  Chart #:   ___________

FOR OFFICE USE ONLY
Patient Information
Patient Name:   
___  Date:   
__________
                                 Last,                First            MI       (Preferred Name)
Gender: [image: image1.wmf] Male [image: image2.wmf] Female    Family Status:  [image: image3.wmf] Married  [image: image4.wmf] Single   [image: image5.wmf]Child    [image: image6.wmf] Other 
__________
Social Security #: _______________________  Driver’s Lic. #: ___________  Birth Date:    _____________    Age: _______
Phone (Home): 
  (Cell/Other)​​​​​​​​​:_____________ Have you ever been a patient of our practice? [image: image7.wmf] Yes  [image: image8.wmf] No
Is it okay to leave a message at home?  [image: image9.wmf] Y [image: image10.wmf] N  Cell/other? [image: image11.wmf] Y [image: image12.wmf] N regarding appointments and/or lab results? Comments ____________________
Address:
  

__________
                            Street                                                                                                                                     Apartment #

  


__________
                          City                                                                              State                                          Zip Code
Employer/School ________________________________ Student Status [image: image13.wmf] Full-time [image: image14.wmf] Part-time Tel. _________________
                                                                                                                                                     # of credit hours:_________
Dentist ____________________________ Orthodontist___________________________ Medical Doctor __________________________  
                   First Name                Last Name                                                                 First Name                Last Name                                                                   First Name                 Last Name                            
Tel. _______________________________ Tel. _________________________________ Tel. ___________________________________
Referred By ______________________________   Tel. ____________________________________
                                First Name                 Last Name
Emergency Contact _________________________________  Tel. __________________ Relationship __________________________

Guarantor information (if different from above or under 18 years old)

Name ___________________________ Relation _________ Birth Date _________ [image: image15.wmf] Married [image: image16.wmf] Divorced [image: image17.wmf] Single [image: image18.wmf] Other ________

                       First Name                             Last Name

Address (if different from above) __________________________________________ City___________ State ______ Zip_____________
Tel. _____________________ Employer ____________________________ Tel. ________________ Email ________________________
Health History
To our patients: Although oral surgeons primarily treat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have or medications that you may be taking, could have an important interrelationship with the care, that you will be receiving. Thank you for answering the following questions. Your answers are for our records and will be considered confidential.
Date of Last Dental Visit: ______________________  Reason for this visit:  __________________________________________________
( Are you currently in good health? [image: image19.wmf] Yes  [image: image20.wmf] No   Height __________ Weight ___________

( Have you ever had any complications following dental treatment?    [image: image21.wmf] Yes  [image: image22.wmf] No

     If yes, please explain: __________________________________________________________________________________________
( Have you been admitted to a hospital or needed emergency care during the past two years?    [image: image23.wmf] Yes  [image: image24.wmf] No

   (For any illness or operation)

        If yes, please explain: ________________________________________________________________________________________
( Are you now under the care of a physician?    [image: image25.wmf] Yes  [image: image26.wmf] No

     If yes, please explain: __________________________________________________________________________________________
( Name of Physician: _______________________________________________  Tel.: ________________________________________
( Do you have any health problems that need further clarification?    [image: image27.wmf] Yes  [image: image28.wmf] No

   Have you had a history of drug/alcohol abuse?     [image: image29.wmf] Yes  [image: image30.wmf] No

     If yes, please explain: __________________________________________________________________________________________
Medications
Are you now taking or have you taken…...

