
 
Joyce T Lee, DDS, MD  

1175 Peachtree St. NE, 100 Colony Square, Ste. #1202 
Atlanta, GA 30361 

Tel 404-874-1115 Fax 404-874-0624 
 
 

PATIENT INFORMATION 
 

Patient Name:_______________________________________________________Preferred name:______________Date:___________________ 
  Last       First                         MI   
 
Address:____________________________________________________________________________________________________________________ 
     Street           apt# 
 _____________________________________________________________________________________________________________________ 
  City     State    Zip code 
 

Phone number: (home) □ ____________________(work) □ __________________________(mobile) □ _________________________________ 

  (Please check the preferred contact number to reach you regarding your appointments) 
            
Social security number:__________________________ (required to file insurance)     birth date:______________________________ 
 
Gender:______________________ Marital status:__________________ Driver’s license number:__________________________________ 
 
Email address__________________________________________________ 

 
Employment information 

 
The Following information is on:     patient /  self    Person responsible for payment____________________________________ 
 
Occupation:________________________Employer name and address:___________________________________________________________ 

 
Referral information 

 
Name of person/office/other source who referred you to our office:__________________________________________________ 

 
Responsible party information 

 
Name:___________________________________________________________________________________________________________________________ 
  Last   First   MI   
 
Address:________________________________________________________________________________________________________________________ 
     Street           apt# 
 
 ________________________________________________________________________________________________________________________ 
  City     State    Zip code 
Phone number: (home)____________________(work)__________________________(mobile)____________________________________________ 
 
Social security number:__________________________ (required to file insurance)  Driver’s license number:___________________ 
 
Gender:______________________ Marital status:__________________ Birthdate:____________________________________________________ 

Insurance information 
 
Medical Insurance :_____________________________________________  Dental insurance:____________________________________________ 
 
Claims Address:_________________________________________________ Claims Address: _________________________________________________ 
  Street                       City, State      Zip code            Street                               City, State           zip code 
 
ID #:___________________________Group #:__________________________ ID #:___________________________Group #:_________________________ 
 
 

Insured’s name:________________________________________________   Social security  #: ____________________ Date of birth: ____________ 
         Last      First                                 
 
 

Insured Address:____________________________________________________________________________________________________________________ 
   Street      City   State  Zip code 
 
Patient’s relationship to insured: self: _________ spouse: _________ child: __________ other: _____________ 

 
 

Emergency Contact information 
***Whom should we contact in the case of an emergency? *** 

 
 Name: _________________________________________ 

 
Address: ______________________________________ 

 
Phone number: ________________________________ 

 
Relationship:__________________________________ 
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