Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.

To help us meet all your dental healthcare needs, please fill out this
form completely in ink. If you have any questions or need assistance,
please ask us - we will be happy to help.

Date

. . Soc. Sec. #
Patient Information (Confidential) Mobile #
Name Birthdate Home Phone
Address City State Zip
Check Appropriate Box: [ Minor [ Single ) Marvied (] Divorced O Widowed [ Separated
Patient’s or Pavent’s Employer Work Phone
Business Address City State Zip
Spouse or Parent’s Name Employer. Work Phone
If Patient is a Student, Name of School / College City State
Whom May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
(] Check box if you would like info emailed. Email Address
Responsible Party N

elationship
Name of Person Responsible for this Account. to Patient
Addpress Home Phone
Appropriate Box: [ Minor O Single (] Married [ Divorced [ Widowed [ Separated
Dryiver’s License # Birthdate Social Security #
Employer Work Phone
IS this Person Currently a Patient in our Office? ] Yes [] No
Insurance Information -
Name of Insured, 5511%719;%4 ?
Birthdate Social Security Date Employed
Appropriate Box: [ Minor L] Sengle ] Married [ Divorced (] Widowed [ Separated
Name of Employer Work Phone
Addvess of Employer City State Zip
Insurance Company Group # Union or Local #
Ins. Co. Employer City State Zip
How Much is your Deductible? How Much Have You Used? Max Annual Benefit
DO YOU HAVE ANY ADDITIONAL INSURANCE? [ Yes [ No IF YES, COMPLETE THE FOLLOWING:

Name of Insured, ﬁellzztg)e;:fth ?
Birthdate Social Security Date Employed
Appropriate Box: [ Minor [ Single O] Married [ Divorced [ Widowed [ Separated
Name of Employer Work Phone
Addvess of Employer City State Zip
Insurance Company Group # Union or Local #
Ins. Co. Employer City State Zip

How Much is your Deductible? How Much Have You Used? Max Annual Benefit



Health History Form

Patient’s Name Date of Birth / /

Gender: Male / Female Height: Weight:

Your medical history is important to the treatment you will receive. Therefore, it is important that you respond to each question honestly
and completely. Please circle your responses.

Please describe your current health: Excellent Good Fair Poor

Please describe the symptoms you are currently having today:

Have there been any changes in your general health in the past year? Yes No
If yes, please describe:

Are you now under a physician’s care for a particular problem at this time? Yes No

If yes, why? Date of last physical exam / /
Have you ever been hospitalized or had a serious illness? Yes No

If yes, why?

PATIENT MEDICAL HISTORY

Do you have or have you ever had:

Congenital heart disease, cardiovascular disease (heart Yes No Lung disease (asthma, emphysema, COPD, chronic Yes No
attack, heart murmur, coronary artery disease, chest cough, bronchitis, pneumonia, tuberculosis, shortness
pain, high/ low blood pressure, stroke, irregular of breath, chest pain, severe coughing)?

?
heartbeat, heart surgery, pacemaker)? Glaucoma? Yes No
Implants placed anywhere in the body (heart valve, Yes No Bleeding disorder, anemia, bleeding tendency, blood Yes No
pacemaker, hip, knee)? transfusion? Do you bruise easily?
Kidney disease or kidney failure, requiring dialysis? Yes No Liver disease (jaundice, hepatitis A, B, or C)? Yes No
Thyroid disease? Yes No Diabetes? Yes No
Stomach ulcers or colitis? Yes No  Arthritis? Yes No
Clicking, popping, or pain within the jaw joint and/or Yes No Significant weight loss or gain? Yes No

ifficul ening mouth? . . . . .
difficulty op & Seizures, convulsions, epilepsy, fainting or dizziness? Yes No

Frequent or recurring mouth sores? Yes No  Sinus or nasal problems? Yes No
Radiation to the head or neck for cancer treatment? Yes No  Osteoporosis or osteopenia? Yes No
Any disease, chemotherapy or transplant operation? Cancer? Yes No
If so, where? , and when was the date of your last treatment?

