
PATIENT REGISTRATION 

ID: Chart ID: 

First Name: Last Name: Middle Initial: 

Patient Is: 0 Policy Holder 0 Responsible Party Preferred Name: 

__ Responsible Party ( if someone other than the patient) --------------------------------------, 

First Name: Last Name: Middle Initial: 

Address: Address 2: 
----------------- ----------------

City, State, Zip: 

Horne 
Phone:-

Birth Date: 

Work Phone: 

Soc Sec: 

Pager: 

Ext: Cellular: 

Drivers Lie: 

□Responsible Party is also a Policy Holder for Patient 0 Primary Insurance Policy Holder 0 Secondary Insurance Policy Holder 

Patient Information -------------------------------------------------

Address: 

City: 
Horne 

Phone: 

Sex:OMale 

Birth Date: 

0Fernale 

-------------

E-mail:

Section 2 

Work Phone: 

Age: 

Address 2: 

State/ Zip: 

Marital Status: 0Married 

Soc Sec: 

0Singlc 

Pager: 

Ext Cellular: 

0Divorced Oseparated □Widowed 

Drivers Lie: 

01 would like to receive correspondences via e-mail. 

ErnployrnentOFull Time
Status: 

0Part Time 0Retired 

Section 3 
Referred By 

Previous Dentist 
Emergency Contact Student Status: 0 Full Time 0Part Time 

Medicaid ID: Pref. Dentist: Emergency Contact # 

Employer ID: Pref. Pharmacy: 

Carrier ID: Pref. Hyg: 
.-

Primary Insurance Information ---------------------------------------------

Name oflnsured: 

Insured Soc. Sec: Insured Birth Date: 

Employer: 

Address: 

Address 2: 

City, State, Zip: 

Rem. Benefits: Rem. Deduct: 

Relationship to Insured: 0 Self 0 Spouse O Child □other 

Ins. Company: 

Address: 

Address 2: 

City, State, Zip: 
-- ----------------

Secondary Insurance Information ---------------------------------------------,
Name of Insured: 

Insured Soc. Sec: Insured Birth Date: 

Employer: 

Address: 

Address 2: 

City, State, Zip: 

Rem. Benefits: Rem. Deduct: 

Relationship to Insured: D Self 

Ins. Company: 

Address: 

Address 2: 

City, State, Zip: 

0 Spouse D Child Oother 

-- -- --- ------



Peachers Mill Dental Medical History 

Patient Name: _____________ _ Date of Birth: _______ _ Date Created: _______ _ 

Athough dental personnel prrnirt,, tren the ;ire;i ll and around your mouth, your mouth LS a part of your entre body. Heath problems that you may hive, or 
medlGltlon that you may be taklio, could have an mportant nterrelationshp With the dentostry you wl receNe. Thank you for answemg the folowng questJons. 

Are you under a physician's care now? Yes 110 If yes L _____ __J 
Have you ever been hospitalized or had a major Yes 110 lfves 
operation? 
Have you ever had a senous head or neck Injury? Yes tlo If yes 

Are you taking any med1cauons, pills, or drugs? Yes llo If ves 

Do you tllke, or have you tllken, Phen-Fen or RedUX7 Yes llo If yes 

Have you ever taken Fosamax, Boniva, Actonel or Yes No lf ves 
arry other medications contlllnlng blsphosphonates7 
Are you on a special diet? Yes llo 

Do you use tobacco? Yes lfo 

Women: Are you .•. 
Pregnant[T rying to get pregna nt7 !! Nursing? =iTaking oral contraceptives? 

Are you aleroic to any of the folowng7 

Asp1nn ]Penicillin Codeine Acrylic 
Metal 1Latex Sulfa Drugs Local Anesthetics 

Other? 

Do you use controlled substances? Yes _ No If ves 

Do you h;ive, or have you had, any of the folowng? 

