
   M.I.  Last Name  

Sex: ❏ Male ❏ Female Birth Date   Age  Soc. Sec. #    E-mail     

Street      Apt.   City   State  Zip  

Home Tel.(   )  Cell.(    )     Have you ever been a patient of our practice? ❏ Yes ❏ No 

Referred By          Has a family member ever been a patient of our practice? ❏ Yes ❏ No 
FIRST   

Dentist     Orthodontist     
FIRST   FIRST   

Medical Dr.    
FIRST   

Preferred Pharmacy   Location   Tel.(   )   

Driver’s Lic.#   Nearest relative not living with you     Tel.(   )   
FIRST   

In case of emergency, please contact  (   )   Relation   

 

 
 
 
 

Today’s Date  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
  PRIMARY DENTA L INSURANC E COMPANY:   PRIMARY MEDICA L INSURANC E COMPANY:  

  
 

  SECONDARY DENTA L INSURANC E COMPANY:   SECONDARY MEDICA L INSURANC E COMPANY:  

  

Name     Relation  S.S.#   Birth Date   
FIRST NAME LAST NAME 

Street     Apt.  City    State   Zip   

Tel. (   )   Employer     Bus. Tel.(   )     

    

      
   

Bus. Tel.(   )  Plan  

Ins. Co.      #   

      
   

Tel.(   )  Group Name  

Group #    Party  
  

Relation   Birth Date    

S.S. #  Tel.(   )     

Address        
   

    

      
   

Bus. Tel.(   )  Plan  

Ins. Co.     #   

      
   

Tel.(   )  Group Name  

Group #    Party  
  

Relation   Birth Date    

S.S. #  Tel.(   )     

Address        
   

    

      
   

Bus. Tel.(   )  Plan  

Ins. Co.     #   

      
   

Tel.(   )  Group Name  

Group #    Party  
  

Relation   Birth Date    

S.S. #  Tel.(   )     

Address        
   

Employer    

Bus. Address      
ADDRESS CITY STATE  ZIP 

Bus. Tel.(   )  Plan  

Ins. Co. Name    I.D. #   

Address      
ADDRESS CITY STATE  ZIP 

Tel.(   )  Group Name  

Group #   Insured Party  
FIRST NAME LAST NAME 

Relation   Birth Date  Sex: ❏ M ❏ F 

S.S. #  Tel.(   )     

Address        
ADDRESS CITY STATE  ZIP 

 

SPOUSE OR OTHER GUARANTOR INFORMATION: (IF DIFFERENT FROM ABOVE)  

Student:..............  

Marital Status: . ❏ Married 

Employed: .........  

  

Divorced 

  

Not ..................... School Name and Address 
  

Widow Single   
CITY  ZIP 

Retired ❏ N o t . . . . . . . . . . . . . . . . . . . . . . . . .  Do you belong to a PPO or HMO? ❏ Yes ❏ No 

 



Patient Name   
 

HEALTH HISTORY: 
To our patients: Although oral surgeons primarily treat the area in and around your mouth, your mouth is part of your entire body. Health problems that you 

may have, or medications that you may be taking, could have an important interrelationship with the care that you will be receiving. Thank you 
for answering the following questions. Your answers are for our records only and will be considered confidential. 

 
Reason for today’s office visit?  

Yes No 

1. Height  Weight  ❏ ❏ 

2. Are you under the care of a physician? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Date of last visit   ❏ ❏ 

If so, for what are you being treated?   

3. Do you have unhealed / recurrent injuries or inflamed areas, growths or sore spots in or around your mou th? . . . . . . . . . .  ❏ ❏ 

If so, describe where  

4. Do you have a prosthetic joint / implant? . . . . . . . . . . . . . . . . . .  If so, describe where   ❏ ❏ 

5. Have you had a heart valve replacement or vascular g r a f t ? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ❏ ❏ 

6. Have you ever had general a n e s t h e s i a ? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  ❏ ❏ 

7. Have you, or a family member, had any unusual or serious reactions to general anesthesia? . . . . . . . . . . . . . . . . . . . . . . .  ❏ ❏ 

8. Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? . . . . . . . . . . .  ❏ ❏ 
 

