ADVANCED AESTHETIC CENTER
FOR ORAL AND
MAXILLOFACIALSURGERY

MARCOS Diaz, DDS

WELCOME

THANK YOU FOR CHOOSING THE ADVANCED AESTHETIC CENTER FOR ORAL AND
MAXILLOFACIAL SURGERY, THE OFFICE OF DR. MARCOS DIiAZ FOR YOUR SURGICAL
NEEDS. WE ARE PLEASED TO WELCOME YOU TO OUR OFFICE. ENCLOSED ARE OUR
HEALTH HISTORY QUESTIONNAIRE AND THE OFFICE FINANCIAL POLICY FORMS FOR
YOUTO COMPLETE AT YOUR CONVENIENCE. PLEASE BRING ALL THESE FORMSFILLED
OUT WITH YOU TO YOUR APPOINTMENT ALONG WITH ANY X-RAYS, YOUR LIST OF
MEDICATIONS AND/OR ANY SUPPLEMENTS YOU MIGHT BE TAKING, DENTAL AND
MEDICAL INSURANCE CARDS, AND/OR REFERRAL SLIPS FROM YOURDOCTOR. YOUR
SCHEDULED APPOINTMENT DATE AND TIME IS LISTED BELOW.

OUR OFFICE PROVIDES EXCEPTIONAL CARE IN ALL FACETS OF ORAL AND
MAXILLOFACIAL SURGERY IN A CLEAN, COMFORTABLE AND SAFE ENVIRONMENT.
OUR SERVICES INCLUDE DENTAL AND FACIALIMPLANTS, ANESTHESIA, COSMETIC AND
LASER SURGERY, PATHOLOGY, TRAUMA AND RECONSTRUCTIVE SURGERY,
CORRECTIVE JAW SURGERY, TMJ SURGERY AND DENTAL EXTRACTIONS.

WE ALSO WELCOME THE OPPORTUNITY TO MEET THE ORAL AND MAXILLOFACIAL
SURGICAL NEEDS OF OTHER MEMBERS OF YOUR FAMILY OR FRIENDS, AND HOPE YOU
WILL LET US KNOW IF WE CAN BE OF ANY FURTHER ASSISTANCE.

WE LOOKFORWARD TO MEET YOU SOON. PLEASE CONTACT OUR OFFICE AT ANY TIME

PRIOR TO YOUR APPOINTMENT IF YOU HAVE ANY QUESTIONS OR NEED ASSISTANCE
FROM OUR STAFF; WE WILL BE GLAD TO HELP YOU!

THANK YOU FROM THE DOCTORS AND STAFF OF
ADVANCED AESTHETIC CENTER FOR ORAL AND MAXILLOFACIAL SURGERY

YOUR APPOINTMENT DATE AND TIME IS ON

2239 N. COMMERCE PARKWAY, SUITE 2, WESTON, FLORIDA 33326-3249
TEL: (954) 659-9990 FAX: (954) 659-9991 E-MAIL: OFFICE@FACIALSURG.CC  WEBSITE: WWW .FACIALSURG.CC


mailto:Office@Facialsurg.cc

ADVANCED AESTHETIC CENTER
FOR ORAL AND MAXILLOFACIAL SURGERY

GENERAL HEALTH QUESTIONNAIRE DATE: PAGE: 1
PATIENT'S NAME DATE OF BIRTH: AGE _F____
HOME ADDRESS:

CITY: STATE: ZIP:

CELLULAR PHONE NoO. HOME PHONE NoO.

EMAIL: IF CHILD, PARENT'S NAME(S):

PATIENT'S SOCIAL SECURITY NO: DRIVER'S LICENSE NO.

O SINGLE O MARRIED O DIVORCED O WIDOWED

PATIENT/PARENT(S) EMPLOYED BY:

SPOUSE’'sS NAME:

BUSINESS PHONE NO.

BUSINESS ADDRESS:

HAVE YOU EVER BEEN A PATIENT OF OURS BEFORE? (JYEs (O No
REASON FOR YOUR VISIT TODAY: (CHIEF CONCERN/COMPLAINT):

OCCUPATION:

WHO MAY WE THANK FOR REFERRING YOU?

IF SO, WHEN?

PATIENT'S PHYSICIAN IS:

PATIENT'S DENTIST IS:

TELEPHONE NO.

