
HEALTH QUESTIONNAIRE 

   

     

    

 

 

 

_________
_________

Have you ever had surgery?    Yes     No 
If yes, please describe

Have you ever been hospitalized or had a serious illness?    Yes      No      
If yes, please describe

If yes, please describe
Are you now under a doctor’s care for a medical condition?   Yes     No      Date of last physical exam? 

Name: Nickname/Preferred Name: 
First MI 

Work/Alternate 

___________________________________ 
  Referred By 

  State    Zip 

__________________________________________ 
Dentist & Telephone # 

Height 
Weight 

 Poor 
 No  

If yes, please describe: _

_____________________________________________ __________________          

__________________________ ____________________________________ 

______________ 
Date of Birth 

________________________  
          City 

      Last 

Telephone: Home/Mobile_

_______________________ 
Social Security # 

_________________________   
Home Address 

___________________________________ 

____________________________________________  
Primary Care Physician & Telephone # 

MEDICAL HISTORY
Please describe your current overall health:     Excellent       Good    Fair 
Have there been any changes in your general health in the past year?   Yes 

___________ 
___________ 

_____________________________________________________________________________ 

___________ 
________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 

Please list the specific medications indicated above and/or any other medications not listed above that you are 
currently taking.  Please include all prescription medications, diet drugs, over the counter medications, herbal or 
holistic remedies, vitamins, or minerals:   

Medication, dose and frequency Medication, dose and frequency 

MEDICATIONS               Preferred Pharmacy _________________________________ 
          Phone: _________________________________ 

Are you currently prescribed or taking any of the following: 

Antibiotics? Yes  No Prescription pain medication?    Yes  No 

Anticoagulants or blood thinners? Yes  No Aspirin or drugs (eg. Motrin, Aleve, Ibuprofen)    Yes  No 

Heart medications? Yes  No Insulin or oral anti-diabetic drugs?    Yes  No 

Steroids – like cortisone or prednisone? Yes  No Blood pressure medications?    Yes  No 

Antianxiety agents, antidepressants, or other 
psychiatric medications? 

Yes  No Bisphosphonates or other medications to 
strengthen your bones? (eg. Fosamax, Boniva, Prolia) 
 

   Yes       No 

Cancer or chemotherapy drugs? Yes  No Any other medications or supplements?    Yes  No 

Sex
_______
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ALLERGIES – Are you allergic to or have you had an adverse reaction to: 

Latex?  Yes  No Codeine or other pain control medications? Yes  No 

Food or food products?          Yes         No Aspirin, ibuprofen (Motrin), or naproxen (Aleve)? Yes  No 

Sedatives or barbiturates? Yes  No Penicillin or other antibiotics? Yes  No 
Any other medications? Yes  No Any other drug allergies? Yes  No 

If yes, please describe __________________________________________________________________________________ 
____________________________________________________________________________________________________ 

REVIEW OF SYSTEMS 

Please check Yes or No to the following conditions             You must check “Yes” or “No” 
Condition         Yes No Condition         Yes No Condition         Yes No 
Asthma, Lung disease Glaucoma Diabetes 
Cough Recent vision change Auto-immune disease 
Tuberculosis Blood disease Seizures 
High blood pressure Anemia, Transfusion Stomach ulcers 
Stroke Excessive bleeding Arthritis 
Heart disease, Pacemaker HIV/Aids Artificial joint replacement 
Heart Attack Hepatitis/Liver disease Sleep apnea 
Chest pain/Angina Kidney disease Numbness in face 
Heart Murmur Cancer Sinusitis/ hay fever 
Rheumatic Fever Radiation or chemotherapy Other_________________ 

Please explain all “Yes” responses ____________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

ANESTHESIA HISTORY 

Have you had any problem associated with local anesthesia, general anesthesia, and/or intravenous sedation?     Yes       No      
If yes, please describe___________________________________________________________________________________    

FAMILY/ SOCIAL HISTORY 

Does anyone in your family have a history of: 

Problems with general anesthesia _____ Yes  _____ No Diabetes _____ Yes  _____ No 
Bleeding Problems _____ Yes  _____ No Cancer _____ Yes  _____ No 
Heart Problems  _____ Yes  _____ No  

Check One: _____ Married  _____ Single _____ Divorced  _____Widow(er) 

Occupation: _____________________________________________________________________________________ 

Are you a student?  If so what school and grade? ________________________________________________________ 
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Have you ever smoked, vaped or chewed tobacco?       Yes  No  If yes, for how long? ______________________ 

      Have you ever sought professional care or been hospitalized for: 

     Substance abuse       Yes                No 
Emotional disorders Yes   No 

     Alcoholism       Yes          No 

Do you have difficulty with any physical movement that might affect the way we provide your care, such as standing, 
walking, etc.? _____ Yes   _____ No   Explain if yes: ______________________________________ 

Are there any disabilities or learning barriers we need to be aware of to administer your care? ____Yes ____ No 
Explain if yes __________________________________       Hearing or speech impairment? ____ Yes ____ No 
Preferred learning style: _____ written   _____ verbal _____ models _____ demonstration 

