STEVEN G. PARNES, D.D.S.
5064 Nandina Lane


Atlanta, GA 30338

770.392.9764

INFORMATION FOR DOCTOR’S HISTORY

(Please Print)                                                                                       Date of

Patient’s Name:________________________________Age:_____ Birth:_____________

Res. Address:____________________________________Res. Phone #(___)__________

                                                                                              Cell Phone#:(     )__________

City/State:__________________________Zip:_________Social Security#:___________

Marital Status (Circle):  Single       Married       Divorced       Widowed

Patient’s Employer:_____________________Address:___________________________

Occupation:____________________________Business Phone#:____________________

Spouse's Name:_______________________Spouses Employer:___________________

Spouse’s Occupation:_____________________Business Phone#:(___)_______________

If patient is a minor-name

of Parent or Legal Guardian::________________________________________________

Name of Medical Doctor:_____________________Dental Insurance Name:__________

Referred By:____________________________________ 

I understand that any cancellation less than 48 hours will be charged a minimum fee of $50.

I hereby give consent to any necessary procedures related to my dental care

Signature:___________________________Date:_____________

Rev.04/2019