HAVE YOU EVER HAD, OR DO YOU CURRENTLY HAVE: YES NO NOTES 

10. Rheumatic fever? 
   

11. Damaged heart valves / mitral valve prolapse? 
  

12. Heart murmur? 
  

13. High blood pressure? 
  

14. Low blood pressure? 
  

15. Chest pain / angina? 
  

16. Heart attack(s)? 
  

17. Irregular heart beat? 
  

18. Cardiac pacemaker? 
  

19. Heart surgery? 
  

20. Pneumonia, bronchitis, chronic cough? 
  

21. Asthma? 
  

22. Hay fever / sinus problems? 
  

23. Snoring? 
  

24. Sleep apnea / CPAP? 
  

25. Difficult breathing / other lung trouble? 
  

26. Tuberculosis? 
  

27. Emphysema? 
  

28. Do you smoke or vape? 
If so, how much a day  

  

29. Do you use chewing tobacco? 
  

30. Alcohol intake? If so, drinks per 
Day  Week  

  

HAVE YOU EVER HAD, OR DO YOU CURRENTLY HAVE: YES NO NOTES 

31. Bleeding tendency / abnormal bleed? 
   

32. Hepatitis, jaundice, or liver disease? 
  

33. Infectious mononucleosis? 
  

34. Fainting spells? 
  

35. Convulsions / epilepsy? 
  

36. Stroke? 
  

37. Diabetes? 
  

38. Kidney trouble? 
  

39. Are you on dialysis? 
  

40. Osteoporosis / osteopenia? 
  

41. Osteonecrosis? 
  

42. Stomach ulcer / acid reflux? 
  

43. COVID–19? 
  

44. Autoimmune disease? 
  

45. A tumor or growth? 
  

46. Cancer / radiation therapy / chemotherapy? 
If so, where  
when   

  

47. Is there a history / treatment for a 
marijuana or substance use disorder? 

  

48. Mental health problems / anxiety / depression? 
  

49. A removable dental appliance? 
  

50. Pain or clicking of jaws when eating? 
  

 



Patient Name   
 

 

 
  

WOMEN ONLY: (QUESTIONS 51–54)  

Yes No 

Is there a possibility of pregnancy? . . . . . . . . . . . . ❏ ❏ 

Expected delivery date?  

Yes No 

 ❏ 

        ❏ 

                         

Is there any condition concerning your health that the Doctor should 
be told about? ❏ Yes ❏ No – If Yes, describe 

 
Do you wish to speak to the Dr. privately about anything? ❏ Yes ❏ No 

Is this visit related to an accident? ❏ Yes ❏ No 

If Yes, what type of accident? ❏ Automobile ❏ Work related ❏ Other 

Date of injury  
Insurance company handling the claim  
Claim number  
Name of attorney / adjustor  

Telephone number (     )  

ARE YOU NOW TAKING: YES NO NOTES 

55. Any kind of medication, drug, pills?    

56. Blood thinners (Coumadin, Plavix, 
Aspirin, Vitamin E, Ginko biloba, 
Aggrenox, Xarelto, Eliquis, Fish oil)? 

  

57. Any natural product, herbal 
supplement or homeopathic remedy? 

  

58. Are you taking, or have you ever taken bone 
density meds, RANKL inhibitors or bisphos- 
phonates such as Prolia, Fosamax, Boniva, 
Actonel, IV-Zometa, Aredia, Reclast, Xgeva, 
or Evista in the past 12 years? 

  

59. Tranquilizers, sleeping pills, anti-depressants, and/or narcotics on a 
regular basis? If so, please list: 

60. If you are under the care of a physician for pain management, or 
recovering from drug addiction please select the medication you 
are currently taking: □ Methadone □ Suboxone □ Oxycodone 
□ Fentanyl □ Other  

Treating doctor:  

61. Please list any medications you are currently taking: 

Medication Dosage Frequency 
   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

ARE YOU ALLERGIC TO, OR HAD A REACTION TO: YES NO NOTES 

62. Local anesthetic (numbing meds.)?    

63. Antibiotics?   

64. Narcotics?   

65. Latex?   

66. Do you have any known allergies?   

67. Please list any allergies other than drug allergies: 

68. Please list any other medication or antibiotic you are allergic to: 

Medication / Antibiotic Name 
 

 

 

 

 

 

 

 

 

 



Patient Name   
 

Patient Name   
 

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

X   X   X   X   
Signature of patient (Parent or Guardian if Minor) Date Reviewed by Date 

FEES & PAYMENTS 
We make every effort to keep down the cost of your care. An estimate of the charge for any procedure or surgery you may require will be given to you prior to your 
appointment. If you have any dental and/or medical insurance we will be glad to fill out the proper forms, but please complete the identifying information on this form. 