Blood thinners (Coumadin, Plavix, Aspirin, Vitamin E, Ginko Biloba)? [image: image31.wmf] Yes  [image: image32.wmf] No                  Diet pills? [image: image33.wmf] Yes  [image: image34.wmf] No
Any natural product(s), herbal supplement(s), or homeopathic remedy? [image: image35.wmf] Yes  [image: image36.wmf] No
Any bone density medications/ Bisphosphonates (Aredia, Zometa, Fosamax, Actonel)? [image: image37.wmf] Yes  [image: image38.wmf] No
Have you ever taken tranquilizers, sleeping pills, anti depressants, and/or narcotics on a regular basis? If so, please list: _______________
______________________________________________________________________________________________________________
Please list all other current medications you are taking: _____________________________________________________________________________________________________________
Have you ever had any of the following?  Please check those that apply:
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	   (Fill out below)
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    Replacement
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	[image: image59.wmf] Hepatitis

	[image: image60.wmf] High Blood Pressure
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	[image: image63.wmf] Liver Disease

	[image: image64.wmf] Mental Disorders

	[image: image65.wmf] Nervous Disorders

	[image: image66.wmf] Pacemaker

	[image: image67.wmf] Currently Pregnant

	    Due date:_________

	[image: image68.wmf] Radiation Treatment

	[image: image69.wmf] Respiratory Problems

	[image: image70.wmf] Rheumatic Fever

	[image: image71.wmf] Rheumatism

	[image: image72.wmf] Sinus Problems

	[image: image73.wmf] Stomach Problems
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	OTHER:
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Allergies

Are you allergic to, or had a reaction to….
Sulfa Drugs?  [image: image82.wmf] Yes  [image: image83.wmf] No     Penicillin     [image: image84.wmf] Yes  [image: image85.wmf] No   Other antibiotics?   [image: image86.wmf] Yes  [image: image87.wmf] No   
Aspirin?          [image: image88.wmf] Yes  [image: image89.wmf] No     Ibuprofen?  [image: image90.wmf] Yes  [image: image91.wmf] No   Codeine or other narcotics? [image: image92.wmf] Yes  [image: image93.wmf] No   

Local anesthetic (numbing medications)  [image: image94.wmf] Yes  [image: image95.wmf] No   Sodium pentothal, Valium, or other tranquilizers? [image: image96.wmf] Yes  [image: image97.wmf] No

Other Medications? [image: image98.wmf] Yes  [image: image99.wmf] No   Latex? [image: image100.wmf] Yes  [image: image101.wmf] No    Soy? [image: image102.wmf] Yes  [image: image103.wmf] No   Eggs/Yolk? [image: image104.wmf] Yes  [image: image105.wmf] No   

Sulfites? [image: image106.wmf] Yes  [image: image107.wmf] No   Other foods? [image: image108.wmf] Yes  [image: image109.wmf] No     

Please list any allergies other than listed above: ______________________________________________________________________
This section is for women only:

Is there a possibility of pregnancy? [image: image110.wmf] Yes  [image: image111.wmf] No [image: image112.wmf] Unknown

Are you nursing? [image: image113.wmf] Yes  [image: image114.wmf] No   

Are you taking contraceptive pills? [image: image115.wmf] Yes  [image: image116.wmf] No   
Women Note: Antibiotics (such as penicillin) may alter the effectiveness of birth control pills. Consult with your physician for assistance regarding additional methods of birth control.

Is this visit related to an accident?      Automobile [image: image117.wmf] Yes  [image: image118.wmf] No   Work Related [image: image119.wmf] Yes  [image: image120.wmf] No   Other: [image: image121.wmf] Yes  [image: image122.wmf] No   
Date of Injury: __________________     Insurance Company handling this claim______________________________________________
Claim # _______________________     Name of Attorney/Adjustor _______________________________________________________

Tel. __________________________     Address _____________________________ City___________ State _________ Zip _________
I certify that I have read and I understand the questions above. I acknowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment without fail. I will not hold my surgeon, or any other member of his/her staff, responsible for any errors or omissions that I have made in the completion of this form.
Signature of patient, parent, or guardian X______________________________________________  Date: __________________  
Reviewed by (staff): _____________________________ Date: _____________
Responsible Party Information
                [image: image123.wmf] Self                  [image: image124.wmf] Spouse                 [image: image125.wmf] Father                 [image: image126.wmf] Mother                 [image: image127.wmf] Other _____________________

