
Monroe Family and Cosmetic Dentistry 
2120 W. Spring Street, Suite 1100 

Monroe, GA 30655 
770-266-7188  

 
 

 

First Name: ____________________________________ MI: _________ Last Name: ____________________________________________ 
 
Birth Date: ________________                                                  Soc Sec: ______________________________     
 
Address: ______________________________________________________________________________________________________________ 
 
City, State, and Zip: _____________________________________________________________________________________________________ 
 
Home Phone: ____________________________ Work Phone: ______________________ Cell Phone: _________________________________ 
 
WHO IS RESPONSIBLE FOR THE PAYMENT/BALANCE ON THIS ACCOUNT? ___________________________________________________ 
  
Employer Name: _____________________________________Occupation: _______________________ Work number: ___________________ 
 
In case of emergency contact: ___________________________________ Phone: ______________________ Relationship: _______________ 
 
Person allowed access to your account information/chart: _______________________________ Relationship: ________________________ 
 
When was your last dental cleaning? ___________________  Do you have any dental concerns? ____________________________________ 
 

 

 

Employment Status:    ____ Full Time         ____ Part Time         ____Retired                               Student Status:  ____Full Time ____Part Time 
 
*Marital Status: ___ Married   ___ Divorced ___ Separated ___ Single      Name of Spouse: _________________________________________ 
 
*Full name and address of School Attending, (if applicable/ for insurance purposes): 
 
**As a Courtesy to our patients we will file claims to your insurance; however it is the patient/guarantor’s responsibility to keep us informed of new changes with insurance, 
if no information is given you will automatically be responsible for all charges incurred at the date of your visit. 

 
Policy Holder’s Full Name: ___________________________________________     DOB: _________________________ 
 
Employer: ________________________________________________________________ 
 
Policy Holder’s Soc Sec/Id: __________________________________________________ 
 
Ins. Company Name: _______________________________________________________ 
 
Address: _________________________________________________________________  
 
City, State, and Zip: ________________________________________________________ 
 
Customer Service Phone Number: ____________________________________________ 
 

 
 

How did you hear about our office? 
 
Google/Internet Engines: ________________ 
Insurance: ____________________________ 
Active patient, if so whom shall we thank for the referral? ______________________________________ 
Drive By, Walk in, or Other________________________________________________________________ 
 

 

EMAIL ADDRESS: 
 
______________________________________________________________________________________ 