Do you have any other disease, condition or problem not listed above that you think the doctor should know about? Yes No

If yes, please explain:

FAMILY MEDICAL HISTORY

Do you have a family history of any of the following? If yes, indicate the relationship.

Diabetes? Yes No Relationship Cancer? Yes No Relationship
Heart disease? Yes No Relationship Bleeding problems? Yes No Relationship
Tumors? Yes No Relationship Lung disease? Yes No Relationship

FEMALE PATIENTS

Are you pregnant, or is there any chance you might be pregnant? Yes No
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Health History Form

Patient’s Name Date of Birth / /
MEDICATIONS

Are you using any of the following:

Antibiotics? Yes No  Aspirin or drugs such as Motrin, Aleve, Ibuprofen? Yes No
Anticoagulants (blood thinners)? Yes No Insulin or oral anti-diabetic drugs? Yes No
Heart drugs? Yes No  High blood pressure medications? Yes No
Steroids (cortisone, prednisone, etc.)? Yes No Bisphosphonates, antiangeogenic and/or antiresorptive Yes No
antianxiety agents, sedative-hypnotics and medications for osteoporosis, multiple myeloma or other
antidepressants cancers? If yes, list drugs used and time of use.

Prescription pain medication? Yes No

Please list any other medications you have taken or are currently taking not listed above including prescription medications, diet drugs,
over the counter medications, herbal or holistic remedies, vitamins or minerals:

ALLERGIES

Are you allergic to or have you had an adverse reaction to:

Latex? Yes No Codeine or other pain killers? Yes No
Food products? Yes No Aspirin, Motrin, Aleve, or ibuprofen? Yes No
Sedatives, barbiturates? Yes No Penicillin or other antibiotics? Yes No

Have you or an immediate family member had any problem associated with local anesthesia, general anesthesia, and/or intravenous
sedation? Yes No If yes, which anesthetic? Relationship?

Other drug allergies not listed above:

SOCIAL HISTORY

Have you ever smoked or chewed tobacco?  Yes No If yes, for how long?

Have you ever sought professional care or been hospitalized for: Do you use:

Drug abuse? Yes No Alcohol? Yes No How often?
Emotional disorders? Yes No Marijuana? Yes No How often?
Alcoholism? Yes No Recreational drugs? Yes No How often?
DENTAL HISTORY

Have you had any adverse effects from dental treatment? Yes No If Yes, please explain?

Do you wish to talk to the doctor privately about anything? Yes No

| understand the importance of a truthful and complete health history to assist my doctor in providing the best care possible.
To the best of my knowledge, the above information is complete and correct.

Signature of patient, parent, guardian Date

Printed name of patient, parent, guardian/Relationship Doctor’s Signature

HEALTH HISTORY UPDATE

Date Comments Doctor’s Signature

Revised: Feb 2016 Page 2 of 2
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JoserH H. CiesLAk, D.D.S., PLLC

Diplomate, American Board of Oral and Maxillofacial Surgery

HIPPA
PATIENT CONSENT FORM

Our Notice of Privacy Practices provides information about how we may use and disclose protected health information about
you. The Notice contains a Patient Rights section describing your rights under the law. You have the right to review our Notice
before signing this Consent. The terms of our Notice may change. If we change our Notice, you may obtain a revised copy by
contacting our office.

You have the right to request that we restrict how protected health information about you is used or disclosed for treatment, pay-
ment or health care operations. We are not required to agree to this restriction, but if we do, we shall honor that agreement.

By signing this form, you consent to our use and disclosure of protected health information about you for treatment, payment
and health care operations. You have the right to revoke this Consent, in writing, signed by you. However, such a revocation
shall not affect any disclosures we have already made in reliance on your prior Consent. The Practice provides this form to com-
ply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

The patient understands that:

* Protected health information may be disclosed or used for treatment, payment or
health care operations

* The Practice has a Notice of Privacy Practices and that the patient has the opportunity to review this Notice

* The Practice reserves the right to change the Notice of Privacy Policies

* The patient has the right to restrict the uses of their information but the Practice does not have to agree to those
restrictions

* The patient may revoke this Consent in writing at any time and all future disclosures will then cease

* The Practice may condition treatment upon the execution of this Consent.