TELEPHONE NO.

THE FOLLOWING MEDICAL INFORMATION IS FOR YOUR GENERAL WELFARE, WHETHER YOU ARE HERE FOR A
DIAGNOSTIC CONSULTATION OR ANY SURGICAL PROCEDURE. YOUR GENERAL HEALTH MAY HAVE A SIGNIFICANT
AFFECT ON YOUR CURRENT CONDITION AND ON THE OUTCOME OF ANY PROPOSED TREATMENT.

PLEASE ANSWER ALL QUESTIONS!

HAVE YOU EVER HAD:

YES NO YES NO
HEART MURMUR/ ABNORMAL HEART SOUND O O KIDNEY DISEASE/URINARY TRACT INFECTIONS
IRREGULAR HEART BEAT O O ULCERS/REFLUX/GERD/GASTROINTENSTINAL ISSUES
RHEUMATIC FEVER/RHEUMATIC HEART DISEASE O O SINUS PROBLEMS/INFECTIONS/ CONGESTION
HEART DISEASE / HEART ATTACK O O GLAUCOMA/EYE PROBLEMS/VISION LOSS
HEART SURGERY/HEART VALVE SURGERY 0 0 TumoroR CANCER
LUNG TROUBLE/TUBERCULOSIS/PPD (+) O O RADIATION OR CHEMOTHERAPY TREATMENT
ASTHMA/BRONCHITIS/ PNEUMONIA O O IMMUNE SYSTEM COMPROMISE/FREQUENT INFECTIONS
SNORING/ SLEER APNEA O O ANXETY OR DEPRESSION
SHORTNESS OF BREATH O [ PSYCHIATRIC ILLNESS REQUIRING TREATMENT
SWELLING OF ANKLES BY A PSYCHIATRIST OR PSYCHOLOGIST

O O SURGERIES/PROCEDURES - DATES:

I e I
N I 0 0 W W

ANEMIA/SICKLE CELL DISEASE/TRAIT

HIGH OR LOw BLOOD PRESSURE (HYPER - HYPO)
BLEEDING PROBLEMS/BLEED OR BRUISE EASILY
CEREBROVASCULAR DISEASE (STROKE/TIA)
CONVULSIONS/ SEIZURES/EPILEPSY

HAVE YOU EVER HAD ALLERGIES TO:

NEUROLOGIC DISORDER YES NO

DIZZINESS/FAINTING (0 O PENICILLIN - AMOXICILLIN

PROSTHETIC JOINT REPLACEMENT (ARTIFICIAL) T [ ASPIRIN - ANTINFLAMMATORIES

JAUNDICE OR LIVER DISEASE/HEPATITIS AB C T T CobEINE — HYDROCODONE (VICODIN®)
DIABETES/HYPOGLYCEMIA O O 1ooine OTopricar O INTRAVENOUS (V)
THYROID DISEASE/NODULES/HYPO - HYPER O T ANESTHETICS (E.G. NOVOCAINE®. ETC.)
A.C.T.H./CORTISONE/STEROIDS O O  LaTex

TRANFUSION OF BLOOD AND OTHER PRODUCTS  (J OTHER MEDICINES-DRUGS:

UNABLE TO DONATE BLOOD A O Any Foobs:

ARTHRITIS/OSTEOPENIA/OSTEOPOROSIS
PAINFUL JOINTS

PAIN IN CHEST

PAIN IN ARMS

SKIN/ DERMATOLOGICAL PROBLEMS/INFECTIONS

FEMALE PATIENTS:

ARE YOU TAKING BIRTH CONTROL PILLS?

Oves ONo

ARE YOU, OR COULD YOU BE, PREGNANT? (JYes [ONo

ARE YOU CURRENTLY BREAST FEEDING?

