
1240 Augusta West Pkwy
Augusta, Georgia 30909

Phone:  706.863.6262 
Fax:   706.863.6465

Confidential Patient Information

                  Tina P. Moses, DMD, PC
                                                         Pediatric Dentistry

PATIENT INFORMATION

Social Security No.__________________________

Name_____________________________________________________________________________________
First            Middle            Last

Birthdate_______________________ Age_________ Sex_____________ Home Phone___________________________

Address_______________________________________________City_________________State______Zip___________

Name of School_________________________________________City__________________________State__________

          PARENT / RESPONSIBLE PARTY:     PROVIDE COPY OF DRIVER LICENSE

                                                                                                                                                                                                            Relationship
Person Responsible for Account________________________________________to Patient________________________

Address____________________________________________Home____________________Cell___________________

Driver’s License________________________Birthdate_________________Soc. Sec.____________________________

Employer_______________________________________Work Phone__________________________Ext____________

Home Email_____________________________________Work Email_________________________________________

Whom May We Thank for Referring You?_______________________________________________________________

Emergency Contact________________________________Phone_____________________Cell____________________

PRIMARY DENTAL INSURANCE INFORMATION:     PROVIDE COPY OF INSURANCE CARD & DRIVER LICENSE.

                                                                                                                                                                                                Relationship
Name of Insured_________________________________________________to Patient____________________________

Address (if different)_______________________________________________________Phone______________________

Birthdate_____________________Soc. Sec._________________________Driver’s License_______________________

Employer______________________________________Work Phone__________________________Ext_____________

Insurance Co.________________________________________________Group No.______________________________

Member ID_______________________________________Subscriber ID______________________________________

Does parent or patient have any other group health or dental coverage?      No     Yes

Insured_______________________________Birthdate_______________Soc. Sec._______________________

Address (if different)_______________________________________________________Phone______________________

Employer____________________________Work Phone__________________Driver License______________

Insurance Co.___________________________________________Group No.___________________________

Member ID___________________________________Subscriber ID__________________________________

Payment for services is due in full at the time of treatment unless prior arrangements have been made. 
 If this account should go to collections, you will be responsible for all collection fees and any attorney fees.

_________________________________________       ______________________       ___________________________
                             Signature                                                             Date         Relationship to Child

Please Print. Include Area Code.
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