
Please complete the following 3 pages of new patient forms with 
as much information as possible.  This helps us speed up the 
processing of your paperwork and hopefully reduce your wait 
time the day of your appointment.  These forms are PDF fillable 
and can be emailed back to: 
megan.atkins@monesmithandwood.com.  Please remember to 
bring along any insurance cards (medical and dental), as well as a 
photo ID and a list of any medicines.  If you have any questions, 
please feel free to contact our office at 812-482-2280 and 
someone will be able to assist you.  We look forward to meeting 
you and caring for your oral surgery needs. 

The Office of Drs. Monesmith & Wood 

mailto:megan.atkins@monesmithandwood.com


Preferred Pharmacy ______________________________________________________  Phone #:______________________________



Medical History
(please mark yes or no for each question)

Patient Name:

Reason for today’s office visit:

Are you in good health?
   Yes      No Notes

   Yes      No Notes

   Yes      No Notes

   Yes      No Notes

Height   Weight    Age
Have there been any changes in your general health in the past year?
Are you under the care of physician?

Please indicate if you have had any of the following conditions:

Do you need to premedicate with antibiotics prior to any dental work or surgery?
Are you currently taking any drugs or medications?

 If yes - Please list

Do you have any other conditions or problems we should know about prior to treatment?
 If yes - Please list

Do you have any history of family diseases that we should know about?
 If yes - Please list

Have you ever had any adverse reaction to an anesthetic?
 If yes - Please list

Have you ever had or been treated for clicking or pain in your jaw joint (TMJ)?
 If yes - Please list

Have you had any unusual problems with previous dental work?
 If yes - Please list

Have you ever been prescribed any of the following drugs: Fosamax, Aredia or Zometa?
Have you ever been treated for or are you taking medication for osteoporosis or any 
other condition resulting in loss of bone density? 
Is this visit a result of an accident?

 If yes - Please list
Do you smoke, vape or use tobacco products? 
Have you ever taken diet pills (such as Fen-Phen or Redux)?
Are you taking any herbal medications (such as St. John’s Wort)?
Women:  Are you taking birth control pills?

 Are you pregnant?
 Are you nursing?

Heart disease  Anemia
Chest pains  Bleeding problems
Heart murmur  Stomach ulcers
Mitral valve prolapse  HIV or AIDS
Rheumatic fever  Cancer or tumors
High blood pressure  Radiation treatment
Artificial heart valve  Chemotherapy
Pacemaker  Hepatitis or jaundice
Stroke  Diabetes
Glaucoma  Thyroid disease
Fainting spells  Kidney disease
Asthma  Arthritis
Lung disease  Artificial joints
Tuberculosis  Seizures (epilepsy)
Hay fever/sinusitis  Swollen ankles
Shortness of breath  Liver disease
Snoring or sleep apnea  Alcohol/drug abuse
Delayed healing  Psychiatric disorder

 If yes, date of last visit             For what are you being treated?
Have you had any serious illness, operation or been hospitalized?

 If yes, please explain:
Are you allergic to anything (such as latex, tape, antiobiotics, pain medications)?

 If yes - Please list

First MI Last Nickname

Have you been out of the country in the last 21 days?        q Yes         q  No
I hereby certify that the above information is accurate and complete to the best of my knowledge _______________________________________ Date: ____________________

      Patient / Parent or Guardian Signature Dec 20



                 Monesmith & Wood Oral and Maxillofacial Surgery, P.C. 

  CONSENT FOR USE AND DISCLOSURE 
        OF HEALTH INFORMATION 

I, ___________________________________, have been given and have 
reviewed a copy of the Monesmith & Wood’s  Notice of Privacy Practices.  I 
understand that my signature on this form gives my consent for my protected 
health information to be used for the purposes of :  TREATMENT, 
PAYMENT, HEALTHCARE OPERATIONS. 

I also acknowledge with this consent, that the office of Dr.’s Monesmith & 
Wood may call (leaving messages on voice mail, answering machine, or in 
person) or mail to my home or other alternative location, any healthcare 
operations such as :  APPOINTMENT REMINDERS;  INSURANCE 
ITEMS;  PATIENT STATEMENTS;  REQUESTS TO CONTACT 
THE OFFICE;   INSTRUCTIONS, OR OTHER REPLIES AS 
REQUESTED BY THE PATIENT. 

I have the right to revoke this Consent at any time by giving written notice.  
I understand that revocation of this Consent will not affect any action that 
was previously taken in reliance of this Consent.   If I refuse to sign this 
Consent, or later revoke it, Dr.’s Monesmith & Wood. may decline to 
provide treatment to me. 

SIGNATURE of Patient/Parent/Guardian                 PRINTED Name of Patient/Parent/Guardian 

_____________________________________________________________________________ 

Date_____________________ Witness_______________________________________ 

(The office of Dr.’s Monesmith & Wood reserves the right to revise its 
Notice of Privacy Practices at anytime.  A revised Notice of Privacy 
Practices may be obtained by forwarding a written request to this office.) 
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