Oves ONo



GENERAL HEALTH QUESTIONNAIRE PAGE: 2
ARE YOU NOW UNDER THE ACTIVE CARE OF A PHYSICIAN OR SPECIALIST (CARDIOLOGIST/HEMATOLOG[ST, ETCA) FOR ANY
REASON? OYES O No IF YES, PLEASE EXPLAIN:

_WHEN WAS YOUR LAST PHYSICAL EXAM? ___ WAS ANYTHING UNUSUAL OR ABNORMAL FOUND? O YES O NoO
IF YES, PLEASE EXPLAIN:
ARE THERE ANY OTHER MEDICAL CONDITIONS OF WHICH WE SHOULD BE AWARE? OYEs ONoO

IF YES, PLEASE EXPLAIN:

_PLEASE LIST ALL MEDICATIONS YOU ARE TAKING INCLUDING PRESCRIPTION MEDICATIONS, VITAMINS, MINERALS,
SUPPLEMENTS, OVER-THE-COUNTER MEDICATIONS, HERBAL/HOMEOPATHIC/HOLISTIC/NATUROPATHIC:

ARE YOU TAKING DIET PILLS AT THIS TIME? OYES O NO IF YES, PLEASE LIST:
HAVE YOU EVER TAKEN OR ARE YOU TAKING PRESCRIPTION MEDICATION FOR OSTEOPENIA OR OSTEOPOROSIS?

ONo OYEs IF"YES", HAVE YOU TAKEN OR ARE YOU TAKING ANY OF THESE DRUGS LISTED BELOW?
O AcTONEL® (RisenpronaTE) (J DIDRONEL® (ETiprONATE) (J BONIVA® (BANDRONATE) [J RECLAST ® (ZoLEDRONIC ACID)
O FosaMAX® (ALenpbronaTE)  (J SKELID® (TILUDRONATE) O PrROLIA® (Denosumas) J XGEVA® (DEnOSUMAB)

HOW LONG AGO DID YOU START TAKING THIS MEDICATION AND FOR HOW LONG DID YOU TAKE THEM?

HAVEYOU EVERTAKEN OR ARE YOU TAKING INTRAVENOUS (IV) MEDICATION FOR BREAST CANCER, MULTIPLE MYELOMA,
HYPERCALCEMIA OF MALIGNANCY OR OSTEOGENESIS IMPERFECTA?
ONo DYES IF"YES", HAVE YOU TAKEN OR ARE YOU RECEVING ANY OF THESE DRUGS LISTED BELOW?
O AREDIA®(PamiprONATE) (J ZOMETA®ZoLEDRONIC ACiD) [(J RECLAST®ZoLEDRONIC ACID) (D XGEVA®/ PROLIA®(DENOSUMAB)

HOW LONG AGO DID YOU START TAKING THIS MEDICATION ?

Do Yyou sMOKE? O YeEs ONoO IF YES, HOW MUCH? DO YOU SMOKE MARIJUANA? O YEs ONo
DO YOU DRINK ALCOHOLIC BEVERAGES? JYEs ONoO IF YES, HOW MUCH?
DO YOU HAVE A COLD OR COUGH AT THIS TIME? OYES ONoO

How MUCH DO YOU WEIGH? O LBs. or OKG. DO YOU WEAR CONTACT LENSES? OJYeEs ONo
HAVE YOU HAD GENERAL ANESTHESIA BEFORE? OJYEs (O NoO ANY DIFFICULTIES?
HAVE YOU OR A MEMBER OF YOUR FAMILY EVER HAD DIFFICULTY WITH, OR A BAD REACTION TO, GENERAL ANESTHESIA?
O Yes ONo IF YES, PLEASE EXPLAIN:

IF THE PATIENT EXPECTS TO HAVE A GENERAL ANESTHETIC, [V SEDATION, OR NITROUS OXIDE ANALGESIA AT THIS
VISIT, PLEASE COMPLETE THE FOLLOWING: WHO WILL BEDRIVING YOUHOME?

How LONG AGO DID YOU HAVE ANY FOOD OR LIQUID?

| CERTIFY THAT THE MEDICAL HISTORY | HAVE GIVEN ABOVE IS CORRECT:

PATIENT'S SIGNATURE DATE PARENT/ GUARDIAN SIGNATURE (IF MINOR)

DOCTOR'S REVIEW:

SIGNATURE DATE

CONSENT FOR EXAMINATION AND X-RAYS AND AUTHORIZATION FOR RELEASE

| AUTHORIZE DR. MARCOS DIiAZ TO PERFORM AN ORAL AND MAXILLOFACIAL EXAMINATION AND TO THE
TAKING OF ALL THE X-RAYS REQUIRED AS A NECESSARY PART OF THIS EXAMINATION FOR THE PURPOSE OF
DIAGNOSIS AND TREATMENT PLANNING. FURTHERMORE, | AUTHORIZE THE RELEASE OF ANY INFORMATION
ACQUIRED IN THE COURSE OF MY EXAMINATION OR TREATMENT TO OTHER TREATING DOCTORS AND/OR
INSURANCE COMPANIES ASSOCIATED WITH MY TREATMENT.

