Stateline Oral & Maxillofacial Surgery, PC

PATIENT INFORMATION

Name Birth Date / / Age
Home Address Apt. Number

City State Zip Code

Home Phone Business Phone Cell

Sex: OM OF Marital Status: OSingle OMarried ODivorced OWidow Social Security # - -
Patient Employed by Occupation

Business Address Email

Emergency contact name Phone Number

Whom may we thank for referring you here today?

Who is your Dentist? Orthodontist?

DENTAL INSURANCE INFORMATION

Primary Dental Insurance Company Phone Number

Insurance Address

Primary Subscriber Birth Date / /
Subscriber ID # Policy Group #

Relationship to Patient Social Security # - -
Primary Subscriber Employer Business Phone

Secondary Dental Insurance Company Phone Number

Insurance Address

Secondary Subscriber Birth Date / /
Subscriber ID # Policy Group #

Relationship to Patient Social Security # - -
Secondary Subscriber Employer Business Phone

MEDICAL INSURANCE INFORMATION

Medical Insurance Company Phone Number

Insurance Address

Subscriber Birth Date / /
Subscriber ID # Policy Group #

Relationship to Patient Social Security # - -
Subscriber Employer Business Phone

| authorize payment of my dental/medical benefits directly to Stateline Oral & Maxillofacial Surgery, PC for all services, also the
use of this signature on all insurance submissions. | authorize Stateline Oral & Maxillofacial Surgery, PC to release all information
necessary to secure the payment of benefits.

Primary Dental Subscriber Signature: Date:
Secondary Dental Subscriber Signature: Date:
Medical Subscriber Signature: Date:
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Stateline Oral & Maxillofacial Surgery, PC
MEDICAL HISTORY FORM

Name: Date:
Date of Birth: Sex: M/ F Height: Weight:
For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.
I AN (Yo TU I T I To o T B 4T L1 PSSR Yes No
2. Has there been any change in your health in the PaSt YEA?.........cccviiiiiiicie it see e Yes No
If so, please explain:
3. Are you now under the care of & PhYSICIANT .........ciiiiiiii bbbttt Yes No
If yes, for what condition?
The name and address of my physician is:
Please list the date of your last physical examination:
4. Have you had any serious illness, significant operation or hospitalization within the past 5 years? ...........cccccevevievveve e, Yes No
5. Do you take blood thinning MEAICALIONS?........ccuiiieiiciee et e e este e s ae e teeneeensesseesteesteenteasaeareennees Yes No
6.  Are you taking any MEAICALIONS? ........ccviiciiiiiiieie et e st e et e s e s e e st e te e te e teeseeaseesseesbeesaeenteenseeneeaseenteeteesseeeeeneennees Yes No
(this would include all non-prescription, homeopathic or “natural” remedies including diet pills)
If Yes, Please list ALL medications:
7. Are you allergic t0 @ny MEAICATIONT .......cuiiiiiiiieeetere ettt b bbb bbbt b bbbttt nn s Yes No
If so, please identify your medication allergies:
B, LOCAI ANBSTNETICS. ... ettt bbbttt h bbb h e e e bbb Rt R £ R e E bR bbbt R e st e e b Yes No
D, PeNICIIIN OF ANTIDIOTICS . ...ttt b e bbbt b et e bbb e nb e s bbb e e et sbe e Yes No
(OB TU ] = T [T ST RS Yes No
d. Barbiturates or SIEEPING PIIIS ......ocuiiiiee e et a e b et a e e e nreenre s Yes No
LT~ o1 1o SRS URSSRPR Yes No
LS o To 1 SRS Yes No
0. COUBINE OF OTNEE NAICOTICS .. viutiueititetieti ettt bbbk bbbt b b s bbbt bbbt bt bbbttt Yes No
. LatEX OF FUDDEE PrOUUCTS......c.eitiiciiitie ettt b bbb bbbt bt bbbt b bbb bbbt bt b et Yes No
i. Other, please list:
8. Do you have or have you had any of the following diseases or problems?
a. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
OF aNY Other NEAIT CONTITION ..........iiiiii et ettt e st e st e s teesaeeteenteeseeessesaeesteenbeenteeteeneeaneas Yes No
O O T o T T oo =3 ] o] ST SPRSOR Yes No
2. Shortness of breath after Mild EXEICISE? ........co it bbb e e Yes No
K I B T 01U g a1 4 LT =Y | OSSPSR Yes No
b. Seasonal, environmental Or OO0 AIIEIGIES .........oiuiiiiii et bbb b Yes No
Lo 1311 T3 1 (0 10 o [ SRS Yes No
A. ASENME OF NAY TRV ..ottt b b stk b st b bbbt b bt e bttt e s st r e Yes No
€. FAINEING SPEIIS OF SEIZUIES...... e ciiiteieeieite ettt ettt et b ettt b et b e e b e e bt b e e e bt s b et e bt e be b e bt sbe st e st et st ene st e e Yes No
LT DT o (S Yes No
g.  Hepatitis, JaUNGICE OF TIVEF QISEASE ......c.eiviiiiitiieieie bbb bbbttt bbbt st Yes No
h.  Frequent Or FECUITING MOULN SOFES........couiitiuieieiieie sttt sttt ettt bbbt bt et e b e besb e s b e ebeebeeseem e e be st e besbeabeebeeneeseeeenbenaea Yes No
[T I 1) (o1 [0 l o] £ o] [=T4 4 SO USROS URURUPRU Yes No
j- Respiratory problems, emphysema, BrONCRITIS, BIC. ......coiiiiiiieieie bbb sne Yes No
k. Arthritis or painful, swollen joints including jaw JOINE (TIMJ) ....cooiiiiiiiie e e Yes No
. StOMACK UICET OF NYPEIACIAILY ...ttt ettt b e bbbt bt e bt et e e e et e besbe et e e beene e e e nbenbenae Yes No
M. KEONEY GISBASE ...ttt ettt ettt ettt sttt ettt e et e e et eebe bt eb £ e b e e R e e s e e e et e eE e eb £ e E e eR £ e R e e m e et eeeeb e A b e eb £ e E e em b e s bene e ke nbeebeebeeneen e e e ebenaeas Yes No
LTS I Vo T=T (W | (o] £ SRS Yes No
0. Persistent cough or cough that Produces DIOOM............ccuiiiiiiii e Yes No



