
PATIENT REGISTRATION

Patient Information

Additional Comments:

Primary Insurance Information

Responsible Party (if someone other than the patient)

First Name:

Policy Holder
Responsible Party

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

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

:sutatS latiraM:xeS Married Single Divorced Separated Widowed

E-mail: I would like to receive correspondences via e-mail.

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

:tsitneD .ferP:DI diacideM

:ycamrahP .ferP:DI reyolpmE

Carrier ID: Pref. Hyg.:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip: Pager:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

Rem. Deduct:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

 Address:

Address 2:

City,State,Zip:

Rem. Benefits:

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

 Address:

Address 2:

City,State,Zip:

Rem. Benefits: Rem. Deduct:

Soc. Sec:Age: Drivers Lic:

Home Phone: Work Phone:

Pager:

Ext: Cellular:

:laitinI elddiM:emaN tsaL

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:

northside dental of newnan
donald galbo, dds

Cell Phone:



MEDICAL HISTORY

Do you have, or have you had, any of the following?

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect information can be
dangerous to my (or patient's) health.  It is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN __________________________________________________ DATE ______________________

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body.  Health problems that you may 

following questions.
have, or medication that you may be taking, could have an important interrelationship with the dentistry you will receive.  Thank you for answering the

If yes, please explain:Are you under a physician's care now? Yes No
Have you ever been hospitalized or had a major operation?

Have you ever had a serious head or neck injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Redux? Yes No
Are you on a special diet? Yes No

Do you use tobacco? Yes No
Do you use controlled substances?

Yes No If yes, please explain:
Yes No If yes, please explain:

Yes No

Yes No If yes, please explain:

Pregnant/Trying to get pregnant? Yes No Taking oral contraceptives? Yes No Nursing? Yes No
Women:  Are you

Other

Aspirin Penicillin Codeine Acrylic Metal Latex Local Anesthetics

If yes, please explain:

Comments:

Cortisone Medicine
Diabetes
Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizziness
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma
Hay Fever
Heart Attack/Failure
Heart Murmur
Heart Pace Maker
Heart Trouble/Disease

AIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Arthritis/Gout
Artificial Heart Valve
Artificial Joint
Asthma
Blood Disease
Blood Transfusion
Breathing Problem
Bruise Easily
Cancer
Chemotherapy
Chest Pains
Cold Sores/Fever Blisters
Congenital Heart Disorder
Convulsions

Hemophilia
Hepatitis A
Hepatitis B or C
Herpes
High Blood Pressure
Hives or Rash
Hypoglycemia
Irregular Heartbeat
Kidney Problems
Leukemia
Liver Disease
Low Blood Pressure
Lung Disease
Mitral Valve Prolapse
Pain in Jaw Joints
Parathyroid Disease
Psychiatric Care
Radiation Treatments
Recent Weight Loss

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Anemia
Angina

Are you allergic to any of the following?

If yes, please explain:Yes NoHave you ever had any serious illness not listed above?

Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingles
Sickle Cell Disease
Sinus Trouble
Spina Bifida
Stomach/Intestinal Disease
Stroke
Swelling of Limbs
Thyroid Disease
Tonsillitis
Tuberculosis
Tumors or Growths
Ulcers
Venereal Disease
Yellow Jaundice

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Name: ________________________________________ Birth Date: _______________________________________

northside dental of newnan
donald galbo, dds



 

203 Millard Farmer Industrial Boulevard • Newnan, GA 30263 

www.northsidedentalofnewnan.com 

 
 

PATIENT INFORMATION 

 

 

 

 

 

 

 

Whom may we thank for referring you?  _________________________________________ 

 

Person to contact in case of emergency:  _________________________________________ 

 

 

Authorization, Release and Agreement to pay for services rendered: 

 

 I authorize the dentist to release any information including the diagnosis and the records on 

any treatment or examination rendered to me during the period of such dental care to third 

party payors and/or other health practitioners. 

