
Timothy W. Godsey, D.D.S., M.S.

Liliana Gandini, D.M.D.
Practice Limited to Periodontics
150 Providence Road, Suite 200

Chapel Hill, NC 27514

PATIENT INFORMATION

Patient Name: __________________________________________________Date:_______________________
Last First MI

How do you prefer to be addressed by the doctor and staff?________________________________________
Please circle one: Mr. Mrs. Ms. Miss. Dr. Rev. Other:_______________________________
Address: __________________________________ Home phone:_______________________________

__________________________________ Work phone: __________________Ext._________
__________________________________ Cell phone: ________________________________

E-mail: __________________________________ Male _______________Female _______________
Date of Birth: ______________________________
Social Security #: ___________________________(Not Required but may be needed to file your insurance)
Marital Status: Married __________ Single ____________ Divorced ___________ Widowed __________
In case of emergency please call ____________________________________ Phone # ___________________
Whom can we thank for referring you to our practice? ___________________________________________

EMPLOYMENT INFORMATION (for insurance purposes only)

Occupation: _______________________________________________________________________________
Employer Name: (please no abbreviations) _______________________________________________________
Employer Address: _________________________________________________________________________
City: _________________________________ State: ______________________ Zip Code: ______________

SPOUSE OR PARENT EMPLOYMENT INFORMATION

Spouse or Parent’s Name: ____________________________________________________________________
Occupation: _______________________________________________________________________________
Employer Name: (please no abbreviations) _______________________________________________________
Employer Address: _________________________________________________________________________
City: _________________________________ State: _____________________ Zip Code: _______________
If spouse or parent carries the insurance, please provide the following information:
Social Security #: __________________________ Date of Birth ____________________________________

Please note that the adult accompanying a minor (under the age of 18) is financially responsible for that
patient, no exceptions.

I have completed this form fully and completely and certify that I am the patient or duly authorized general
agent of the patient authorized to furnish the information requested.

I understand that payment for professional services are the sole responsibility of the patient and are due as
services are rendered. We do not render services on the basis that insurance companies will pay our fees, but
we will be happy to assist you in filing claims for insurance reimbursement.

______________ _______________________________________ _____________________________
Date Signature of Patient or Parent Relationship to Patient

R090414



Do you suffer from Sleep Apnea or do you use a C-PAP machine? Yes____________ No ____________

If female, please answer the following: Please answer the following:

Medications:

Y N

⁮ ⁮ Is there any disease, condition, or problem that you think this office should know about that is not
covered above? If yes, please describe below….

Signature: __________________________________________________ Date: ______________________
(If Under 18, Parent or Guardian Signature Required) R090414

For Office Use:

Pack Yr Hx ________________________

Y N Conditions
⁮ ⁮ Heart Murmur
⁮ ⁮ Rheumatic Fever
⁮ ⁮ Mitral Valve Prolapse
⁮ ⁮ Congenital Heart Defect
⁮ ⁮ Artificial Heart Valve
⁮ ⁮ Heart Attack
⁮ ⁮ Alcohol Abuse
⁮ ⁮ Allergies
⁮ ⁮ Anemia
⁮ ⁮ Angina Pectoris
⁮ ⁮ Arthritis
⁮ ⁮ Asthma
⁮ ⁮ Blood Transfusion
⁮ ⁮ Abnormal Bleeding
⁮ ⁮ Bruise Easily
⁮ ⁮ Coumadin Therapy
⁮ ⁮ Cancer Chemotherapy
⁮ ⁮ Colitis
⁮ ⁮ Diabetes
⁮ ⁮ Difficulty Breathing
⁮ ⁮ Drug Abuse
⁮ ⁮ Emphysema

Y N Conditions
⁮ ⁮ Epilepsy
⁮ ⁮ Fainting Spells
⁮ ⁮ Fever Blisters
⁮ ⁮ Frequent Headaches
⁮ ⁮ Glaucoma
⁮ ⁮ HIV AIDS
⁮ ⁮ Heart Surgery
⁮ ⁮ Hemophilia
⁮ ⁮ Hepatitis A
⁮   ⁮ Hepatitis B
⁮ ⁮ High Blood Pressure
⁮ ⁮ Hip Replacement
⁮ ⁮ Knee Replacement
⁮ ⁮ Kidney Problems
⁮ ⁮ Liver Disease
⁮ ⁮ Low Blood Pressure
⁮ ⁮ Pace Maker
⁮ ⁮ Psychiatric Problems
⁮ ⁮ Seizure
⁮ ⁮ Sickle Cell Disease
⁮ ⁮ Stroke
⁮ ⁮ Taken Fen Phen

Y N Conditions
⁮ ⁮ Thyroid Problems
⁮ ⁮ Tuberculosis
⁮ ⁮ Ulcers
⁮ ⁮ Venereal Disease
⁮ ⁮ Taken Fosamax or other

medications for
Osteoporosis

⁮ ⁮ Do you premedicate with
antibiotics prior to all dental
appointments

Y N Allergies
⁮ ⁮ Aspirin
⁮ ⁮ Codeine
⁮ ⁮ Dental Anesthetics
⁮ ⁮ Erythromycin
⁮ ⁮ Latex
⁮ ⁮ Metals
⁮ ⁮ Penicillin
⁮ ⁮ Tetracycline
Other ________________________
______________________________

Y N
⁮ ⁮ Are you taking Birth Control Pills?

⁮ ⁮ Are you pregnant? If Yes, # if weeks

⁮ ⁮ Are you nursing?

Y N
⁮ ⁮ Do you smoke or use tobacco?
If yes, how many packs a day ___________

How long have you used tobacco? ________

Medical Physician:
Phone # _________________________
Address ___________________________
__________________________________
__________________________________