This Consent was signed by:

Sign Name — Patient or Representative

Relationship to Patient (if other than patient):

Date: / /




Welcome to our office. We are pleased to have you as a patient and we will do everything possible to provide you with
the best care available.

Financial Agreement
In our continued commitment to provide high quality care and services, we offer many payment options.
Cash, Check, Credit Card, Care Credit and Insurance Filing

If you have insurance, we will be happy to submit claims on your behalf. Any co-payment and/or deductible from you

will be due at each visit. Please understand that insurance payments by your insurance company are only estimates

and are not guaranteed. No payment or underpayment by the insurance company is always possible. You are ultimately

responsible for any balance not paid by insurance. If there is an overpayment by you or the insurance company, a credit

will be applied to your outstanding balance and/or a refund check will be issued.

We further understand that sometimes it is difficult to make payments. If you are having difficulty making your
payments, please contact our office immediately. Our collection terms are listed below.

I understand that outstanding balances over 30 days old are subject to a monthly service charge of no less than $20.00
and accounts paid with “insufficient fund” checks will be charged no less than a 525.00 returned check fee. | understand
that any overdue or unpaid balances may be given to a collection agency and/or reported to a credit bureau. If accounts
are taken to court and/ or attorney is used, | understand that | am responsible for court costs and / or attorney fees.

I certify that | have read and fully understand the above financial agreement.

Missed appointment policy & Fee

The doctor and staff have made explicit preparations for your surgery. Your appointment is reserved especially for you.
Costly medications and sterile instruments have been opened for your treatment. These set-ups cannot be reused. In
addition, the doctors and staff’s time has been wasted. In consideration of this, a $100.00 service fee will be charged for
missed surgery appointments not cancelled at least 24 hours in advance. In addition we call to confirm all appointments.

If we do not receive a call back to confirm your appointment, it will be canceled and we will not reschedule it.

I certify that | have read and fully understand the above financial agreement.

Insurance Coverage

Most insurance plans include limitations on payments for oral and maxillofacial surgery services. Therefore, we cannot
accept insurance as total payment of fees. Patients who carry health insurance should remember that professional
services are rendered and charged to the patient and not the insurance company. Even though an insurance claim is
filed, you are responsible. This office cannot accept responsibility for collection of your insurance claim or for
negotiating a settlement or dispute on a claim.

| certify that | have read and fully understand the above insurance coverage.

Signature & Date



POST-OPERATIVE INSTRUCTIONS
***P EASE READ ALL OF THESE INSTRUCTIONS CAREFULLY***
Sometimes the after-effects of oral surgery are quite minimal, so not all of the instructions may

apply. Common sense will often dictate what you should do. However, if you have a question,
follow these guidelines or call our office for clarification. Our number is:

DAY OF SURGERY

FIRST HOUR: Bite down gently but firmly on the gauze packs that have been placed over the
surgical areas, making sure they remain in place. Do not change them for the first hour unless
the bleeding is not controlled. The packs may be gently removed after one hour. If active
bleeding persists, place enough new gauze to obtain pressure over the surgical site for another
30 minutes. The gauze may then be changed as necessary (typically every 30 to 45 minutes). It
is best to moisten the gauze with tap water and loosely fluff for more comfortable positioning.

EXERCISE CARE: Do not disturb the surgical area today. Do NOT rinse vigorously or probe
the area with any objects. You may brush your teeth gently. PLEASE DO NOT SMOKE for at
least 48 hours, since this is very detrimental to healing and may cause a dry socket.

OOZING: Intermittent bleeding or oozing overnight is normal. Bleeding may be controlled by
placing fresh gauze over the areas and biting on the gauze for 30-45 minutes at a time.

PERSISTENT BLEEDING: Bleeding should never be severe. If so, it usually means that the
packs are being clenched between teeth only and are not exerting pressure on the surgical
areas. Try repositioning the packs. If bleeding persists or becomes heavy, you may substitute
a tea bag (soaked in very hot water, squeezed damp-dry and wrapped in a moist gauze) for 20
or 30 minutes. If bleeding remains uncontrolled, please call our office.