P.  Persistent SWOIEN NECK GIANGS .....cvvoiiie et e st e e te s be s re e s e ese e s e tesresbesneeseeneeneeseenrenres Yes
o TR o LV o] [0 T o I o] 151U (SRS Yes
r.  Epilepsy or NEUrOIOGICAl QISOTTEN .........civieieeieeiee ettt e et e be st e eaeere e st e eesaeseesaestesreeneeseeeeneennnas Yes
s.  Are you taking vitamins or NOmMeoPathiC rEMETIES ..........ooiiiiiiiiiee et bbb a e sbe e Yes
T HISTORY OF CAINCEL ...ttt bbb bbb bbb b bbb e e b e b bt b e b e bt e bt e bt e bt e bt e b et e bt e b e et b Yes
u. Any disease, drug or transplant operation that has depressed your immune SYStEM ........cccceveeiererereresieseeee e Yes
9. Do you have an artificial (Implanted) JOINE? ..ot b bbbt b s Yes
If so, please list the joint with the date of surgery:
10. Have you had abnormal BIEEAING?.........coi et e et e st e s besbeeae e s e e e e aeseestesneaneeneeneeeenrenras Yes
11. Do you have any blood diSOrder SUCH S ANEMIA?Y .........c.ciueiiiieiiiisieceeiee et se st e st e te e reese et e saeseestesaeaneeseeneeseenaeneas Yes
12. Have you ever had treatment for a tumor OF grOWEN? .........ooviiiiiiiiec et e e eesae e Yes
IR O I To Y 10T 1210 PSSR Yes
If so, please check # of packs per day and list years of smoking: Oone Otwo Othree packs per day for years
14. Have you had any serious trouble associated with previous dental treatment? ...........cccocoveiiiiiiiineie e Yes
If so, explain:
15. Do you have any other condition or disease you think the doctor should KNoOw about? ............ccocveviiieiini v, Yes
If so, explain:
16. Are YOU WEAMNNG CONMTACE IBNSES?.... i euviiiieiieeseeiee st site et e st e ste e st e e e e te et esteesteesteesteenteesseassesse e teesteenteesaessaesseesaeeseenseenseansenseenrenns Yes
17. Are you wearing removable dental @PPIIANCES?.........coii i ae e re b e e e nraens Yes
18. Do you wish to talk with the doctor privately about anything? ..........coviiiiiiiiiii e Yes
Women
19. Are you pregnant or trying t0 DECOME PrEONANT ..........cviiiiiiiirieiite ettt ettt et sr et sb et et sb e et bt et e sre e ebenre e Yes
20. Do you have problems associated with your Menstrual PEFIOA? ...........ciiiiiiriiiiii s Yes
21, ATE YOU NUPSING? vt eeteiteeeteete ettt ettt et b et besb st eb b st bt b st b £ b o8 £ b€ 14t s e e b€ A8 e e e b€ 4 b e s e eb €A E e e e b £ A b e e e b £ e bt e e b £ e bt e b e e b e b bt b et en et nnenes Yes
22. Are you taking birth CONTIOI PIIIS? .......oceei et e et e s be e s be e beaabeeasesseente e teenteesteeneeanees Yes

Chief Dental Complaint:

No
No
No
No
No
No
No

No
No
No
No

No

No

No
No
No

No
No
No
No

I certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold the surgeon, or any member of the staff responsible for any errors or omissions that |
may have made in the completion of this form.

