
Dr. Dale R. Duncan 
North Atlanta Oral and Maxillofacial Surgery 

  
2555 Westside Parkway                           3275 Market Place Boulevard 
Suite 350                 Suite 175 
Alpharetta, GA 30004                           Cumming, GA 30041 
Telephone: (770) 664-6533                                                                                Telephone: (770) 406-2060 
Fax: (770) 406-2063                                                                                          Fax: (770) 406-2063 

PATIENT INFORMATION 
                                                                              

PATIENT NAME (please print): _________________________________________________________________  
    First                                   MI                  Last 

ADDRESS: __________________________________________________________________________________ 

 

CITY: ____________________________________________ STATE: ____________ ZIP:  _________________ 

 

SOCIAL SECURITY NUMBER: ______-______-______       HOME EMAIL: ___________________________ 

 

HOME PHONE: (_______)___________________________ CELL PHONE: (_______)_____________________ 

   

SEX: _______ AGE: _______ BIRTHDATE: ________/________/________ MARITAL STATUS: ___________ 

    

PATIENT EMPLOYER/SCHOOL: _______________________________________________________________ 

 

OCCUPATION: ______________________________________ WORK  PHONE:  (______)_________________ 

 

SPOUSE/PARENT(S)NAME(S) (with whom patient lives): ___________________________________________ 

 

EMPLOYER: ______________________________________ WORK PHONE: (______)____________________ 

 

HOME PHONE: (______)_____________________________CELL PHONE: (______)_____________________ 
 

GUARANTOR INFORMATION –INDIVIDUAL RESPONSIBLE FOR PAYMENT 

 
PERSON RESPONSIBLE FOR ACCOUNT: ________________________________________________________ 
           First                                 MI            Last 

RELATIONSHIP TO PATIENT: __________________________________________________________________ 

 

ADDRESS: ___________________________________________________________________________________ 

 

CITY: _________________________________________ STATE: ____________ ZIP: ______________________ 

 

HOME PHONE: (______)____________________________ CELL PHONE: (______)_______________________ 

 

EMPLOYER: ______________________________________ WORK PHONE: (______)_____________________ 

 

DRIVER'S LICENSE #: __________________________________________ STATE: _______________________ 

 

SOCIAL SECURITY NUMBER: _________-________-_________       D/O/B: _________/_________/_________ 
 

EMERGENCY CONTACT 
 

NAME: _________________________________ RELATIONSHIP TO PATIENT: _________________________ 

 

PHONE: (______)______________________ REFERRED BY: _________________________________________ 

 

DUE TO OUR PRIVACY POLICIES UNDER HIPAA, PLEASE INFORM THE OFFICE OF THE 

FOLLOWING: 

IS IT OK TO LEAVE A MESSAGE ON YOUR VOICE MAIL OR WITH A FAMILY MEMBER?   Y / N 

IS IT OK TO CALL YOU AT WORK?                                    Y / N 
 

______________________________________________________                         ________/_______/_______ 
PATIENT OR RESPONSIBLE PARTY                         DATE  

 

REVISED  08/18 

 


