








Center for Facial, Oral & Implant Surgery

Authorization for Treatment

Medical care is a patient care service provided in response to a wide range of medical care needs of all ages regardless of
gender, color, race, creed, national origin or disability.

The purpose of medical care is:

e To treat disease, injury and disability by examination, testing and use of procedures, in the aid of diagnosis or
treatment.

To obtain information needed in diagnosing and examining patients.

To prevent or minimize residual physical and mental disability.

To aid patients in achieving their maximum potential within their capabilities.

To accelerate convalescence and reduce the length of the functional recovery.

All procedures will be thoroughly explained to you before they are performed. You are not expected to experience any
increase in your current level of pain or discomfort. You should stop any procedure before you experience any increase in
your current level of pain or discomfort.

You are expected to cooperate fully with the examination and stop any test or procedure before experiencing any increase
in your current level of pain or discomfort.

There are certain inherent risks with medical care. You will be able to stop any procedure if you feel any discomfort. The
attending physician will take every precaution to ensure that you are protected from any potentially hazardous situation.
You will never be forced to perform any procedure that you do not wish to perform.

Based on this information, I agree to cooperate fully and to participate in all medical care procedures and to comply with
the plan of care as it is established.

For your personal safety, do not use any equipment without a staff member present.

I authorize the above listed doctor and practice to release any and all photographs taken of the patient named above for the
use in education journals, teaching purposes, patient education, and marketing publications.

I may cancel this authorization to the extent allowed by law. IfI do, I understand that the doctor or practice may have
already released information about me after I gave permission. I know that canceling this authorization would not prohibit
any release of photographs by the doctor or practice in reliance on my original authorization.

Once my doctor gives out any photographs I have approved, I know that my doctor has no control over them. Federal or
state privacy laws may no longer protect the information.

I give my consent for the provider and staff members of Center for Facial, Oral & Implant Surgery to leave messages for
me on an answering machine at the numbers I have provided. I also give permission for the provider to give information or
discuss my care with my family members or other individuals who answer the home or cell phone numbers I have
provided, or with family members who contact this office or provider in my behalf.

Patient Name (Please Print) Social Security Number

Patient Signature Date

Witness Signature Date
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MEDICATION LIST
Date:
Patient’s Name: Acct#

Dear Patient, Please list all of your medication that you are currently taking. This includes all over the counter, neutraceuticals,
herbal, recreational and alternative medication.

Source of Medication list: (check all used)

o Patient Medication List 0 Patient denies taking any medication
o Patient/Family recall * Pregnant 0 Yes o No oN/A
* Allergies: * Breastfeeding: o Yes oNo oN/A
T%i’}‘é’s MEDICATION NAME: LAST REI\ég]iIIcCIfgl?IgNz
(WRITELEGIBILY) | DOSE | ROUTE | FREQUENCY | noopmpve | STATUS AT VISIT
(For office use only)
Example |  (11/22/05) Singulair 10 mg by mouth 1 tablet per day 8 am D/C Changed
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15.

Date
Doctor Signature Date
O Updated and reviewed: By: Date:
0 Updated and reviewed: By: Date:
0 Updated and reviewed: By: Date:
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