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment. Some companies pay 
fixed allowances for certain procedures and others pay a percentage of the charge. It is your responsibility to pay any deductible amount, co-insurance or any other 
balance not paid for by your insurance company. You will be responsible for all collection costs, attorneys fees, and court costs. 

 
X   X   

Signature of patient (Parent or Guardian if Minor) Date 

This signature on file is my authorization for the release of information necessary to process my claim. I hereby authorize payment to this doctor named of the benefits 
otherwise payable to me. 

X   X   
Signature of patient: (Parent or Guardian if Minor) Date 

AUTHORIZATION 
I authorize my surgeon and his / her designated staff, to perform an oral and maxillofacial examination, for the purpose of diagnosis and treatment planning. Furthermore, 
I authorize the taking of all x–rays required as a necessary part of this examination. In addition, if medically necessary, I authorize the release of any infor- mation acquired 
in the course of my examination and treatment to my other doctors and/or insurance carriers. I permit messages to be left on my phone and / or mobile phone concerning 
my appointment 
 
□ I permit the office to communicate with me via text message on my cell phone. 
 
X   X   X   

Signature of patient (Parent or Guardian if Minor) Doctor Date 

I hereby acknowledge that a copy of this office’s Notice of Privacy Practices has been made available to me. I have been given the opportunity to ask any 
questions I may have regarding this Notice. 

X   X   
Signature of patient (Parent or Guardian if Minor) Date 

PHOTO AND VIDEO CONSENT AND RELEASE FORM 
Without expectation of compensation or other remuneration, now or in the future, I,  hereby give my consent to 
Stony Brook Oral and Facial Surgery PC (SBOFS) [legal entity/organization], its affiliates and agents, to use my image and video and likeness and/or any interview 
statements from me in its publications, advertising, or other media activities (including the Internet such as entity’s website, social media accounts such as Instagram, 
Facebook, Tik Tok) including but not limited to any or all educational purpose. The entity (SBOFS) refrains from using personal and or medical data such as name, date of 
birth and dates of images/videos that identifies any or all persons such as the undersigned. 
 
This consent includes, but is not limited to: (Initial where applicable) 

  a.  Permission to interview, film, photograph, tape, or otherwise make a video reproduction of me and/or record my voice. 

  b.  Permission to use my name; and 

  c. Permission to use quotes from the interview(s) (or excerpts of such quotes), the film, photograph(s), tape(s) or reproduction(s) of me, and/or 
recording of my voice, in part or in whole, in its publications and other print media, on television, radio and electronic media (including the 
Internet & social media), in theatrical media and/or in mailings for educational and awareness. 

 
This consent is given in perpetuity and does not require prior approval by me. 
 
THE UNDERSIGNED WARRANTS THAT THE UNDERSIGNED HAS READ THIS CONSENT AND RELEASE PRIOR TO THE SIGNING OF THIS DOCUMENT, THAT 
THE UNDERSIGNED UNDERSTANDS IT, AND THAT THE UNDERSIGNED FREELY ENTERS INTO THIS CONSENT AND RELEASE. 
 
X   X   X   

Signature of patient Name Date 
 
The below signed parent or legal guardian of the above-named minor child hereby consents to and gives permission to the above on behalf of such minor child. 
 
X   X   

Signature of parent or legal guardian Name 

The following is required if the consent form must be read to the parent/legal guardian: 

I certify that I have read this consent form in full to the parent/legal guardian whose signature appears above. 
 
