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The Pogue Center                            Patient Information 
Cosmetic, Facial & Oral Surgery  
 
Name:  Mr. / Mrs. / Ms. / Dr. (First)_______________________(MI)____ (Last)______________________________  Date: ___________________ 

 
Date of Birth: ___________________ Age: _____________     Sex: __________ Social Security #: ________________________________ 
 

Home Address: __________________________________________________________________________________________________________ 
   Street     City      State   Zip Code 

Home Phone #: ___________________________________________              Email: _________________________________________________ 
 

Employer: _______________________________________________  Cell/Work Phone #: _____________________________________ 

 
Physician’s Name: ____________________________________ General Dentist’s Name: ______________________________ 
 
Pharmacy & Phone #: ______________________________________           Who referred you to our office? __________________________ 
    

Pharmacy cross-streets: _______________________________ 

 

Please note: Fees for all services are to be paid in full (cash, check or charge) at the time of service, unless other 
arrangements have been made with Mark D. Pogue, MD, DDS, PC. 

 
Person legally responsible for account: ________________________________________  Relationship to patient: __________________________ 
 
Address (if different than patient’s): __________________________________________________________________________________________ 
     Street    City   State  Zip Code 
Home Phone #: _________________________________  Email: _________________________________________________  
 
Employer: _____________________________________       Work Phone #: __________________________________________    

Insurance Information 
* If you have an insurance card, have our front desk make a copy of your card and continue to next section. 

 
Dental Ins. Co: __________________________________  Insured’s Name: ______________________________  DOB: _________________  
 
ID #: ______________________  Group # :________________________  Phone #: __________________________________ 
 
Medical Ins. Co: _________________________________ Insured’s Name: _______________________________ DOB: _________________ 
 
ID #: _______________________  Group # :_______________________  Phone #: _________________________________ 
 

Emergency Contact 
(Please list relative or friend not living with you.) 

 
Name: ______________________________________  Home Phone #: ______________________ Work Phone #: __________________ 
 
Who may we speak with regarding your care?  Name___________________________________Relationship_____________________________ 
 
                                                                                 Name___________________________________Relationship_____________________________ 

 May we leave a message on your voicemail regarding your care? (results, appointments, treatment plans) Check for yes  
By Initialing below, I acknowledge that I understand and consent to the following two paragraphs of information. 
 
To our Patients with Insurance: 
Unless otherwise noted, this office does not contract with your insurance company. If the customary charges are more than the benefits of your 
insurance carrier allows, you are financially responsible for the difference.  I authorize Mark D. Pogue, MD, DDS, PC to receive assignment of 
insurance payments.  I understand that a finance charge of 1.5% monthly (18% APR) will be added to my outstanding account balance after 60 days.                                                                                               
             ______Initials                                                                               
Consent to Release Protected Health Information: 
Mark D. Pogue, MD, DDS, PC is hereby authorized to use and disclose any protected medical/dental or incidental information to carry out treatment, 
billing or healthcare operations. Please refer to the “Notice of Privacy Practices for Protected Health Information” for a complete description of the 
potential uses and disclosures of your protected health information.  You have the right to fully review this notice before signing below.                                                                             
             ______Initials 
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Medical History     Height: _____________        Weight: ______________   
  
Circle yes (Y) or no (N)      All answers are kept confidential 
Y N  1. Are you in good health? . . . . . . . . . . 

Y N 2.  Are you under a physician’s care for a particular problem?  For What? _______________________________________ 

Y N 3.  Have you been a patient in the hospital during the last 5 years? For What? ____________________________________ 

Y N 4.  Have you had any adverse effects from previous medical or dental treatment? What? ____________________________ 

Y N 5. Do you have problems (pain/popping/clicking) with your jaw joints (TMJ)? What? ______________________________ 

Y N 6.  Have you ever had excessive bleeding requiring special treatment?  . . . . .            

Y N 7.  Have you or any family members had a problem with local or general anesthesia?  . . . .  

Y N 8.  Are you allergic to any medications? Please list: ________________________________________________________ 

Y N 9.  Have taken any of the following medications (known as “bisphosphonates”) for osteoporosis or some types of cancer 

   Fosamax, Actonel, Boniva, Didronel, Aredia, or Zometa   . . . . . . . 

Y N 10. Do you smoke cigarettes/cigars/pipe or chew tobacco? . . . . . . .     

Y N 11. WOMEN:  Are you or might you be pregnant? . . . . . . .  

Y N   Are you planning to become pregnant within the next 3 months? . . .  

Y N   Are you breastfeeding?  . . . . . . . .  

12. Please list all surgeries or operations and year performed:__________________________________________________________ 

____________________________________________________________________________________________________________ 

13.  Please list all medical conditions or illnesses: ___________________________________________________________________ 

____________________________________________________________________________________________________________ 

14.  Please list all medications presently being taken, (include dose and frequency) _________________________________________ 

____________________________________________________________________________________________________________ 
 

Circle any of the following that you have had or have at present and are not listed above:  
 

Heart Failure  Kidney Trouble   Arthritis    Cold Sores 
Heart Attack or Angina Ulcers    Rheumatism   Epilepsy or seizures 
High Blood Pressure Emphysema   Steroid medicine   Fainting or dizzy spells 
Heart Murmur  Tuberculosis   Lupus    Psychiatric treatment 
Rheumatic Fever  Asthma    AIDS    Sickle cell disease 
Congenital Heart Defect Hay Fever   HIV    Glaucoma 
Artificial Heart Valve Sinus Trouble   Hepatitis or Liver disease  Reaction to latex 
Heart Pacemaker  Diabetes    Jaundice    Reaction to iodine 
Artificial Joint  Porphyria    Blood transfusion   Irregular heart beat 
Cancer   Thyroid Disease   Malignant Hyperthermia  Stroke 
Anemia   Radiation or X-ray Treatment  Drug Addiction or Alcoholism Bleeding Disorder 
Swollen ankles  Chemotherapy (cancer, leukemia) Infections from methicillin  Anxiety 
        resistant staph. aureus (“MRSA”) 
Other __________________________________________________________________________________________________________________ 
 
By signing below, I agree to the following statements: 
 

1. I have read and completed this medical history form with complete, true and accurate information. 
2. If I ever have any change in health, or medications, I will inform the doctor at the next appointment without fail.  
3. I have received a copy of the “Notification To Patients” form.   
4. I have received a copy of the “Notice of Privacy Practices for Protected Health Information” form.  
5. I have been given the opportunity to ask questions about the two practice notices (#’s 3 and 4 above). 

 
Date____________________ Patient or Guardian Signature___________________________________________Dr. initial_______ 
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