Name:   

                    [image: image128.wmf] Male   [image: image129.wmf] Female                               [image: image130.wmf] Married   [image: image131.wmf] Single     [image: image132.wmf] Other 

Social Security #: ________________________________  Birth Date: ___________________  Age: _________
Phone (Home): ________________ (Work): ________________ Employer:_____________________________

Address: 


                                  Street                                                                                                                                                                                                         Apartment #

                                  City                                                                                                                                                         State                                                 Zip Code

Insurance Information
Primary
Name of Policy Holder: __________________________________________________ [image: image133.wmf] Male   [image: image134.wmf] Female                              

                                                              Last                                                            First                                        MI

Policy Holder's Birth Date: ___________  ID #: _____________________  SSN#__________        Group #: ​__________

Policy Holder’s Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Policy Holder’s Employer Name: 

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to policy holder:  [image: image135.wmf] Self   [image: image136.wmf] Spouse   [image: image137.wmf] Child   [image: image138.wmf] Other ___________________

Insurance Plan Name and Address:
  

Secondary/Medical
Name of Policy Holder: _________________________________________________  [image: image139.wmf] Male   [image: image140.wmf] Female                               

                                                           Last                                                            First                                        MI

Policy Holder's Birth Date: ___________ ID #: _____________________ SSN#______________ Group #: 
_____
Policy Holder's Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

Policy Holder's Employer Name: 

              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to policy holder:  [image: image141.wmf] Self   [image: image142.wmf] Spouse   [image: image143.wmf] Child   [image: image144.wmf] Other ___________________

Insurance Plan Name and Address:
  



____________________________________________________________

Fees and Payments

We make every effort to keep down the cost of your oral surgical care. In order to better assist you, payment is expected as services are rendered. Other arrangements can be made with our office manager depending upon special circumstances. An estimate of the charge for any procedure or surgery you may require will be given to you upon completion of your consultation. If you have any dental and/or medical insurance we will be glad to fill out the proper forms, but please complete the identifying information on this form.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute of payment. Some companies pay fixed allowances for certain procedures and others pay percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance or any other balance not paid for by your insurance company. You will be responsible for all collection costs, attorney fees, and court costs. A service charge of 1.5% (18% annual) on unpaid balances will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied. I understand that I am the responsible party for my bill and agree to pay all charges for services and items provided to me.

Signature of patient (Parent or Guardian if minor) X__________________________________________________  Date: _________________

Signature of responsible party (other than patient) X________________________________________________________ Date: ___________________

Signature on File

This signature on file is my authorization for the release of information necessary to process my claim to all my insurance companies or other relevant parties. I hereby authorize payment to Salute Oral and Facial Surgery for benefits otherwise payable to me, directly to my doctor. I permit a copy of this authorization to be used in place of the original. 

Signature of patient (Parent or Guardian if minor) X__________________________________________________  Date: _________________

Authorization/ Consent for Services

I authorize my surgeon and his/her designated staff, to perform an oral and maxillofacial examination, for the purpose of diagnosis and treatment planning. Furthermore, I authorize the taking of all x-rays required as a necessary part of this examination. In addition, if medically necessary, I authorize the release of any information acquired in the course of my examination and treatment to any physician, lab, or insurance company. I have read the above conditions of treatment and payment and agree to their content.
Signature of patient (Parent or Guardian if minor) X__________________________________________________  Date: _________________

Witness (staff): ______________________________________________________________________________________ Date: ___________________ 

Notice of Privacy Practices Acknowledgment
I hereby acknowledge that a copy of this office’s Notice of Privacy Practices has been made available to me. I have been given the opportunity to ask any questions I may have regarding this Notice. 

Signature of patient (Parent or Guardian if minor) X__________________________________________________  Date: _________________
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