
VAN NESS ORAL SURGERY AND IMPLANTOLOGY CENTER
PATIENT INFORMATION FORM

Name   __________________________________________  Age ______  Birth date _______________  Sex _____________
        Last                                             First                            Initial

Social Security # _____________________________________________ Driver’s License ____________________________

Home Address ______________________________________________City ____________State ____Zip _______________
 
Home Phone_(____)_________________ Work Phone_(____)_________________ E-mail Address: ____________________

Employer ________________________________Occupation _____________________________Marital Status___________

Whom may we thank for referring you to us? _____________________Phone _(____)______________________

Who is your dentist? ___________________________________________________Phone_(_____)_____________________

Primary Dental Insurance: _____________________________Name of the subscriber: ________________________

Employer _________________ Group No._______________________Social Security No. ____________________________

Secondary Dental Insurance:  __________________________Name of the subscriber: _______________________

Employer _________________ Group No._______________________Social Security No. ____________________________

Primary Medical Insurance _____________________________Name of the subscriber_________________________

Group No. ________________________________________________ Social Security No. ____________________________

Who should we contact in case of an emergency: 

Name__________________________________________ Phone________________________________

Who is financially responsible for your bill? (If different than patient-name of person, not insurance co.)

Name___________________________________ Birth date____________________Phone: _(____)_____________________
Last First I

Address________________________________________________City____________________ State________ Zip _______

Soc. Sec. # ___________________________________________ Driver L. #________________________________________

Employer ___________________________________________________Work Phone_(____)__________________________

Patient’s portion (co-payment) is due at the day of service. We accept only cash or credit card.

I WILL BE PAYING TODAY BY: CASH______________OR CREDIT CARD_________________

Signature on File _________________________________________      Signature on File ___________________________
I agree that the any treatment or charges will be sent to my insurance company and that        I hereby authorize payment of the dental benefits otherwise
in any case, my insurance did not or partially paid the amount, I will be responsible for         payable to me directly to the above name dental entity.
the full or remaining balance. I also authorize release of any information relating to this
claim.



MEDICAL HISTORY

1. What is the reason for your visit today? _____________________________________________________

2. Have you been hospitalized or had emergency treatment in a hospital in the past 5 years?
Yes No Why? ___________________________________________________________________________

3. Have you been under a doctor’s care in the past 2 years?            Yes          No
Why? _________________________________________________________________________________________

4.  Have you had problems with prior dental treatment?            Yes No

5.           Are you currently taking the following medications?
Anticoagulant/Blood Thinner yes no Heart Medication yes no
Lung or Breathing Medication yes no Nitroglycerine yes no
Cortisone/Steroid yes no Blood Pressure Meds yes no
Insulin yes no Aspirin yes no

6.           Are you currently taking any other medications? Yes No
If yes please list:  ________________________________________________________________________________

7. Have you ever taken dietary Fen-phen medications? Yes No

8. Are you allergic (or have you had a bad reaction) to any medications or food?  Yes    No
 If yes, please list: Medicine _________________________Reaction_______________________________________

 Medicine _________________________Reaction _______________________________________
Are you allergic to latex?    Yes                  No                       Other(s)______________________________________

9. Do you have or have you had?

               Heart Problem               yes    no      Lung Problem yes no     Diabetes             yes      no
               Heart Murmur yes    no      Asthma yes no     Ulcers             yes      no
               Rheumatic Fever yes    no      Sinus Problem yes no     Arthritis             yes      no
               Scarlet Fever yes    no      Liver Disease yes no     Smoke             yes      no
               High Blood Pressure yes    no      Hepatitis/Jaundice yes no     Cancer                     yes      no
               Stroke yes    no      Alcohol/Drug Problem yes no     Radiation              yes      no
              Blood Disease/Anemia yes    no      Psychiatric Treatment yes no     Venereal Disease     yes      no
              Kidney Disease yes    no      Epilepsy/Seizures yes no     HIV+/ARC/AIDS    yes      no

10. Have you had placement of an artificial joint, prosthetic heart valve, implant or pacemaker?
                           Yes        No ___________________________________________________________

11. Are you subject to prolonged bleeding?  Yes    No _____________________________________

12. Do you have difficulty opening your mouth or popping/clicking or pain in your jaw joints
(TMJ)?      Yes      No ___________________________________________________________

13. Do you wear contact lenses?                  Yes       No _____________________________________

14. Women only: Are you or could you be pregnant or nursing? Yes         No _______________________
Are you taking birth control pills? Yes      No _______________________

        
15.  Do you have any other medical condition that we should know about? __________________

Patient/Parent/Guardian Signature ________________________________________Date ___________________________

Doctor Signature _______________________________________________________ Date ___________________________