Date:

Patient’s / Guardian’s Signature:

FOR COMPLETION BY THE DOCTOR
Comments on patient interview concerning medical history:

Anesthesia Risk Assessment: ASA | | 1l

Date:

Doctor’s Signature:

Medical History Updates:

Date

Comments Signature

11/2010 ksr



Stateline Oral & Maxillofacial Surgery, PC
FINANCIAL POLICY

Thank you for choosing us as your oral surgery care provider. We are committed to the delivery of
compassionate surgical care. The following is a statement of our financial policy; you will need to read and
sign this document prior to any treatment. Please feel free to contact our office with any questions
regarding this policy.

Patient with insurance: Your insurance may only pay a portion of the cost of treatment at this office; that
portion not covered by insurance is your responsibility and will need to paid on the date of service. Our
office will collect an estimate of what is payable by you on each date of service; this estimate will be based
upon information provided to us by the insurance company. Information received from the insurance
company is not a guarantee of benefit or payment. Individual plan benefits, such as plan waiting periods,
UCR levels and yearly maximums vary greatly from plan to plan. If the insurance company pays less than
estimated, or denies the claim entirely, you will receive a statement to that effect and you will responsible
to pay the remaining balance within 10 days. If the insurance company pays more than estimated, you will
be sent a refund. As a courtesy to you, this office will submit a claim to the insurance company on your
behalf, but you remain responsible for all charges.

Please bring all dental and or medical insurance information with you. Proof of insurance with a claims
address must be provided or you will be responsible for all charges on the day of service.

Claims submitted to an insurance company but not paid become due and payable by you 60 days
from the date of service.

It is your responsibility to obtain referrals required by your insurance company prior to your appointment.
If you do not have an appropriate referral, you will be responsible for all charges or, at your request, we can
reschedule your appointment so that you may obtain one.

Patient without insurance: Full payment is expected on the date of service unless prior arrangements
with this office have been made.

Method of payment: Cash, Check, Visa, Mastercard, Discover and Care Credit. A $30 charge will be
applied to the account for returned checks.

Minor patients and dependent students: Any patient less than 18 years of age is considered a minor. An
adult or guardian must accompany the patient for treatment. The adult accompanying the minor is
financially responsible for the account. In the event the parents are separated or divorced, the parent
accompanying the minor is financially responsible, regardless of divorce decree. Financial settlement must
be resolved between the parents.

Insured dependent patients, 19 years or older, will be considered self pay and charges will be due on the
day of service unless proof of student status is provided at the time of service.

Scheduling: 48 hours advanced notice is required for the cancellation of an appointment. Failure to give
adequate notice may result in a fee of $25. Missed appointments may result in dismissal from the office.

Authorization to release information: | hereby authorize Stateline Oral & Maxillofacial Surgery, PC to
release information acquired in the course of examination and/or treatment for insurance claims processing
and/or legal purposes.

Patient / Responsible party: Date:

Financial policy 3.2010



Stateline Oral & Maxillofacial Surgery, PC

Consent for the use of Private Health Information

Our office operates in compliance with the United States Governments’ Health Insurance
and Accountability Act (HIPAA). To that end, we are required to establish policies that
manage the distribution of personal health information (PHI). As a patient, you are
required to consent to the professional use of PHI. Our office staff would be happy to
answer any questions that you might have regarding our policies.

Our office reserves the right to change these policies in accordance with government
standards. You may request an updated “Notice of Privacy Practices” at any time;
patients of record will not be automatically informed of these changes.

Patient / Guardian affirmation:

As a patient of Stateline Oral & Maxillofacial Surgery, PC, | understand that my personal
health information (PHI) may be used for treatment, payment or health care operations.
A written policy regarding the use of PHI by this office is available at my request.

As a patient of Stateline Oral & Maxillofacial Surgery, PC, | do have the right to request
that the use of my PHI be restricted. | understand that my request must be submitted in
writing. If the practice of Stateline Oral & Maxillofacial Surgery, PC agrees to said
restrictions, they will become binding.

As a patient, and in accordance with governmental policies, | may revoke this consent at
any time.

Signed: Date:

Revised ksr 4/20