SWELLING: Swelling is often associated with oral surgery. It can be minimized by using a cold
pack, ice bag or a bag of frozen vegetables (such as peas) wrapped in a towel and applied
firmly to the cheek adjacent to the surgical area. This should be applied twenty minutes on and
twenty minutes off during the first 24 hours after surgery. If you have been prescribed medicine
for the control of swelling, be sure to take it as directed.

PAIN: Unfortunately most oral surgery is accompanied by some degree of discomfort. You will
usually have a prescription for pain medication. If you take the first pill before the anesthetic
has worn off, you should be able to manage any discomfort better. Some patients find that
stronger pain medicine causes nausea, but if you precede each pain pill with a small amount of
food, it will reduce the chance that nausea will occur. The effects of pain medications vary
widely among individuals. If you do not achieve adequate relief at first, you may supplement
each pain pill with an analgesic such as aspirin or ibuprofen. Some patients may even require
two of the pain pills at one time. Remember that the most severe pain is usually within six hours
after the local anesthetic wears off; after that your need for medicine should lessen. If you find
you are taking large amounts of pain medicine at frequent intervals, please call our
office. If you anticipate needing more prescription medication for the weekend, you must
call for a refill during weekday business hours.

NAUSEA: Nausea is not uncommon after surgery. Sometimes pain medications are the cause.
Nausea can be reduced by preceding each pain pill with a small amount of soft food, and taking
the pill with a large volume of water. Try to keep taking clear fluids and minimize dosing of pain
medications, but call us if you do not feel better. Classic Coca Cola may help with nausea.



DIET: Eat any nourishing food that can be eaten with comfort. Avoid extremely hot foods. Do
not use a straw for the first few days after surgery. It is sometimes advisable, but not absolutely
required, to confine the first day’s intake to liquids or pureed foods (soups, puddings, yogurt,
milk shakes, etc.). It is best to avoid foods like nuts, sunflower seeds, popcorn, etc., which may
get lodged in the socket areas. Over the next several days you may gradually progress to solid
foods. It is important not to skip meals! If you take nourishment regularly you will feel better,
gain strength, have less discomfort and heal faster. If you are a diabetic, maintain your normal
eating habits or follow instructions given by your doctor.

SHARP EDGES: If you feel something hard or sharp edges in the surgical areas, it is likely you
are feeling the bony walls which once supported the extracted teeth. Occasionally, small slivers
of bone may work themselves out during the following week or so. If they cause concern or
discomfort, please call the office.

INSTRUCTIONS FOR THE SECOND AND THIRD DAYS

MOUTH RINSES: Keeping your mouth clean after surgery is essential. Use ¥4 teaspoon of salt
dissolved in an 8 ounce glass of warm water and gently rinse with portions of the solution,
taking five minutes to use the entire glassful. Repeat as often as you like, but at least two or
three times daily.

BRUSHING: Begin your normal oral hygiene routine as soon as possible after surgery.
Soreness and swelling may not permit vigorous brushing, but please make every effort to clean
your teeth within the bounds of comfort.

HOT APPLICATIONS: You may apply warm compresses to the skin over the areas of swelling
(hot water bottle, hot moist towels, heating pad) for 20 minutes on and 20 minutes off to help
soothe tender areas. This will also help decrease swelling and stiffness.

HEALING: Normal healing after tooth extraction should be as follows: The first two days after
surgery are generally the most uncomfortable and there is usually some swelling. On the third
day you should be more comfortable and, although still swollen, can usually begin a more
substantial diet. The remainder of the post-operative course should be gradual, steady
improvement. If you don’t see continued improvement, please call our office. If you are given a
plastic irrigating syringe, DO NOT use it for the first five days. Then use it daily according to the
instructions until you are certain the tooth socket has closed completely and that there is no
chance of any food particles lodging in the socket.

It is our desire that your recovery be as smooth and pleasant as possible. Following these
instructions will assist you, but if you have questions about your progress, please call the office
where you had surgery. A 24-hour answering service is available to contact the doctor on call
after hours. Calling during office hours will afford a faster response to your question or concern.
PLEASE NOTE: telephone calls for narcotic (pain killer) prescription renewal are ONLY
accepted during office hours.
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