AIDS/HIV Positive Yes llo Cortisone Medicine Yes No Hemophilia Yes tlo Rad1atlon Treatments Yes llo 
Alzheimer's Disease Yes llo Diabetes Yes tlo Hepat1t1s A Yes No Recent Weight Loss Yes No 
AnaphylaJOS Yes No Drug Addiction Yes No Hepatitis 8 or C Yes No Renal Dialysis Yes NO 
Anemia Yes ) llo Easily Winded Yes llo Herpes Yes llo Rheumatic Fever Yes No 
Angina Yes tlo Emphysema Yes llo High Blood Pressure Yes llo Rheumatism Yes No 
Arthritis/Gout Yes No Epilepsy or Seizures Yes llo High Cholesterol Yes No Scarlet Fever Yes llo 
Artlfidal Heart Valve Yes llo ExceSSIVe Bleeding Yes llo Hives or Rash Yes IJ0 Shingles Yes No 
Artificial Joint Yes..., No Excess!Ve Thirst t, Yes No Hypoglycemia Yes No Sickle cell Disease Yes No 
Asthma Yes No Fantng Spels/OIZZl1ess 0 Yes No Irregular Heartbeat Yes 110 Sinus Trouble Yes llo 
Blood Disease Yes No Frequent Cough f)Yes No Kidney Problems Yes 110 Spina Blfida Yes llo 
Blood Transfusion Yes No Frequent Diarrhea OYes tlo Leukemia Yes 110 Stomad,/lntesanol Dsease Yes No 
Breathing Problems Yes llo Frequent Headaches eves � llo Liver Disease Yes llo Stroke Yes J tlo 
Bruise Easily Yes llo Genital Herpes C Yes No Low Blood Pressure , Yes tlo Swelling of Limbs Yes No 
cancer Yes No Glaucoma eves No Lung Disease Yes No Thyroid Disease Yes No 
Chemotherapy Yes tlo Hay Fever t, Yes No Mitra! valve Prolapse Yes Jlo Tonsilhbs Yes No 
Chest Pains Yes No Heart Attllck/Fatlure Yes tlo Osteoporosis Yes Jlo Tuberculosis Yes No 
Cold Sores/Fever Sisters Yes No Heart Murmur Yes llo Pain In Jaw Joints Yes llo Tumors or Growths Yes No 
Conoer,i..l Heart Dosorder Yes tlo Heart Pacema�er Yes 110 Parathyroid Disease Yes No Ulcers Yes No 
Corivulslons Yes No Heart Trouble/Disease Yes No Psychlatnc care Yes No Venereal Disease Yes No 

Yellow Jaundice Yes No 

Have you ever had any serious illness not listed 0 Yes llo II ves [ 

Corrrnents: 
�------------------� ------- --� 

__ ==1 
To the best of my knowledge, the questions on thlS form have been accuratet,, answered. I understand that providng ncorrect nformabon can be dangerous to my (or 
paoent's) health. It IS my reSPonsllity to nfonn the dental office of any changes i'l medical status. 

Sqlature of Pat>ent, Pare,t or Guardian: 

X Date: ___ _ 



 
 

1502 Tiny Town Road, Suite A 
Clarksville, Tennessee 37042 

(931) 919-9191  
www.peachersmilldental.com 

 
Financial Statement 

 
I understand that I am responsible for the entire cost of treatment. I further understand that if it ever 
becomes necessary for this account to be turned over for collection, I am responsible for any collection 
and/or attorney fees. 
 

Insurance Statement 
 
I authorize the release of any information needed to process my insurance claims. I further understand 
that I am responsible for the entire cost of treatment regardless of insurance coverage or payments. I 
authorize payment of insurance benefits directly to the dentist otherwise payable to me. 
 

Short Notice Cancelation or No Show 
 

I understand it is my responsibility to give the doctor at least a 24 hour notice if I am unable to keep my 
appointment. In the event that I do not give the 24 hour notice or do not call and/or do not show up, 
the doctor reserves the right to charge a $75.00 cancellation fee per hour you were scheduled. This will 
compensate for the time the dentist or hygienist had reserved to treat me and was unable, due to lack 
of notice.  (This will not apply if there is an emergency or unforeseen event that prevents you from 
keeping your appointment.) 
 

Authorization 
 

I hereby authorize and acknowledge that any scanned signature is to be considered an original 
signature.  I also authorize Peachers Mill dental to forward any x-rays and/or pertinent medical 
information to any future doctors. In the case that I move, change dentist or request the info for myself, 
this allows Peachers Mill Dental to do so without further permission. 
 

Acknowledgement of Receipt of Privacy Practices Notice 
 

I hereby acknowledge that I have received a Notice of Privacy Practices from the office of Peachers Mill 
Dental. 
 
 
                                                                    __________________________________    ___________ 
                                                                    Signature of Patient or Responsible Party     Date 

http://www.peachersmilldental.com/


Peacher’s Mill Dental 
1502 Tiny Town Road, Suite A 

Clarksville, TN 37042 
Phone: (931) 919- 9191 
Fax : (931) 919 – 4996 

 
 
 
 
 
 
 
 
 
 

I, ____________________________ authorize Peacher’s Mill Dental to forward any x-rays and/or 
pertinent medical information to any future doctors. In the case that I may move, choose another 
dentist, or request any information for myself, this release allows Peacher’s Mill Dental to do so without 
further permission. 
 
 
 
 
 
 
 
 
Signature: ___________________________________ 
 
Date: ______________________________ 
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