
Patient lnformation
Weleome to our offlce; Please provide us with information requested below. Alt lnformation ls kept confidential.

Patient Namel . Today's Date: _
Referring Doctor: Doctor

Date of Birth: ,Agel _ Sex: M/F SS:

Address:

City: State: Zipt

Home Phone Cell Phone:

Email Address:

Employer: Work phone:

(Circle One) Married Single Divorced Widowed

Spouse's Name: Spouse's Phone:

Responsible Party's Name (lf Patient is under Age 18)

Responrible Party's Phone;

Responsible Party's Soc Sec #: Date of Birth:

lnsurance Information
Dental lnsurance Company Name: 

_

Policy Holder Name: _ Policy Holder Date of Birth

PoIicyHolderSoc8ec#:Relationshiptoinsured:

city: 

- 

$tate:

Policy Holder Phone #:

Signature of Patient or Responsible Party:

Employer:

zip:



HIPAA Privacy Policy
Acknowledgement of Privacy Practices By my signature below, I acknowledge that I have read the Notice of
Health lnsurance Portability and Accountability Act (HIPAA) and Financia! Policy of Gapital Oral &
Maxillofacial Surgery that is available to review upon request. I understand that Capital Oral & Maxillofacial
Surgery reserves the right to change their notice and policies, & upon request will mail a copy of any revised
notice to the address I have provided. Under the HIPAA, I understand that I have the right to request
restrictions as to how my health information may be used or disclosed. I understand that I may revoke this
consent in writing, except to the extent thatCapita! Oral & Maxillofacial Surgery has already taken action in
reliance thereon.

Signature: Date:

Financial & Gancellation Policy
I understand I will be required to pay 5A% of my ssrgery cost to reserye my surgery appointment. ln the
event of default, collection & legal fees are the responsibility of the patienUguardian. Patients are typicaly on
a waiting list to reserve time in our office. Without proper notice, patients on this wait list do not have the
opportunity to fill an open appointment. ln an effort to keep costs low, Capital Oral & Maxillofacial Surgery
reserves the right to charge a fee for any missed, canceled, or re-scheduled appointments. The fees will be
as follows: $100 for surgery appointments with less than three (3) business day notice. Our e.mail reminder
service is offered as a courtesy. You are responsible for confirming or notifying us of any issues regarding a
scheduled appointment. If you have questions about our financial policy or cancellation policy, ptease
request to speak with us personally.

Signature: Date:



Patient's Name: Today's Date: Date of Birth:

To our patients: Aitnough oral surgeans primarily treat the area in and around your noutll, yaur mauth is part of your entire body, Heatth problems that Vou
rnay have, or medications that you rnay be taking, cauld have an importarit interretationship r,yith the care that you will be receiving. Thank you
for answering the followrng questior-ts. Your answers are for our records only and wil! be considered confidential.

Reason for today's office visit?,,__*

1. Height- Weight-^-_**-*______-Areyouingoodheaith?.

2. Have there been any changes in your general health in the past year?. .

3. Are you under tlre care o{ a physician? . . . . Date of last visit
lf so, for what are you being treated?_.-__--

4. Have you had any illness, operatron or been hospitalized in the past f ive years?

lf so, describe

5. Do you have unhealed / recurrent inruries or inflamed areas, growths or sore $pots in or ar6und your mouth?.
lf so, describe

6. Do you have a prosthetic joint / implant? . . . . lf so, describd where-_,_._
7. Have you had a heart vaive replacement or vascular graftT. .

B. Have r7or"r ever had generai anesthesia or lV sedation?

9. Have you, or a {ami!y member, had any unusual or serious reactions to general anesthesia or IV sedationl
10. Has a physician or previoL.ts dentist recommended tha1. you take antibiotics prior to your dental treatment? . . . .
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40. Convulsions / epilepsy?

41. Stroke?

42. Thyroid trouble?

43. Diabetes?

44. Low bloocl sugar?

45. Kidney trouble?

46. High cholesterol?

47. Are you on dialysis?

48. Swollen ankles / arthritis / jr:int diseaseT

49. Osteoporosis / osteopeniaT

50. Osteonecrosis?

51. Stornach ulcer / acrd refluxT

52. COVTD-1 9?

53- Contagious diseases?

