LoneStar OMS- Patient Questionnaire
RONALD D. HORNE, D.D.S., P.A


MICHAEL F. SHEDLOSKY, D.M.D.

MATHEW C. GORDON, M.D., D.D.S.

NITIN RAJU, M.D., D.D.S.
Mr. Mrs. Ms. Miss.
Patient: _______________________________________________________           Date of Birth: ____/_____/____
Soc. Sec. No.: ______-_____-_______ Driver’s Licenses No:


  Email :




Address: _______________________________________City: ________________State: _______Zip: ___________
 
Home: (____)_______________ Work :(
)

Cell (
)

 Other (
  )


 
Marital Status (please check):   single_____ married ____   divorced ____   separated _____   other

 
Full Time Student:  yes ____   School or College: ________________________________City:__________________
Person to contact in case of emergency: ___________________________________ Phone: ___________________
What is your dental problem? _____________________________________________________________________
Name of your regular dentist: _______________________________________Phone: ________________________
Name of your regular physician: _____________________________________Phone: ________________________
Whom may we thank for referring you? ______________________________________________________________
FINANCIALLY RESPONSIBLE (please circle) 
Self
Spouse         Parent/Guardian      Other
Person responsible for account: ________________________________________ Date of Birth: ____/_____/_____

Address: _______________________________________City: _________________State: _______Zip: _________

Telephone: (____)________________ Driver’s License: ________________Soc. Sec. No.: ______-_____-_______

Employer: _________________________________________________Work Phone: ________________________
INSURANCE INFORMATION

Name of Insured: __________________________________________________ Date of Birth: ____/_____/______
Relationship to patient (please check):  self _______    spouse _______ parent _______ other _________________
Employer: _________________________________________________________Work Phone: ________________________ 
Insurance Company: ____________________ Group No.: ___________ Id/S.S.N. __________________________
Ins. Co. Address: _______________________________ City: ________________State: _______Zip: ___________

Ins. Co. Telephone: (_____)___________________

**Have you had anything to eat or drink in the last six hours? (This includes water, coffee, juice and /or chewing gum)

(If you are having IV sedation or General Anesthesia)
No __________       Yes ____________  Explain: ____________________________________________________

We make every effort to keep down the cost of your oral surgery care. In order to better assist you, payment is expected as services are rendered. An 
estimate of the charge for any procedure or surgery you may require will be given to you upon completion of your consultation. If you have dental
 insurance, we will work closely with your insurance carrier to coordinate their benefits, in an effort to reduce your overall out-of-pocket cost.  
Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute of payment. Some 
carriers 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 by your insurance carrier. You will be responsible for all collection costs, attorney fees, and court costs.  
All unpaid account balances are due in full within 60 days of surgery.  
I understand that I am the responsible party for my account and agree to pay all charges for services provided to me
I agree the above information is correct.  Signed: ___________________________________Date: _______________

HEALTH HISTORY

Patient’s Name: ______________________________________ Height: _____________ Weight: ____________














CIRCLE

1. Are you having any pain, discomfort or problem at this time?




Yes   No

If due to an accident, how did it occur? __________________________Dates: ____________

2. Are you under the care of medical doctor?






Yes   No

If yes, for what reason? ________________________________________________________

3. Are you taking any medication at the present time, including vitamins, mineral, herbal supplements


or non-prescription medications?   If yes, please list: ________________________________
Yes   No

_________________________________________________________________________________        

4. Are you allergic to ANY medications? 






 
Yes   No

If yes, please list: ____________________________________________________________
5. Have you ever had an unusual reaction to Novocain or any Local anesthetic?


Yes   No
6. Have you or a family member every had any unusual reaction to sedation/anesthesia?

Yes    No
If yes, please explain:  _________________________________________________________


7. Have you ever been hospitalized?







Yes   No

If yes, please list approximate date(s) and reason(s): ____________________________________


___________________________________________________________________________________

8. Have you had any surgeries within the last 10 years that were performed at a hospital?

Yes    No
If yes, please list procedure and date performed:  ____________________________________
____________________________________________________________________________
9. Have you ever had any excessive bleeding requiring special treatment?



Yes   No
10. Please circle any condition which you have had or have at present:
	High Blood Pressure
	Fainting or dizzy spells
	Kidney disease

	Chest Pain
	Stroke
	Stomach Ulcer

	Shortness of breath
	Epilepsy or seizures
	Thyroid disease

	Heart attack
	Asthma
	Diabetes or high blood sugar

	Heart failure
	Emphysema
	Cortisone or steroid treatment

	Heart pacemaker
	Tuberculosis or TB
	Glaucoma

	Artificial heart valve
	Liver disease or hepatitis
	Artificial joints

	Heart surgery
	Bruise easily
	Cancer or tumors

	Congenital heart disease
	Hemophilia
	X-ray or radiation treatment

	Rheumatic fever 
	Sickle cell disease or trait
	Psychiatric treatment

	Heart murmur
	Anemia
	History of drug abuse

	HIV or other immunosuppressive disorder
	Bisphosphonates
	Obstructive Sleep Apnea


11. Do you smoke or use tobacco products?







Yes   No

If yes, amount and length of use: ______________________________________________________

12. Do you consume alcoholic beverages?







Yes   No

If yes, amount and frequency of use: __________________________________________________

13. WOMEN:
Are you pregnant now?







Yes   No
Do you anticipate becoming pregnant?






Yes   No

14. Do you have any condition and/or health concern not covered above?



Yes   No

If yes, please describe: ______________________________________________________________

Date: ____________  Signature of patient, parent or guardian: ________________________________________

