PATIENT REGISTRATION FORM
Bay Area Oral and Facial Surgery

Patient's Name Today's Date:
Last First Ml
Single:_ Married __ Divorced ___ Minor __ Age ___ Birth date Male (1 Female []
Street Address: Social Sec. No
City: State Zip Telephone: HOME
Driver's License No: WORK
Present Complaint: Patient/Parent employed by:
Who referred you to this office? Employer's Address :

Referring doctor's name & phone:

Spouse/Parent's Name:

Contact Person not living with you, with address Spouse's Social Sec No:
and phone

Spouse's Employer:

Who is responsible for this account? If patient is Spouse's Position/Occupation:

minor, please give names of both parents:

Primary Insurance Coverage Information: Primary Dental Insurance Information:
Insured's Name Insured's Name

Insured's Date of Birth Insured's Date of Birth

Soc.Sec. No. Soc. Sec. No.

Name of Insurance Co. Name of Insurance Co.

Address: Address

Phone: Plan/ID No.: Phone: Plan/ID No:

[J Medical [ Dental [J Medical [ Dental

Method of Payment:
Credit Card [1 Cash (1 Check [
[1 Other

PLEASE ANSWER ALL QUESTIONS BY CIRCLING YES (Y) OR NO (N)AIl answers are kept confidential

1. Has there been any change in your Y N 7. Do you snore while sleeping or have Y
general health in the past year? been diagnoses with sleep apnea?

2. Date of last physical exam: 8. Do you wear contact lenses? Y
3. Are you now under a physician'scare Y N 9. Do you smoke or chew tobacco? How Y
for a particular problem? much daily?

If yes, for what? 10. Do you use alcohol? How much?

4. Have you had any serious illnesses, Y N 11. Have you ever sought professional Y
operations or hospitalizations in the last 5 care for drug abuse, alcoholism, or

years? If so, describe: emotional disorders? Y

12. WOMEN: Are you pregnant or
5. Have you had any adverse effects from Y N planning pregnancy?

dental treatment? Are you taking any birth control pills? Y
6. Have you or anyone in your immediate Y N Are you taking hormone replacements? Y
family had difficulty with general Are you nursing? Y

anesthesia? If yes, how many months:

1 updated: 2010

N

Z2zZzZz



PATIENT REGISTRATION FORM
Bay Area Oral and Facial Surgery
13. Do you have or have you ever had any 14. Are you using or taking any of the
of the following: following:

A. Rheumatic fever or rheumatic heart Y N A. Tagamet? Y N
disease? B. Thyroid medications Y N
B. Congenital heart disease? Y N C. Antibiotics or sulfa drugs? Y N
C. Cardiovascular disease (heart Y N D. Anticoagulants/blood thinners? Y N
trouble, heart attack, heart murmur, E. High blood pressure medicine? Y N
coronary artery disease, angina, high F. Steroids, cortisone, etc? Y N
blood pressure, low blood pressure, G. Tranquilizers (valium, etc)? Y N
stroke, palpitations, heart surgery, I. Digitalis, inderal, nitroglycerine, Y N
pacemaker installed), damaged heart calcium blockers, procardia or other

valve? heart medication?

D. Lung disease (asthma, emphysema, Y N J. Aspirin or ibuprofen (motrin, Y N
chronic cough, bronchitis, pneumonia, naprosyn, etc)?

tuberculosis, shortness of breath, chest K. Antihistamines or other Y N
pain, sever coughing? decongestants (seldane, etc)?

E. Seizures, convulsions, epilepsy, Y N L. Drug (s) to assist in weight loss or Y N
fainting, psychiatric treatment,dizziness, weight gain?

nervous disorder or breakdown? M. Any other medications, pills or drugs, Y N
F. Bleeding disorder, anemia, bleeding Y N including “street” drugs?

tendency, blood transfusion, or bruise If yes, please specify:

easily?

G. Liver disease (jaundice, hepatitis)? Y N 14. Are you allergic or have a bad reaction

H. Kidney disease? Y N to:

|. Diabetes? Y N A Local anesthesia (novocane, etc)? Y N
J. Thyroid disease? Y N B Penicillin, amoxicillin, cephalosporins, or 'Y N
K. Arthritis, osteoporosis, joint disease? Y N other antibiotics?

