[ Medical Alert for Office Use }

'~ WOODBRIDGE ORAL AND
-) MAXILLOFACIAL SURGERY

4585 Daisy Reid Ave. Suite 105, Woodbridge, VA 22192
TEL: (703) 670-6886 FAX: (703) 670-3108

Thank you for visiting Woodbridge Oral And Maxillofacial Surgery. We want your visit to be pleasant and comfortable.
Please help us by completing this form.

PATIENT INFORMATION DATE:
Name

LAST FIRST MIDDLE INITIAL NICKNAME
Address

STREET
CITY STATE ZIP

Employer E-mail Address
Drivers License Occupation
Birth Date Height Weight
Phone: Home ( ) Social Security #

Work ( ) May we contact you at work? Q VYes Q No

Mobile ( ) Q Male Q Female
Emergency: Name Phone ( ) Relationship:
Please Circle: Single Married Divorce Widow Child
INSURANCE
Primary Dental Carrier
Subscriber Name SSN/ ID# DOB
Employer Insurance Co.
Insurance Co. Phone # Group #
Relation to patient
Secondary Dental Carrier
Subscriber Name SSN/ ID# DOB
Employer Insurance Co.
Insurance Co. Phone # Group #

Relation to patient

Insurance Authorization Statement (Sign & Date)

I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. | understand that
| am responsible for all costs and dental treatment. | hereby authorize the Dental Office to administer such medications and perform
such diagnostic and therapeutic procedures as may be necessary for proper dental care. The information on this page and the
medical history is correct to the best of my knowledge.

Signature Date

[F PATIENT IS UNDER 18

Responsible Party Relation to Patient

Address

STREET

CITY STATE ZIP

Telephone ( )




ORAL SURGERY HEALTH QUESTIONNAIRE

PATIENT NAME: BIRTH DATE:
AGE: SEX: HEIGHT: WEIGHT:
PLEASE ANSWER ALL QUESTIONS AND FILL IN BLANK SPACES WHERE INDICATED.
ANSWERS TO THE FOLLOWING QUESTIONS ARE FOR OUR RECORDS ONLY AND WILL BE CONSIDERED CONFIDENTIAL.
1. Have you had any food today?..........ccceueveeecuereercnnn. OvYes ONo 14. Are you allergic or have you reacted adversely
2. Areyouingoodhealth?........ccccooevvevievienieicieceeee, [(IYes CINo to:
3. Your last physical examination was on A. lodine .. cererressseneentessste s ssssssessssesssennenneees 1Y€S CINO
4. Are you under the care of a physician?.........c.ccccceu.... (IYes CINo E IF_>ocaI ﬁnESthEt: b gzes gso
If so, what is the condition that is being treated? enicillin or other antibiotics es 0
D. Sulfa Drugs ... CJYes CINo
— E. Barbiturates, sedatlves sleeplng p||| ... OyesNo
5. Name and telephone number of the physician F. ASPIFIN covveeveerteee et seessesesneenes .. OvYesONo
— - G. Soybean or egg . ... OyesONo
6. Have.yo.u had any serious ilness, operation, or been  [1Yes LINo H. LAEX vovvevveirerieessesssesses s sississssessessensenssss s s sanes CYes CINo
hospitalized? .Other: . OvYes CINo

If yes, what was the problem and when?
15. Have you had any adverse reaction associated CYes CINo

7. Do you drink alcoholic beverages?.........cc.cccoveuneuen. OYes CINo with previous medical treatment?
8. Have you had an abnormal bleeding associated with  [IYes [INo If so, please explain:
previous extractions, surgery, or trauma?
A. Do you bruise easily? 16. Have you had any adverse reaction associated CYes CINo
B. Have you ever required a blood transfusion? with previous medical treatment?
If yes, explain circumstances: If so, please explain:

17. Have you had any of the following illnesses?

9. Do you have any bleeding disorder such as anemia?... [1Yes [INo Please answer YES or NO to all items below.

10. Are you taking any drug or medication? e CYes CINo 8 AIDS ..o e e e e OYes CINo
If yes, what medication? © AllEIGIES..cvereeeeseeereeeeeeseeseeereessessessssessesssssnnes 1YES CINO
’ ® ANEMIB..crvveereieseesssssnssessssssssssssesssssnneennnne 1YES CINO
11. Are you taking any of the following? e Angina ... gzes gzo
A. Antibiotics or sulfa drugs.........cccceuveeeveveeierisecee e (IYes CINo ¢ Arthr|t|s DYes DNO
B. Anticoagulants (blood thinner)..........ccoeeeeeeeneeeciveserenns CYes [INo * Artificial Jomt Replacement szz DNg
C. Medicine for high blood pressure... Clyes CINo © ASTNMA .ot Oves CINo
D. Cortisone (Steroids) .......ccoeveueeevereeceereeeeereeeeree e (IYes CINo ¢ C?ncer CIYes CINo
E. TranqUIlIZEIS c.uveeieierieeeeiecessesersi e seeeee et seseas e senenes [JYes [INo * Diabetes ...... OlYes CINo
Fo ASPIFIN ettt ettt eea et e sen s nes OYes CINo * Emphysema ) " OYes CINo
G. Insulin, Tolbutamide.........coeeeieerieeveneeieecr e s OYes CINo ¢ Ep.||e.psy """"""""""""""""""""""""""""""""""""""" Yes [INo
H. Digitalis or drugs for heart problems..........ccccceueunee.. CIYes CINo ® FAINENG. st OYes CONo
|, NItFOGIYCEIIN vttt ettt [CIYes CINo ® GlAUCOMA oo CYes CINo
J. Are you taking or have you ever taken..  [OvYes CINo : ::a;ttéltstack ............................................................ Clves CINo
Blsphosphonates (Foxmax Actonel Ared|a BOﬂIVa - [:1 B CIYes CINo
Didronel, Skelid, Bonefos, or Zometa) for gh Blood Pressure . cesssssessssens [Jyes CINO
osteoporosis, or chemotherapy for multiple : EiI;/nF;OSI;cil;/:a.s.; ......................................................... OYes CONo
myclom, tc L v oo e
K. Fen-phen (now or in the past) or related drugs such  [JYes LiNo ® LOW BlIOOd Pressure .......couveeeeeeneeinesenereeneneenes Dy:z DNz
as Lonimin, Adipex, Phentramine, Fastin, Pondimin « Lung Disease ... CYes CNo
(fenfluramine), and Redux (dexfenfluramine) .
- e Rheumatic Fever CIYes CINo
L. Other: ® SEIOKE ettt ettt et sr e s e [CIYes CINo
12.Have you had surgery orxeray weatment fora twmer, Dfes Do L JUIBC o i
ﬁrO\;Vth or other condition in your mouth or on your o Venereal DISEAse .......uvereveieeeeeeeeeseseseeessessesenans OYes [INo
Ips: . CdYes CNo
13. Are you Pregnant?.........cceccueeueeceeereeeeeeeeere e e eve e (IYes CINo C Other e
I have filled out this health questionnaire completely. I have reviewed the health history form above.

| have advised you of all medical problems of which | am aware.
Patient Signature: Date: Doctor Signature: Date:




	WB-FORM_-_NEW_PATIENT_-_v3
	Primary Dental Carrier
	Secondary Dental Carrier
	Insurance Authorization Statement (Sign & Date)

	Medical Alert for Office Use
	Insurance
	If Patient is under 18

	Other Information
	Medical History and Information
	Treatment Authorization Form

	WB-Oral Surgery - Health Questionnaire