54. Sexuallytransmitted diseases?

55. Problems with imnrune systemT
Possibly from nredicatiorr / surgery, etc.

56. Autoimnrunedisease?

57. Delay in healingT

58, A tumor 6r growthT

59. Cancer / radiation therapy / chemotherapy?

60. Chronic f atigue / nigl'rt sweatsT

61. Are you on a diet?

62. ls there a history i treatmerrl for an alcohol
use disorder?

63. is there a history / lreatment for a
mariluana or substance use disorder?

64. Contact lensesT

65. Eye disease / glaucoma?

66" Mental health problems i anxiety i
depression ?

67" A removable dental appliance?

68. Pain or clicking of jaws when eatrng?

1 1. fiheurnatic fever?

12. Damaged heart valves / nrilral vaive
prolapse 7

13. Heart murmur?

14. High blood pressure?

1 5. Low blood pressure?

16. Chest pain / 36gin6?

1 7. Heart attack(s)?

18. lrregular heart beat?

19. Cardiac pacemaker?

20. Heart surgery?

21. Pneumonia, bronchrtis, chronic cough?

22. AsthmaT

23. Hay fever / sinus probienrs?

24. Snoring?

25. Sieep apnea / CPAP?

26. Difficult breathing / other lung troubleT

27. Tuberculosis?

28. Emphysenra?

29. Do you smoke or vape?
lf so, how mr-,ch a day

30. Do you use chewing tobaccoT

32. BIood transfusion?

33. Blood disorder such as anemia?

34. Bruise easily?

35. Bleeding tendency / abnormal bleed?

36. Hepatitis, jaundice, or liver disease?

37. lnfectrous mononucleosis?

38. Gallbiadcier trouLrle?

39. Fainting spells?

31. Alcohol intake? lf so, drinks per
Day Week...,.---



l_ t1ri_ *
70. Expected detivery date

Note: Anilbiorc.s lsuch as penicillitl) may alierthe effectiveness of bifth control pills. consu1 yout

Yes No
71. Are you nursing? [J I
72. Are you taking birth control pills?... tr U

physician / gyneccllogist for assistance regarding other methods at birth con.tro!.

69, ls there a possibility of pregnancy?
Yes No[tr

73. Any kind of medication, drug, prillsT

74. Biood thinners lCoumadin, Plavix,
Aspirin. Vitamin E, Ginko hiloba,
Aggrenox, Xarelto, Eliquis, Fish oil)?

75. Have you ever taken diet pills?

76 Any natural product, herbal
supplemenl or homeopathic renredy?

77 . Are you taking, or have you ever taken bone
density meds, RANKL inhibitors or bisphos-
phonates such as Prolia, Fosamax, Boniva,
Actonel, lV-Zometa, Aredia, Reclast, Xgeva,
or Evista in the past 12 yearsT

78. Tranquilizers, sleeping pills, antldepressants, and/or narcotics on a
regular basis? lf so, please list:

79. lf you are under the care of a physician for pain management, or
recovering {rom drug addiction please select the medication you
are currently taking: D [Vlethadone [] Suboxone L-l Oxycodone
,tr Fentanyl E Other,_______

Treating

80. Piease list any medications you are currently takrng:
i_uosage l-requencylVedication

81. Local anesthetic {nr-rmbing meds,)?

82. Penicillin?

83. Other antibioticsT

84. Sulfa drugs?

85. Sodiurrr pentothal / Valium /other tranquilizers?

86. AspirlnT

87. AmoxicillinT

BB. Codeine or other narcotics?

89. Latex?

91. Eggs / yolkT

92. Sulf ites?

93. Do you have any known allergiesT

94. Please list any allergies other than drug allergies:

95. Please list any other medication or antibrotic you aTe allergic to:

Nledication / Antibiotic Name

ls there any condition concerning your health that the Doctor should
be told about? i,l Yes tr No - lf Yes,

Do you wish to speak to the Dr. privately ahout anything? il Yes tr No Narne ol attorney / adj

ls there a family history of .

lJ Cancer iJ Diabeles f,r Heart disease Lt Anesthesia problems

ls this visit related to an accident? [ Yes [] Ncl

lf Yes, what type of accrdent? U Automobile I Work related iJ Other
Date of injury--
lnsurance company handling the claim'__
Claim number.

Telephone number (______ )

90. Soy?


