
Welcome to Country Creek Dental! 

We want your experience to be as smooth as possible. Please fill out 

these documents to help us serve you the best way we can. 

 
Date______________ 

 

Patient Name____________________________________ Preferred___________ 

 

Street Address_________________________________________________ 

 

City________________________ State___________ Zip_______________ 

 

Cell Phone  ___________________ Home Phone  ____________________ 

 

E-mail  ______________________________________________________  

 

Social Security #_________-________-______________ 

 

Sex (circle one)     Male     Female 

 

Marital Status (circle one)       Married       Single       Divorced       Widowed 

 

Birth Date: ______/_______/_________ 

 

Employer_____________________________________________________ 

 

Address(street,city,state,zip)___________________________________________ 

 

Work Phone  _________________________ext______________________ 

 

EMERGENCY INFORMATION 

 
Name of relative or friend not living with you_________________________ 

 

Relationship to Patient___________________________________________ 

 

Phone # with area code (_____)__________________________ 



Medical History 
Please complete all blanks 

 

Name___________________________________  Date________________ 

Have you ever had any of the following? (Circle any that apply) 
 

 

 
 

Are you being treated for anything at the present time?  ____Yes ____No 
 

 If yes, please 

specify___________________________________________ 

 

List all medications you are taking __________________________________ 

_______________________________________________________ 
 

List any tobacco product you currently use: ___________________  

  

If female, are you currently Pregnant?   ____Yes    ____No 

 

 

 

 

 



Dental Questionnaire 
 

 

What brings you in today? ________________________ 

When was your last professional cleaning? ____________ 

When was your last complete Dental Exam? ___________ 

 

On a scale from 1 (low) to 10 (high), how do you feel about your smile? 
 

1---2---3---4---5---6---7---8---9---10  
 

If not a 10, what would you change to your smile to increase your 

satisfaction? 

____________________________________________________ 
 

Do you suffer from dental anxiety?   ___ Yes ___ No 

If Yes, how can we help make your visit less stressful? 

________________________________________________________ 
 

 

 
 

 



 

 
Country Creek Dental PLLC 

 

 

ACKNOWLEDGEMENT OF RECEIPT OF  

NOTICE OF PRIVACY PRACTICES 
 

*You May Refuse to Sign This Acknowledgement* 

 

 

 

I, _____________________________________________ have received a copy of this office’s Notice 

of Privacy Practices. 

 

 _____________________________________________________________ 
  Please Print Name 

 

 _____________________________________________________________ 
  Signature 

 

 _____________________________________________________________ 
  Date 

 

 

 

For Office Use Only 

 

We attempted to obtain a written acknowledgement of receipt of our Notice of Privacy Practices, 

but acknowledgement could not be obtained because: 

 

   Individual refused to sign 

 

   Communications barriers prohibited obtaining the acknowledgement. 

 

   An emergency situation prevented us from obtaining acknowledgement 

 

   Other (Please Specify) 

 

 __________________________________________________________________ 

  

 __________________________________________________________________ 

 

 __________________________________________________________________ 



INSURANCE INFORMATION 

 

 
Policy Holders Name: ___________________________________________ 

 

Policy Holders Street Address:____________________________________ 

 

Policy Holders City, State, Zip:____________________________________ 

 

Policy Holders Phone # w/ Area Code_(___)_________________________ 

 

Patient Relationship to Policy Holder (circle one) 

Self/ Spouse / Son / Daughter / Stepchild / __________ 

 

 

Employer Insurance is 

through_______________________________________________________ 

 

Insurance Company:_____________________________________________ 

 

Group #:______________________________________________________ 

 

Sub. ID # _______________________Birth date____/____/_______ 

 

Social Security #________________________________________________ 

 

Deductible:  $_______ per year. $--Maximum__________ 



Office Policy for Country Creek Dental PLLC  

207 Kings Court, Alcoa, TN 

For Handling Insurance 

 
We will do all we can to provide you with the best dental care possible.  Any service is 

based on a friendly, mutual understanding between doctor and patient.  We encourage 

you to ask any question you have. We will try our best to answer anything and provide 

treatment that is suitable for you. 

 

When we perform services for you, you are financially responsible to us for those 

services.  Your insurance company has an obligation to you – none to us. You are 100 % 

responsible for any services we provide to you.  

 

You will be provided an estimate of your out-of-pocket expense for treatment. This is an 

estimate, calculated with the information that you and your insurance company provide 

us. If you desire the EXACT out-of-pocket expense for bigger cases, we can submit pre-

authorization to your insurance. Doing so will delay the timeline in which we can 

perform your treatment.  

 

If you sign this, you authorize us to file your insurance for you and provide any and all 

information your insurance company requests.  Your insurance coverage may or may not 

cover your dental care needs- the provisions of your insurance coverage in no way 

relieves you of your financial responsibility to us.  We urge you to contact your insurance 

company any time you have a question about your coverage. 

 

Our office is run on an appointment basis.  We will try our best to accommodate you on 

appointment times.  When we reserve time for you, we expect you to show up or call 

with 24 hours notice.  Failure to keep your appointment or not giving us 24 hours notice 

may incur a $75.00 charge.  We try to contain our costs and thus provide you with more 

affordable dental care.  

 

I (patient) agree to pay any and all collection expenses should this account be placed with 

a collection agency. I (patient) agree to pay a reasonable attorney’s fee, plus court costs, 

in addition to the principle and any interest (1.5% per month). 

 

I have read and understand the above policies. 

 

Patient Name__________________________________________________ 

 

Patient Signature_______________________________________________ 
   (parent’s signature if patient is minor child) 
 

Date_____________________ 

 

 



Parent or Guardian Information 
 

 

Mother ______________________________ Cell __________________ 
 

 Mother’s Employer ________________________ 
 

 Work Phone __________________ 

 

Father ______________________________ Cell __________________ 
 

 Father’s Employer ________________________ 
 

 Work Phone __________________ 

 

Address of Parent or Guardian ____________________________________ 

_____________________________________________________________ 

 

If in foster care 

 

Case Worker _____________________ 
 

Case Worker’s Phone __________________ 

 

 

Child’s School System (Circle one) 
 

Blount County     Maryville City    Knox County     Other _______________ 


