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Northwest Oral & Maxillofacial Surgery

Ashoka Subedar, DMD PS

Welcome to Our Practice!

Today’s Date:_____/_____/_____

In order to provide you with the best possible care, we need the following information.

Last Name_________________________  First Name__________________  MI_____

Sex(F/M)______  Birthdate____/____/____  Soc. Sec. #_________________________

Mailing Address_________________________________________________________

City_________________________________  State________  Zip_________________

Home Phone_____________Cellphone________________  Work Ph______________

Occupation_______________________ Employer_____________________________

Business Address_______________________________________________________

Spouse/Parent Name_______________________  Spouse/Parent SS#_____________

Employer____________________________EmployerPhone_____________________

Whom do we thank for telling you about us?

Name of Referring Party__________________________________________________

Name of Family Doctor and/or any Doctor or Specialist involved in treating you: 

INSURANCE AND FINANCIAL ARRANGEMENT:  FEES ARE DUE ON THE DAY OF SERVICE.  ALL PATIENTS ARE ULTIMATELY RESPONSIBLE FOR THEIR BILL AT THIS OFFICE.  ON THE DAY OF SURGERY, IF A PATIENT HAS A VALID INSURANCE POLICY, THE PATIENT WILL ONLY BE RESPONSIBLE FOR THE ESTIMATED CO-PAY AMOUNT THE INSURANCE COMPANY DOES NOT PAY.  ALL ESTIMATIONS OF INSURANCE BENEFITS ARE ONLY ESTIMATIONS.  THUS, THERE STILL MAY STILL BE A BALANCE OWED AFTER INSURANCE IS PROCESSED. We are NOT Preferred Providers (PPOs) for any insurance companies.

Emergency Contact, Address and Phone: 

______________________________________________________________________

Who is financially responsible for your surgical services: Self   /   Parent   /  Other ?

Name_______________________  Mailing Address____________________________

Zip Code______________  Home Phone_______________  Work Phone___________

We request that all patients pay their estimated portion of treatment fees at the time of service.

This office reserves the right to verify the credit status of potential patients and/or parents of patients prior to extending credit for treatment fees and may, at the discretion of this office, use the services of one or more credit reporting services, unless other arrangements are made.

Please realize that we must reserve the right to charge you for missed surgery appointments.  Failure to arrive on time or to cancel surgery within 3 business days of the scheduled appointment affects not only your care, but also affects other patients’ care.  We must, therefore, reserve the right to charge your account $80.00 to $180.00, depending on the length of time we scheduled for your surgery.

X___________________________________________          ____________________

Signature (Patient/Guarantor)




 Date

HEALTH HISTORY
Patient’s Name____________________________________________________

Date___________________

AGE____________     BIRTH DATE _________________        SEX (M/F) _____

Answer all questions by circling Yes (Y) or No (N)
All responses are kept confidential
1.
Are you in good health?
Y    N

2.
Has there been any change in your

general health in the past year?
Y    N

3. Date of last physical exam  

4. Are you now under a physician’s care for

a particular problem?
Y    N

5. Have you ever had any serious illnesses,

operations or hospitalizations?  If so, describe:
Y    N

6.
Height 
  Weight 

7.
DO YOU HAVE OR HAVE YOU EVER HAD:

A.
Rheumatic Fever or Rheumatic Heart Disease?
Y    N

B.
Congenital Heart Disease?
Y    N

C. Cardiovascular Disease (Heart Attack, Heart

Trouble, Heart Murmur, Coronary Artery Disease,

Angina, High Blood Pressure, Stroke, Palpitations,

Heart Surgery, Pacemaker?)
Y    N

D. Lung Disease (Asthma, Emphysema, Chronic

Cough, Bronchitis, Pneumonia, Tuberculosis,

Shortness of Breath, Chest Pain, Severe 

Coughing)?
Y    N

E. Seizures, Convulsions, Epilepsy, Fainting,

Dizziness, Psychiatric Treatment, or other

Nervous Disorder?
Y    N

F. Bleeding Disorder, Anemia, Bleeding Tendency,

Blood Transfusion?  Do you bruise easily?
Y    N

G.
Liver Disease (Jaundice, Hepatitis)?
Y    N

H.
Kidney Disease?
Y    N

I.
Diabetes?
Y    N

J.
Thyroid Disease (Goiter)?
Y    N

K.
Arthritis?
Y    N

L.
Stomach Ulcers or Colitis?
Y    N

M.
Glaucoma?
Y    N

N. Implants placed anywhere in your body 

(Heart Valve, Pacemaker, Hip, Knee)?
Y    N

O.
Radiation (X-ray) treatment for Cancer?
Y    N

P.
Clicking or popping of jaw joint, pain near ear,

difficulty opening mouth, grind or clench teeth?
Y    N

Q.
Sinus or Nasal problems?
Y    N

R. Any disease, drug or transplant operation

that has depressed your immune system?
Y    N

S.
HIV, AIDS or ARC?
Y    N

8. ARE YOU USING ANY OF THE FOLLOWING:

A.
Antibiotics?
Y    N

B.
Anticoagulants (Blood Thinners)?
Y    N

C.
Aspirin or drugs such as Motrin, Aleve, Ibuprofen?
Y    N




D.
High Blood Pressure medications?
Y    N

E.
Steroids (Cortisone, etc.)?
Y    N

F.
Tranquilizers?
Y    N

G.
Insulin or Oral Anti-Diabetic drugs?
Y    N

H.
Digitalis, Inderal, Nitroglycerin or other heart

drug?
Y    N

I.
Any regular medicine, pills or drugs – either


over-the-counter or prescription.  If Yes, please
Y    N


list:


9. ARE YOU ALLERGIC TO OR HAVE YOU HAD AN ADVERSE REACTION TO:

A.
Local Anesthesia (Novocain, etc.)?
Y    N

B.
Penicillin or other antibiotics?
Y    N

C.
Sedatives, Barbiturates?
Y    N

D.
Aspirin or Ibuprofen?
Y    N

E.
Codeine or other pain killers?
Y    N

F.
Latex or Rubber Products?
Y    N

G.
Other allergies or reactions?  Please, list
Y    N

10.
Do you smoke or chew Tobacco?
Y    N


How much per day? 


11. Is there any past history of Alcohol or Chemical 

Dependency or Emotional Disorder that may affect

the care we provide you?
Y    N

12. Have you had any serious problems associated with

any previous dental treatment?
Y    N

13. Have you or an immediate family member had any

problem associated with intravenous anesthesia?
Y    N

14.
Do you have any other disease, condition or 

problem not listed above that you think the doctor

should know about?
Y    N

15.
Do you wish to talk to the doctor privately

about anything?
Y    N

16.
FOR WOMEN ONLY

A.
Are you Pregnant, or is there any chance
you might be Pregnant?
Y    N

B.
If you are using Oral Contraceptives, it is important that you understand that antibiotics (and some other medications) may interfere with the effectiveness of oral contraceptives.  Therefore, you will need to use mechanical forms of birth control for one complete cycle of birth control pills, after the course of antibiotics or other medication is completed.  Please consult with your physician for further guidance.

I understand the importance of a truthful Health History to assist the doctor in providing the best care possible.  I have had the opportunity to discuss my Health History with my doctor.

Date
Signature of Person Completing Health History
Doctor’s Initials

Northwest Oral & Maxillofacial Surgery

Dr. Ashoka Subedar, D.M.D.

200 Westerly Rd. Suite 102, Bellingham, WA  98226
(360) 647-4262
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

You have a right to read our Notice of Privacy Practices before you decide whether to sign the Consent.  Our notice provides a description of our treatment, payment, healthcare operations and the uses and disclosures we may make of your protected health information.  It explains in detail the procedures we use to protect your healthcare and personal information.  A full copy of our Notice of Privacy practices accompanies this Consent, please read it carefully and completely.

We reserve the right to revise our Privacy practices at any time, provided such changes are permitted by federal and state law.  Before we make a change in our privacy practices, we will change this Notice and make the new Notice available upon request.

By my signature below I acknowledge receipt of the Notice of Privacy Practices.

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION

By signing this form you consent to the use and disclosure of your protected health information to carry out treatment, payment activities, and healthcare operations by Dr. Ashoka Subedar and his staff.

You have the right to revoke this Consent at any time by giving us written notice of your revocation to our office.  Please understand that revocation of this Consent will NOT affect any action we took in reliance on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this Consent.

I have had full opportunity to read and consider the contents of this Consent form  and your Notice of Privacy Practices.  I understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected health information to carry out treatment, payment activities, and health care operations.

This form will be retained in your medical record.

Signature_____________________________________Date__________________

Printed Name________________________________________

If this Consent is signed by a personal representative on behalf of the patient, please complete the following:

Personal Representative’s Name:_________________________________________

Relationship to Patient:__________________________________________________

OFFICE USE ONLY
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgment could not be obtained because:

(
Individual refused to sign

(
Communications barriers prohibited obtaining acknowledgement

(
Other: __________________________________________________________
Northwest Oral & Maxillofacial Surgery

Dr. Ashoka Subedar, D.M.D.

200 Westerly Rd. Suite 102, Bellingham, WA 98226
(360) 647-4262

PATIENT CONSENT TO GIVE PATIENT’S 

PROTECTED HEALTH INFORMATION

 TO OTHERS

Patient Name: __________________________________________  Date of  Birth:___________________
Previous Name: _______________________________________
Patient Mailing Address: __________________________________________________________________________
I hereby give my consent in writing, for the following person(s) to receive and/or discuss my health care information, whether in person or by identifying themselves by phone, to the physician(s) and/or staff of the above named medical clinic, for the purpose of my continued health care by said facility.  This consent can be terminated in writing at any time that I may so desire.  

Name:








Relationship to Patient
Patient or legally authorized individual signature 






Date

Relationship to patient if signed on behalf of the patient by parent, legal guardian, personal representative, etc.
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