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PATIENT INFORMATION

DATE __________________

Name:  Dr./Mr./Mrs./Ms. ______________________________________________________________

(Please circle one)


First Name

Middle Initial              
 Last Name

Address: ___________________________________________________________________________

Street, Nearest Road, or Highway: ______________________________________________________

City: ___________________________________  State: __________ Zip Code: __________________

Home Phone: (____) _________ -__________
Cell Phone: (____) _________ -__________________

Date of Birth: _______________________ Sex: _____  Social Security #_________________________
GUARANTOR ***Person responsible for billing on this account. ***
Name: ______________________________________ Relationship:  ___________________________
Address: ____________________________________  Phone: (___) _______-____________________
Street, Nearest Road, or Highway: _______________________________________________________
Employer: ________________________________   Work Phone: (___) _______-_________________
Occupation: _____________________________    Cell Phone: (___) _______-____________________
Address: ____________________________________________________________________________
Social Security #: __________________________ Date of Birth: _______________________________
PATIENTS EMPLOYMENT INFORMATION

Employer:___________________________________________________________________________
Work Phone: (___) _______-___________   Occupation: ______________________________________

Address: ____________________________________________________________________________

*** Spouse’s Name: (If married) ________________________________________________________ 

Employer: ___________________________________________________________________________

Work Phone: (___) _______-___________   Occupation: _____________________________________

Address: _____________________________Cell Phone: (___) _____-__________________________
*** Parent’s Name: (If patient is minor) __________________________________________________
Employer: ___________________________________________________________________________

Work Phone: (___) _______-___________   Occupation: _____________________________________

Address: _____________________________Cell Phone: (___) _____-__________________________

Whom may we thank for referring you?   (  ) Friend or Relative:   ____________________________

(  ) Dentist: ________________________________ Physician: ________________________________

Other: ___________________________________

Have you, any relative or friend been a patient here before? ___________________________________

If yes, please list name: ________________________________________________________________

IN CASE OF AN EMERGENCY, PLEASE NOTIFY:

(Please give the name of the nearest relative or friend NOT ALREADY ON THIS FORM)

Name: _______________________________________  Relationship: _________________________________________

ADDRESS: ________________________________________________________________________________________

City: ____________________________________________ State: __________ Zip Code: _________________________

Home Phone: _____________________________________ Work Phone: ______________________________________

Your health is our primary concern! Please take your time providing the following information, so we may provide you with our best care. 

Age: _________________    Height: ________________    Weight: ________________

1. Are you allergic to any drugs or medications?





( ) Yes

( ) No

If yes, please list: _____________________________________________________________________________

2. Are you allergic to eggs, sulfa, or sulfur?





( ) Yes

( ) No

3. Have you been a patient in a hospital in the past two years?



( ) Yes

( ) No

4. Are you now or have you ever been under the care of a physician in the past two years?
( ) Yes

( ) No

If yes, please list: _____________________________________________________________________________

5. Are you taking any medications now?






( ) Yes

( ) No

If yes, please list: _____________________________________________________________________________

6. Have you ever taken or are you currently taking a bisphosphonate drug [Fosamax (alendronate), 

Didronel (etidronate disodium,), Aredia (pamidronate), Actonel (risedronate), 

Zometa (zoledronic)]?








( ) Yes

( ) No

If yes, please list: _____________________________________________________________________________

7. Are you taking any anticoagulated medications (Coumadin, Plavix)? 


( ) Yes

( ) No

8. Have you ever had any excessive bleeding requiring special treatment?


( ) Yes

( ) No

If yes, please explain: _________________________________________________________________________

9. Have you ever had any complications with general anesthesia?



( ) Yes 

( ) No

10. If female, are you pregnant? 







( ) Yes

( ) No

If yes, who is your OB-GYN? ___________________________________________________________________

11. Do you have any other serious illnesses?






( ) Yes

( ) No

If yes, please list: _____________________________________________________________________________

12. Do you have a cough or a cold? 







( ) Yes

( ) No

13. Do you wear contact lenses?







( ) Yes

( ) No

14. Do you smoke?









( ) Yes

( ) No

If yes, how many cigarettes per day? _____________________________________________________________

Circle any of the following you may currently have or have had in the past:

	Heart Trouble
	Emphysema
	TB
	Anemia

	Heart Murmur
	Arthritis
	Bronchitis
	Glaucoma

	Rheumatic Fever
	Diabetes
	Pneumonia
	Kidney Disease

	High Blood Pressure 
	Hepatitis
	Stroke
	Seizures

	Asthma
	Jaundice
	AIDS
	Radiation Therapy

	Thyroid Disorder
	Prosthetic Joints
	Other:


*I understand and agree that regardless of my insurance status, I am ultimately responsible for any services rendered.  

*I have also received Notice of Privacy Practices for The Oral and Maxillofacial Surgery Center, P.A.

Signature: _____________________________________________________   Date: ______________________  REV2018