X   X   

Name Signature of parent or legal guardian 

032122 Stony Brook • Copyright © 2022 PBHS Inc. • To Re-Order Call 
(800) 782-4952 

 



Patient Name   
 

Financial Information 
Basic Policy 
Payment for services rendered is due in full at the time of service. Our office accepts cash, and all major credit cards. We also offer 
convenient financing with Care Credit if you have an account.   
Surgery Fees 
All co-payments, deductibles and payments for non-covered surgical procedures are due prior to your surgery. Your insurance carrier 
may require prior authorization, which SBOFS will attempt to obtain.  We are out of network with all medical insurance carriers 
except Medicare, therefore your out of network deductible and a portion of the surgical procedure will be required at a minimum of 
one week prior to your surgery date.  We will submit the claim for surgery to your insurance carrier.  Any and all payments received 
by you from your insurance carrier as payment for surgery are due to Stony Brook Oral and Facial Surgery within 7 days of your 
receipt of the payment, failure to endorse payment will force SBOFS to begin a collection process. Please understand that insurance 
is a contract between you and your insurance company, we are not contracted with medical insurance policies.  
For Patients with Dental Insurance 
If we participate with your dental insurance carrier, we will bill, provided proper paperwork and information is provided to us. We 
will also bill your secondary insurance carrier, if applicable. If we do not participate with your insurance carrier, we will submit an 
electronic claim as a courtesy, however, we do not follow the claim, nor do we appeal them. Payments are due at the time of 
service; the ultimate responsibility for any unpaid balance rests on you. You could have a balance, even though you have paid a fee 
at the time of the visit as we are providing you with an estimate only and the final amount you owe cannot be determined until your 
insurance has processed the claim.   
Medicare Patients 
We will bill Medicare and any secondary insurance you have.  You will be billed and held financially responsible for any deductibles 
and co-pays after the billing process is complete. Medicare does not cover dental work and our office does not bill Medicare for such 
services.  You will be required to sign an advanced beneficiary notice on any services that may not be covered by Medicare.  Refusal 
to sign this agreement will require that your appointment be cancelled.   
Non-Covered Charges 
Any charges that your insurance carrier states they do not cover upon verification of benefits will be your responsibility at the time 
of the visit.  Should the carrier pay for services that they stated were not covered, you will be refunded accordingly.   
Workers Compensation 
We do not participate with Workers Compensation. We can only make exceptions for TMJ / facial injuries. We cannot treat you for 
dental work through workers compensation, any dental work would be your financial responsibility or you will have to find an 
authorized workers compensation provider.  We are unable to treat any Workers Compensation patients unless you have notified of 
your facial injury.  You MUST provide contact information for your adjuster / case manager at the time of the visit or you can not be 
seen.  We require the necessary insurance billing information and employer authorization form prior to your office visit or treatment.  
Follow-Up Visits 
Periodic post-operative office visits may or may not be covered under your insurance plan; however, these may be required by the 
doctor to monitor your health.  You are financially responsible for the finances associated with these visits.  
Cancellation / No-show Appointments 
Our goal is to provide the highest quality of care at low cost to our patients. In fairness to other patients and the doctors, we require 
at least 24 hours’ notice when canceling an appointment. There is a $50 fee for missed appointments or without 24-hour 
notification, which will be due and payable from you. The practice reserves the right to refuse to schedule or dismiss patients with 
excessive canceled or no-show appointments; we also reserve the right to collect our fees up front, which are non-refundable should 
you have 2 or more instances of late cancellations or no-shows.  If you pay for services and do not show up for your visit or cancel 
with greater than 24 hours’ notice, you will not be refunded.  
Explanation of Fees 
Your fee for service includes your visit with the doctor based on the time and complexity of your condition and any treatment 
provided. In addition, proper attention to your case requires that the doctor spend more time working for you outside your direct 
visit with him or her. Such time may include: 

 Review of prior and current x-ray or scan reports. 
 Phone consultation with referring practitioner and other health care providers about your case. 
 Referral letters to any further specialists recommended by the doctor. 
 Patient educational materials when available. 
 Any research done by the doctor about your case.  
 Arranging and coordinating other tests and consultations. 
 Insurance application forms: medical/dental, disability, and life insurance. 
 Insurance reports: health claims, disability claims to insurance and state, Medicare disability. 
 Discussions (sometimes acrimonious) with hospitalization utilization review, insurance companies, or Medicare for ongoing 

hospitalization. 
 Letters of necessity for medical services to insurance companies. 

 
 

Patient signature         Date  