Nutrition:  Describe your diet: _____ Regular _____ Soft _____ Liquid  _____ Tube _____ Diabetic 
      Appetite: _____ Good  _____ Fair _____ Poor 
      Nutritional Supplements you take: _____________________________________________________ 

Recent significant weight loss? _____ Yes _____ No 

WOMEN 
Are you pregnant? _____ Yes _____ No 
Have you recently missed your menstrual period? _____ Yes _____ No 
Are you taking birth control medication? _____ Yes _____ No     If yes, List __________________ 

DO YOU WISH TO TALK TO THE DOCTOR ABOUT ANYTHING IN PRIVATE?     Yes      No 

To the best of my knowledge, the answers I have given to the above questions are correct.  I understand that 
incomplete or inaccurate information could be detrimental to my treatment. 

_________________________ ______________________________________________________ 
Date  Patient Signature 

If patient is less than 18 years of age or unable to sign: 

_____________________________      ____________________________________      __________________ 
Name of responsible party       Signature/ Date                          Relationship to patient 

Personal medical/ social history and Review of Systems reviewed: ______________________________ 
Physician signature/ Date 

Do you use:

 Alcohol? 
 Marijuana? 
 Recreational Drugs? Yes  No     If yes, how often per week? ___________________

Yes  No     If yes, how often per week? ___________________

Yes  No     If yes, how often per week? ___________________



PATIENT NAME __________________________________________________________________________________ 

DENTAL INSURANCE INFORMATION 

PRIMARY DENTAL 

INSURANCE NAME: _____________________________ 

INSURANCE ID#: _______________________________ 

GROUP#/PLAN#: _______________________________ 

INSURANCE ADDRESS: ___________________________ 

_____________________________________________ 

INSURANCE PHONE#: ___________________________ 

SUBSCRIBER NAME: _____________________________ 

SUBSCRIBER DATE OF BIRTH ______________________ 

PATIENT RELATIONSHIP TO SUBSCRIBER: 
 Self           Spouse  Dependent       Other ______________ 

SECONDARY DENTAL 

INSURANCE NAME: _____________________________ 

INSURANCE ID#: _______________________________ 

GROUP#/PLAN#: _______________________________ 

INSURANCE ADDRESS: ___________________________ 

_____________________________________________ 

INSURANCE PHONE#: ___________________________ 

SUBSCRIBER NAME: _____________________________ 

SUBSCRIBER DATE OF BIRTH ______________________ 

PATIENT RELATIONSHIP TO SUBSCRIBER 
 Self  Spouse       Dependent       Other________ 

I authorize the release of any information that 
may be necessary to process this claim to my 
insurance company.  

Signed Date 

MEDICAL INSURANCE INFORMATION 

PRIMARY MEDICAL 

INSURANCE NAME: _____________________________ 

INSURANCE ID#: _______________________________ 

GROUP#/PLAN#: _______________________________ 

INSURANCE ADDRESS: ___________________________ 

_____________________________________________ 

INSURANCE PHONE#: ___________________________ 

SUBSCRIBER NAME: _____________________________ 

SUBSCRIBER DATE OF BIRTH ______________________ 

PATIENT RELATIONSHIP TO SUBSCRIBER: 
 Self        Spouse       Dependent      Other ______________ 

SECONDARY MEDICAL 

INSURANCE NAME: _____________________________ 

INSURANCE ID#: _______________________________ 

GROUP#/PLAN#: _______________________________ 

INSURANCE ADDRESS: ___________________________ 

_____________________________________________ 

INSURANCE PHONE#: ___________________________ 

SUBSCRIBER NAME: _____________________________ 

SUBSCRIBER DATE OF BIRTH ______________________ 

PATIENT RELATIONSHIP TO SUBSCRIBER: 
 Self        Spouse       Dependent       Other ______________ 

I authorize the payment of any medical or dental 
benefits otherwise payable to me, be made to the 
doctor’s office.  I understand that any amount not 
covered by insurance is my responsibility. 

Signed Date 



 

 

 
 
 
 
 

 
         

 

Financial Policy and Agreement 
We are dedicated to providing the best possible care and service to you.  We feel that complete understanding of your financial 
responsibilities for treatments is an essential element of your care in our practice.  In order to better help you understand the 
financial aspects of your care, we have adopted the following financial policies and agreement.  We know that you have many 
choices of health-care providers, and we are honored and happy to assist you.  For your convenience, we accept Visa, Discover, 
MasterCard, and American Express as well as cash or check.   
 
Your health insurance policy is a contract between you and your insurance company, not the doctor.  As a courtesy, we will assist 
you in estimating what your benefits will likely be.  The actual amounts of coverage may vary from this estimate.  Many insurance 
plans have coverage limitations and exclusions.  For example, certain procedures may not be covered or may be covered up to a 
certain yearly limit.  We will do our best to assist you in determining this information but are not obligated to be aware of all 
policy variations of all of our patients.  Just as we are obligated to provide you appropriate medical and dental care in good faith, 
you ultimately are responsible for understanding your insurance coverage and limitations.  We are happy to assist you with filing 
benefits with your primary insurance carrier.  If you wish to submit your claim to any secondary carriers, please let us know up 
front. Please be aware that we are out-of-network with ALL MEDICAL INSURANCE PLANS and most dental insurance 
plans.  We can still provide your care, but your coverage will almost always be less than with an in-network provider. 
 