 

 I authorize and hereby request my insurance company to pay directly to the dentist (or the 

dental group) insurance benefits otherwise payable to me. 

 

 I understand that my dental insurance carrier may pay less than the actual bill for services.  I 

agree to be responsible for payment of all services rendered on my behalf or on behalf of my 

dependents. 

 

 I have read and completed the above answers, and certify this information is true and correct 

to the best of my knowledge.  I will notify you of any changes in my health status or 

registration information.   

 

As a courtesy to other patients who may be waiting for an appointment, our office requests 24-hour 

notice for cancellation.  This policy is generally standard practice in dental and medical practices.  

We realize emergencies may occur in your personal schedule but please understand it may become 

necessary to charge a broken appointment fee.  This fee is usually only charged after a grace period 

of one broken appointment.  For the purposes of the practice, we define cancellation, broken 

appointment and no-shows as follows:  Cancellation=notification in advance of 24 hours; Missed 

Appointment=cancellation inside the 24-hour window; Broken Appointment=failure to appear for 

appointment. 

 

Signature:  ____________________________________________________ Date:  ______________ 



NORTHSIDE DENTAL OF NEWNAN 
DONALD GALBO, DDS 

 

 

203 Millard Farmer Industrial Boulevard • Newnan, GA 30263 

www.northsidedentalofnewnan.com 

PAYMENT & APPOINTMENT POLICIES 

 

In an attempt to provide our patients with the standard of quality care they deserve, and to keep down the 

spiraling costs of health care, we have established the following guidelines: 

 

REGARDING PAYMENT: 

 

1. Payment is due at the time our services are rendered.  We accept cash, check, American Express, 

Discover, Visa, MasterCard and debit cards for your convenience. 

 

2. As a courtesy to our patients, we accept insurance on assignment as long as we can verify coverage.  

However, you must satisfy your deductible and pay the percentage of your responsibility (e.g. If your 

insurance pays 80% of your care, you will be required to pay 20% on the day of your appointment.)  

Your estimated portion is due at the time of your visit.  And since by taking your insurance on 

assignment, we have to wait for payment. Due to insurance company policies over recent years we 

may be forced to withdraw this courtesy. 

 

3. Our office will NOT GUARANTEE that your insurance will pay.  Please note that insurance 

companies all have their individual fee schedule called usual, customary and reasonable (UCR) and 

they base it on the plan that is sold in a geographical area.  UCR is generally regarded as the average 

fee submitted by an average dentist.  We feel our services are well above average.  If your insurance 

company fails to pay your claim within 60 days, you will be billed directly for any applicable amounts. 

 

4. Although it is our intention to assist you with the filing of your insurance, our office will not enter into 

a dispute with your insurance company over your claim.  It is YOUR responsibility and obligation.  

However, we will provide whatever supporting documents and narratives needed to assist you in 

obtaining your rightful benefits. 

 

5. We will no longer be filing secondary insurances.  We have, in the past, done this as an extended 

courtesy, but due to changing insurance company policies and the difficulties we encounter with them, 

we can no longer provide this courtesy.  However our office will provide you with the necessary 

receipts to file with your insurance company.  Many fee for service medical and dental offices have 

been forced to no longer accept insurance assignment.  It is our intent to avoid this approach. 

 

REGARDING APPOINTMENTS: 

 

When you are scheduled for an appointment in our office, we reserve a certain amount of time exclusively for 

you, whether it is with Dr. Galbo or with one of the hygienists.  And, because your time and ours is so 

valuable please respect those reserved times.  If you are unable to keep a scheduled appointment we do require 

a 24 hour notice.  This will give us a chance to offer available time to another patient.  A $45.00 missed 

appointment charge unfortunately will have to be paid before any future treatment is considered.  We do 

understand that emergencies can and will occur. 

 

__________________________________________________  ________________________ 

Patient Signature       Date 
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