RICHARD S, MAYO, D.D.S., F.A.C.O.M.S.
ORAL AND MAXILLOFACIAL SURGERY

We share your concern about the cost of quality dental and medical care. Our fees reflect the
complexity and resources invelved in completing our procedures. They are comparable to the
usual and customary fees charged by like specialists in this area. We are committed to providing
you with the best care possible. Your clear understanding of cur financial policy is important 1o
our professional relationship. Please ask if you have any questions about our fees, financial policy,
or your responsibility.

¢+ ALL PATIENTS, REGARDLESS OF INSURANCE COVERAGE, ARE

RESPONSIBLE FOR PAYMENT OF INITIAL EXAMINATION OR
CONSULTATION FEES ON THE DAY OF THE APFOINTMENT.

+ WE ACCEFPT CASH, CHECK, VISA, MASTER CARD, AND DISCOVER.

+ PAYMENT IS EXPECTED WHEN SERVICES ARE RENDERED UNLESS
OTHER ARRANGEMENTS ARE MADE IN ADVANCE.

h:h:-r :mu receive the maximum hcnn:ﬁts, We WI" I:m:-mc m\rnlm:l in disputes between you and

your insurance company regarding deductibles, co-payments, covered charges, secondary
insurance, “usual and customary™ determinations, ete. YOU ARE RESPONSIBLE FOR THE

TIMELY PAYMENT OF YOUR ACCOUNT. [f your insurance company has not paid your claim
IN FULL with in 45 days, the balance becomes your responsibility, and a finance charge may
acCTe,

* All patients must complete our “Patient Information Form™ and “Health History™ before seeing
the doctor.

* Due to the Health Insurance Portability & Accountability Act of 1996 (HIPPA) each patient
will receive a “Notice of Privacy Practices™,

THANK YOU FOR UNDERSTANDING OUR POLICY.
PLEASE LET Us KNOW IF YOU HAVE ANY QUESTIONS.

| have received and understand your Metice of Privacy Practice, which contains a complete
description of the uses and disclosures of my health mformation.

| have read and agree to this policy.
| authorize release of any medical/dental information necessary to process my claim.

| authorize payment of my medical'dental benefits to Dr. Richard Mayo directly.

Patient or Guardian‘s Signature Date



PATIENT'S NAME

PLEASE cHECK [] YES NO
1. Who is your family physician? Are you under his treatment? ] O
if e, for what?
2. Have you had & cOmPIEte physical WItHin U1 DS YT ... ... mesmsmesssasseess SR Lk LBl
3. Are you now or have you within tha past year boen taking any Pils Of MEHIGINGET ... s e O O
If 30, what?
4. Do you have any alorgies or aro you sensitive 1o any grug o medicine? i o 0 o
Ploasa spacify:
. s there any family history of problems during amnesthesha?.....cooeee e e s e s e e e e e s e D D
if so, what?
6. Do you bruise casily or bleed longer than normal for a cut of surgeny® ... et - i e b [ B
If g0, pleaase elaborabe ——
7. Have you had any of the following? Pleass check E YES ar HO
YES KO YES NO TES NO YES NO
] [0 Heat issass (0 [ shomressctomaty 1 [ Glassoma (1 [0 mental Disorder
[] [ HgnBicod Presswe ][] Asthma ] [ wverpisesse [ ] Fainting Spefis or Seizures
L] Aheumatic Fever i} Bronchitis (] [ Hepatitis 1] AIDSMIV Positive
1 Dﬂhml’ninu D DEm#-ym D |:|J¢-.-ndim I:l DﬂlmeHuﬁm
D Dhﬂmﬂl'lﬂ.r'lm D D Kidrsy Disease D Dﬂrll.nth\-nl D Vermngal Disease
[J [ anke Swesing O O adthitis C] [ cancer [1 [ chemical Dependancy
D[:]Lununhmu DDM L] [ acemia L] L Heart Murmur
L Diabetes L] Nervous ) Artificial Joint
B. Have you had any othar serious ilnesses or conditions requiring a physicion's cam or heapitalization®....oe e
It 5o, ploase ksl
9. Do you cough frequently? (repeatedty during the day) e e b . A=t [
10. Do you smoke? How many packs per day? I__._] D
11, Do you reguire any extra pllows when you recBing OF SIEET o . e coeeim s e e s s e s e e e s e I:l E
12. Have you ever had rackation oF X-ray BRI T oo ae e imem e st e e s s s S P T Rt e D D
13. Have you experienced amy unfavorable reaction from a local or goneral aneSthelicT ... ...cocree s e e - D El
Please explai
14, Are you pregrant? ... e kil s i L B S i sl i o o i i L B i D D
OB-GYN proODMMET ... cemvmrsm merarimrs e e e e e e e D D
16. Do you take tranguilizers or other nerve medication? .. .. e Y :I:l D
16. Do you take recreational drugs? ........... e e 1 e et st e NN 1] I
18, Whal is your hoight? and weight T

WOMEN NOTE: Artiblofics [such as penicilin, erythromycin, etc.) and some pain medications may alter the effectivensss of birth control
pills. Consult your physician/gynecalogist for assistance regarding additional methods of birth confrel.

I AFFIRM THAT THE ABCVE
MEDICAL HIETORY IS CORRECT.

Espraduny of palevad o egal gusrian Dt

History Reviewsd
History Revisaed




PATIENT INFORMATION CONFIDENTIAL PATIENT #
NAME . - - ss# BIRTHDATE
ADDRESS - ) cITY STATE __ ZIP
HOME PHONE ) CELL PHONE | )

SEX: OMALE QFEMALE

IF PATIENT IS STUDENT, NAME OF SCHOOL/COLLEGE

REFERRING DOCTOR

OMINOR QSINGLE 0O MARRIED 0ODIVORCED QWIDOWED Q SEPARATED

CITY STATE

FAMILY DENTIST

IF NOT REFERRED BY DOCTOR, WHOM MAY WE THANK FOR REFERRING YQOU?

PERSON TO CONTACT IN CASE OF EMERGENCY

PHONE

RESPONSIBLE PARTY

RELATIONSHIP

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT TO PATIENT
ADDRESS CITY STATE ____ ZIP
PHONE NUMBER S5# BIRTHDATE
EMPLOYER WORK PHONE

INSURANCE INFORMATION

RELATIONSHIP

NAME OF INSURED TO PATIENT
BIRTHDATE SS#

NAME OF EMPLOYER WORK PHONE

ADDRESS OF EMPLOYER CITY STATE_____ ZIP
INSURANCE COMPANY GROUP# UNION OR LOCAL #

INS. CO. ADDRESS CITY STATE ZIP

DO YOU HAVE ANY ADDITONAL INSURANCE? O YES QNO IF YES, COMPLETE THE FOLLOWING:

NAME OF INSURED

RELATIONSHIP

BIRTHDATE

NAME OF EMPLOYER

INSURANCE COMPANY

INS. CO. ADDRESS

TO PATIENT
SS#
ciTy STATE __ ZIP
GROUP# UNION OR LOCAL #

CITY STATE ZIP

X

SIGNATURE OF PATIENT OR PARENT IF MINOR

SIGNATURE