Financial Policy 
A. If we are a participating provider with your dental insurance company: 

1.  All co-pays, deductible amounts, and charges exceeding any yearly coverage limitations as well as procedures or 
services are "not covered" for any reason that you wish to have provided are due at the time of office visit & up to 14 
days before surgery for certain complex procedures. 
 
2.  If your insurance company does not pay the practice within a reasonable length of time, you remain liable for payment. 

 
B. If we do not participate with your insurance company: 

1.  For certain complex procedures, pre-payment is required; otherwise, full payment is due at the time service is 
rendered. For surgery to be done in the operating room, full payment is due at the final pre-surgical visit. 

 
2.  As a courtesy, we will attempt to estimate your insurance payments (if any), prepare and send the claim to your 
insurance company.  This means that the insurer may pay you directly.  If we receive insurance payment that results in a 
credit to your account, we will forward that amount to you.  As a non-participating provider, the amount paid by your 
insurance company will most likely be less than our fee.  You are responsible for the difference.  

 
C. Outstanding balances will be charged interest at 1.5% per month (18% A. P. R.) in addition to a late charge of $15.00 
per billing cycle.  Failure to make proper payments on the amount owed may result in the account, becoming delinquent and being 
turned over for collections.  You will be responsible for all collection costs and reasonable legal costs, in addition to the amount 
originally owed. 
D.  Divorce: Please be aware that the parent who initially brings the child to the office for treatment and signs as the patient’s 
guarantor is ultimately responsible for payment.  
 
Agreement: I have read and understand the financial policy of the practice and I agreed to be bound by its terms.  I also 
understand and agree that such terms may be amended from time to time by the practice and upon written notice thereof I 
agreed to be bound by those amendments. 
 
______________________________________________________ _________________________  
Signature of Patient/ Responsible Party if a minor   Date      
 
__________________________(Printed Patient Name)  ____________________Witness  



Authorization and Consent 
To Send Unencrypted Patient Information by Email and Other Electronic Means 

Until I tell you in writing to stop, I authorize Oral & Facial Surgery Group, P.C. to transmit patient 
information relating to my treatment, health, or payment by email or other electronic means, without 
encryption or special security precautions, to me or someone I designate, and/or to other health care 
providers, health plans and others involved in my treatment, payment for my treatment, or Oral & Facial 
Surgery Group, P.C. health care operations. The patient information that may be emailed may include my 
x-rays, photographs, health history, diagnosis, treatment, and payment records.

I understand that: 
• The primary purpose of this release is to facilitate timely and comprehensive communication

between Oral & Facial Surgery Group, P.C. and my doctors to improve patient care.
• I do not have to sign this form.
• All electronic communication—whether encrypted or not—is subject to being improperly acquired

by hackers, governments, others or received by unintended recipients.  Edward Snowden has
convincingly demonstrated this on behalf of the National Security Agency. If that happens, the
information may be re-disclosed and no longer protected by privacy law.

• My treatment, payment, enrollment and eligibility for benefits will not be affected by my decision
about signing this form.

• If I don’t sign this form, Oral & Facial Surgery Group, P.C. may use other ways to send my
information, such as U.S. Mail, or may ask me to send my information to third parties myself.

• Oral & Facial Surgery Group, P.C. does not email such sensitive personal information as Social
Security number, credit card number, mental health diagnosis, genetic information,
alcohol/substance abuse, or positive HIV status unless the patient insists.

I can tell you in writing to stop emailing my patient information at any time, but if I do so, this will not affect 
emails that Oral & Facial Surgery Group, P.C. already sent before receiving my written instructions to 
stop.  

Patient name (please print) ________________________ 

Signature: ______________________________________    Date: ________________ 

Reproduction of this material by dentists and their staff is permitted.  Any other use, duplication or distribution by any 
other party requires prior written permission from the American Dental Association. It has been adapted from the original 
by Oral & Facial Surgery Group, P.C. 
© 2014 American Dental Association. All rights reserved.   



Oral & Maxillofacial Surgery    
Facial Cosmetic & Reconstructive Surgery

300 20th Avenue North • Suite 606 • Nashville, Tennessee 37203 • 615 284 5650 • Fax 615 284 5653

& John R.Werther, D.M.D., M.D., F. A.C.S.

ORAL FACIAL
s u r g e r y  g r o u p,  p. c.
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_______________________________ 
_______________________________ 
_______________________________ 
_______________________________ 

For office staff use - HEALTH HISTORY REVIEW 

Date             Comments  
___________ ________________________________________ 
___________ ________________________________________ 
___________ ________________________________________ 
___________ ________________________________________ 

For office staff use - ADDITIONAL CLINICAL 
DOCUMENTATION 
____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

____________________________________________________________________________________________

____________________________________________________________________________________________ 

Doctor's Signature
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