we will lel you know the slolus of our schedule os soon os possible, os we
volue your lime.

Po'lien'i Slgnoture: Dole:

fiJffi:f*Tpql CAR
OF FLOWERY BRANC

a

Missed Appointment Policv

By signing below, you ogree lo the terms risled obove.



5900 Spout Springs Rd. Flowery Branch, GA

770-967-7850

With whom may we discuss your dental care?

We can not discuss any aspect of your care or treatment with anyone other than you unless

their name has been listed below. Please indicate any family members, relatives and/ or

friends with whom we can discuss your care.

No One But Myself (check here): 

-
N ame: Relation: Phone #:

Name Relation: Phone #:

Name: Relation: Phone #:

How may we contact you regarding your insurance, payments, treatment,

account balances and other account- related inquiries (write Y or N)?

K
DENTAL.

Cell Phone:

Work Phon e:

Home Phone:

Em a il:

May we leave a message? _
May we leave a message? _
May we leave a message?

US Mail:



K
DENTAL

5900 Spout Sp rings Rd.

Flowery Bra nch, GA 770-967 -7850

Notice of Privacy Practices

l, , have had the time to redd and review a

copy of this office's Notice of Privacy Practices. I have been provided a copy when requested.

Signatu re D ate:

For Office Use Onlv

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices,

but it could not be obtained because:

_ The lndividual Refused to Sign

_ Communicatlon Barriers Prohibited Obtaining Acknowledgement

_ An Emergency Situation Prevented Obtaining Acknowledgement