L. Stomach ulcers or colitis? Y N C Barbiturates, sedatives, etc? Y N
M. Glaucoma? Y N D Aspirin or ibuprofen? Y N
N. Frequent or recurring mouth sores? Y N E Codeine or other pain killers? Y N
O. Implants placed in your body (heart Y N F Latex or rubber products? Y N
valve, hip, knee)? G Soybeans? Y N
P. Radiation (x-ray), surgery, oraldrugor Y N H Eggs? Y N
chemotherapy treatment for cancer? |  Other allergies or reactions? Y N
Q. Clicking or popping of jaw joint, pain Y N If yes, please specify:

near ears, difficulty in opening mouth; 15. Do you have any other disease, Y N
grind or clench your teeth ? Y N condition or problem not listed here that you

R. Sinus or nasal problems? Y N think the doctor should know about?

S. Any disease, drugs or transplant Y N Ifyes, please specify:

operation that may suppress your

immune system? AIDS? HIV? 16. Do you wish to talk with the doctor Y N

T. Recurring infections of any kind?

Y N privately about anything?

| understand the importance of providing a truthful health history to assist my doctor in providing the best care possible. | have
had the opportunity to discuss my health history with my doctor and the information | have provided here is complete and
accurate.

Patient/Guardian'sSignature Date

Physician's Signature Date
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Bay Area Oral &, Facial Surgery

Thomas J. Teenier, DDS, MD

Diplomat American Board of Oral and Maxillofacial Surgery
Member American Association of Oral and Maxillofacial Surgeons

Our practice involves a unique blend of medical and dental services. Some of the services we provide are
covered by medical insurance and some are covered by dental policies. Our staff will assist you in filling your
insurance claims. Your insurance, however, is for your benefit and you are financially responsible for all
balances resulting from the treatment rendered. Requests for special reports, narrative or copies of x-rays
can be provided for an additional fee.

Basic policy: All charges are payable at the time of service. We accept cash, checks and all major credit
cards. No post dated or out of state checks are accepted. We use Telecheck and/or call your bank for
verification of funds. Checks returned for non-sufficient funds will be assessed a $25.00 fee.

Patients with insurance:

e PPO plans: We will file a claim with your carrier for covered services. Some plans require pre-
authorization or predetermination. Please provide the proper insurance plan identification and
forms necessary prior to surgery. All co-insurance/co-pay amounts are due at the time of service. All
balances not paid over 30 days after the date of service will become the responsibility of the
patient.

e Otherinsurance: All surgery fees are payable at the time of service. You will be given a walkout
statement that may be submitted to your insurance carrier for reimbursement. If you would like us
to process your insurance claim, a written pre-determination of benefits from your carrier must be
obtained prior to scheduling the appointment. This process usually takes 4-6 weeks to complete. All
co-insurance amounts will be payable at the time of service.

Personal injury cases: This office does not accept liens, nor do we bill for automobile accident or other
liability of lawsuit related cases. The patient is responsible for services provided at the time of service.

Medicare: Since most Oral Surgery procedures are considered dental, it is unlikely that Medicare will cover
procedures done in this office.

Cancelation of appointments: Our goal is to provide high quality care at low cost to our patients, and in
fairness to other patients and the doctor, we require at least 48 hour notice when canceling a surgical
appointment. There is a $75 fee form missed appointments without 48 hour notification. There is a $250
fee for missed surgical appointments which involve IV sedation without 48 hour notification. This practice
reserves the right to dismiss patients with excessive cancelled appointments.

I have read and understand the material as outlines above. | agree to be responsible for all charges for all
dental/medical services and materials not paid by my dental benefit plan, unless the treating dental practice
has a contractual agreement with my plan prohibiting all or a portion of such charges. To the extent
permitted under applicable law, | authorize release of any information related to claims filed. | also authorize
payment of dental and medical benefits otherwise payable to me to be paid to the dental practice.

I have received Bay Area Oral and Facial Surgery notice of Privacy Practices.

Patient Signature Date

5402 Holly Road, Suite 302, Building 3, 78411-4635e Phone (361) 814-FACE (3223)e Fax (361) 814-0033