SIGNATURE OF AUTHORIZED PERSON: DATE:




OFFICE FINANCIAL POLICIES

THIS FORM HAS TO BE READ AND SIGNED BY THE RESPONSIBLE BILLING PARTY

WE WILL BE SURE TO DISCUSS THE ESTIMATED FEES PRIOR TO THE BEGINNING OF YOUR TREATMENT. PAYMENT OF

FEES FOR SERVICES RENDERED IS EXPECTED AT THE TIME SERVICES ARE PROVIDED. WE ACCEPT:
CASH, VISA,MASTERCARD, AMERICAN EXPRESS AND DISCOVER. NO CHECKS ARE ACCEPTED. PLEASE
ASK US ABOUT FINANCE COMPANIES THAT WE WORK WITH IF YOU ARE INTERESTED IN PAYMENT PLANS.

SINCE OUR PROFESSION IS BASED ON AN APPOINTMENT SCHEDULE, OUR POLICY IS TO CHARGE FOR MISSED
APPOINTMENTS. [F YOUR CONSULT APPOINTMENT IS NOT CANCELLED 48 HRS. (WORKING DAYS) IN ADVANCE A
CHARGE OF $40.00 OR MORE WILL BE APPLIED TO YOUR ACCOUNT. A NON-REFUNDABLE AMOUNT OF $100 OR
HIGHER WILL BE COLLECTED PRIOR TO BE ABLE TO SCHEDULE ANY SURGERY .

INSURANCE (THERE 1S ABSOLUTELY NO WARRANTY OF PAYMENT BY ANY INSURANCE.)

WE FILE INSURANCEASACOURTESY FOROUR PATIENTS. WE WILL ACCEPT ASSIGNMENT OF INSURANCE BENEFITS FOR
CERTAIN PROCEDURES. HOWEVER, WE DO REQUIRE CO-PAYMENTS TO BE PAID AT THE TIME OF SERVICE. WE DO NOT
ACCEPT ANY MEDICAL INSURANCES. ANY REMAINING BALANCE OR NON-COVERED EXPENSE IS THE RESPONSIBILITY OF
THE RESPONSIBLE BILLING PARTY.

COLLECTION OF PAYMENTS

RESPONSIBLE BILLING PARTY INFORMATION
(NOT NECESSARILY THE INSURED OR THE PATIENT, WHOEVER IS RESPONSIBLE FOR PAYMENTS AT TIME OF SERVICE.
ALL BALANCES OR REFUNDS WILL BE SENT TO THIS PERSON):

O SELF O SPOUSE OMOTHER OFATHER O OTHER:

NAME: DOB Soc. SEc. No.

HOME TEL: WORK NO. CELL NoO.
HOME ADDRESS:

CITY STATE ZIP DRIVER’S LICENSE #
EMPLOYER:

EMPLOYER ADDRESS:
I UNDERSTAND THAT | AM RESPONSIBLE FOR ANY FEES/COLLECTION AGENCY FEES OR LEGAL FEES THAT
AACOMS WILL INCUR FOR THE FULL COLLECTION OF PAYMENTS.
IHAVE READ THE FINANCIAL POLICY. |l UNDERSTAND AND AGREE TO EVERY ASPECT OF THIS OFFICE FINANCIAL POLICY.

DATE: SIGNATURE:

(PERSON THAT SIGNS HAS TO BE THE PERSON LISTED ABOVE)

INSURANCE INFORMATION: (THERE IS ABSOLUTELY NO WARRANTY OF PAYMENT BY ANY INSURANCE, INFORMATION WE GET IS WHAT
IS GIVEN OVER THE TELEPHONE.) PLEASE GIVE BOTH YOURDENTAL AND MEDICAL INSURANCE CARD(S) TO THE RECEPTIONIST TO COPY.

MEDICARE PATIENTS:
**WE DO NOT ACCEPT MEDICARE**, PLEASE LET US KNOW IF YOU HAVE MEDICARE BEFORE YOU SEE THE DOCTOR.

INSURED INFORMATION:
(INFORMATION OF THE MAIN SUBSCRIBER TO THE INSURANCE)
O DENTAL O MEDICAL

SELF SPOUSE MOTHER FATHER OTHER
NAME: Soc. SEC No. DOB
HOME TEL: WORK NO. CELL No.
ADDRESS:
CiITY STATE ZIP DRIVER'S LICENSE #
EMPLOYER:
INSURANCE COMPANY: INS PHONE#
PoLicy NoO. GROUP NoO. GROUP NAME:

AUTHORIZATION FOR ASSIGNMENT OF BENEFITS

| HEREBY AUTHORIZE ADVANCED AESTHETIC CENTER FOR ORAL & MAXILLOFACIAL SURGERY TO FURNISH INFORMATION
TO INSURANCE COMPANY CONCERNING MY CARE. | FURTHER HEREBY ASSIGN ALL PAYMENTS FOR
MEDICAL/DENTAL SERVICES RENDERED TO ME, OR MY DEPENDENTS, BY THE ABOVE INSURANCE COMPANY TO BE PAID DIRECTLY TO
AACOMS. | UNDERSTAND THAT | AM FULLY RESPONSIBLE FOR ANY PORTION OF THOSE SERVICES NOT COVERED BY MY INSURANCE
BENEFITS.

DATE: SIGNATURE:

**YOUR ESTIMATED PAYMENT OF FEES ARE EXPECTED AT THE TIME SERVICES ARE RENDERED. |IF THERE AREANY BALANCES AFTER
YOUR INSURANCE HAS PAID WE WILL ONLY SEND TWO STATEMENTS (NO CALLS) OF ANY BALANCE NOT PAID BY YOUR INSURANCE
DURING THE FOLLOWING 30 DAYS. IFNOTPAID BY THE DUE DATE THE ACCOUNTWILL BEAUTOMATICALLY PUTIN COLLECTIONS AND
WE WILL ADD A MINIMUM OF 30% OF THE BALANCE DUE TO THE BALANCE FOR THE COLLECTION AGENCY FEES.

INT.

A 1'2% PER MONTH (18% ANNUAL RATE) FINANCE CHARGE WILL BE APPLIED TO ALL OUTSTANDING ACCOUNTS ON ANY REMAINING

BALANCE NOT PAID BY THE INSURANCE STARTING 30 DAYS AFTER SERVICES HAVE BEEN RENDERED.
INT.



ADVANCED AESTHETIC CENTER
FOR ORAL AND MAXILLOFACIAL SURGERY
CANCELLATION POLICY

A $40.00 FEE WILL BE ASSESSED FOR ANY APPOINTMENT NOT
CANCELLED WITHIN 48 HRS. (WORKING DAYS -MONDAY THROUGH
FRIDAY) OF YOUR SCHEDULED APPOINTMENT. IF YOUR CONSULT
OR SURGERY IS ON MONDAY, WE NEED TO HEAR FROM YOU BY THE
PREVIOUS THURSDAY TO PREVENT THE CANCELLATION FEE
ASSESSMENT. WE ASK THAT YOU PLEASE SPEAK WITH SOMEBODY
AT OUR OFFICE IN ORDER TO ENSURE THAT THE CANCELLATION IS
PROPERLY PROCESSED. WE WILL NOTACCEPTMESSAGES LEFT ON
THE ANSWERING SERVICE ORTHROUGH THE ON-CALL OPERATOR AS
CANCELLATIONS.

IN ADDITION, A NON-REFUNDABLE DEPOSIT FEE STARTING AT
$100.00 WILL BE CHARGED FOR ALL SURGICAL PROCEDURES. WE
WILL INFORM YOU OF THIS CHARGE AT THE TIME OF SCHEDULING
YOUR SURGICAL APPOINTMENT. THERE WILL BE NO REASONS OR
EXCUSES ACCEPTED FOR CANCELLATIONS UNLESS EXTENUATING
CIRCUMSTANCES OCCUR. ITWILL BEUP TO THE DOCTOR TO MAKE
THE FINAL DECISION REGARDING THIS MATTER.

I CLEARLY UNDERSTAND AND ACCEPT
PATIENT’S NAME (LEGAL GUARDIAN)

THESE POLICIES.

PATIENT’S SIGNATURE (LEGAL GUARDIAN) DATE
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