TRI-STATE ORAL & FACIAL SURGERY

MEDICAL HISTORY FORM

Name: Chart # (Office use):
Date: Sex:M/F Height: Weight:
For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.
I =Y o 1U T o To Lo g =T 4 PR Yes No
2. Has there been any change in your health in the past Year? ..........cooccciiiiiiiie e s e eeeeeeeeeneeees. YES  NO
3. My last physical exam was on / /
4. Are you now under the care of @ PRYSICIANT .......oviii i e e e e e e e e e et r e e e e e e e e e s s nnnrenneees Yes No
If so, for what condition?
5. The name and address of my physician is:
6. Have you had any serious illness or hospitalization within the past 5 years? ............. e <111 nnneeeee YES  NO
7. Have you had any significant operation(s) or procedures requiring sedation or general anestheuc'? cereeees s Y€S NO
If so, please list
8. Do you have or have you had any of the following diseases or problems?
a Damaged heart valves, artificial valves or heart MUIMUL ...........uuiiiiiiiiee e e e e e e s ssserr e e e e e e e e e e ennes Yes No
D. RNEUMALIC HEAI DISEASE .....eiiiiiiiiiie ittt ettt ettt e e s sttt e e e sttt e e e s ea bttt e e s s abee e e e s abteeeee e abbeeeeesasbaeeeessnbbeeeeenane Yes No
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis.
(o= 1) Ao ] 1 g 1= gl YT T oo o 1170 o PP Yes No
I @ 1= o T= 1 IR To =3 (=1 10 0 PSR Yes No
2. Shortness of breath after Mild EXEICISE? ........iii i sttt e e s abbeeeeeaes Yes No
3. DO YOUN ANKIES SWEII? ...ceiiee ettt e e e e e e s e e e et e e ee e et e s et mmmmemm——————— s st e b aeeeeeeeeeeeesanannnrrne Yes No
(o TS U RS 10101 o] L= o] gl F= Y 1= =T PR Yes No
e. Respiratory problems, emphysema, bronchitis, asthma, etC. .........ccccoiiiiiiiiii e Yes No
f. Liver disease, hepatitiS, JAUNGICE .........coiiiiiiiiiiiiie et e e e e e s e s et e e e eeeaeeseas s anan s e eaeeeeeaeeessnannnnrnsnnnneneees Yes No
Lo TR o [ T= Vo 1T T SR Yes No
TR I 1= o1 =2 PO PRPPPTPPPRIN Yes No
I PANCIEALIC ISEASE .....eeeiieiiiiiiiie ittt ettt et ettt e e ettt e e s e bbbt e e e s st bt e e e 4 s et ammmmeeeaammmn s be e e e e ansbeeeeeannbbe e e e e anbbeeeeennnnes Yes No
j- Stomach ulcers, acid refluX, OF COILIS ... ...iiiiiiiieiii e s e e e e e e s s s s ar e e e e e e e e s s s annnnrnaanereeeaeeaeean Yes No
SO I )Y/ oo o 11T =TT o T =] PSSR Yes No
IR €= 1H oo 3 o T- N PP PRP Yes No
m. Seizures, convulsions, epilepsy, psychiatric treatment or other nervous disorder ............cccccvveeeeieeeeeceeccccvvneeeeeen. Yes No
n. Bleeding disorder, anemia, bleeding tendency or blood transfuSioN ...........c.ueeiviiie e Yes No
Lo T N 4 {0 111U PRP Yes No
p. Clicking or popping of jaw joint, pain near ear, difficulty opening mouth, grind or clench teeth ..............cccceeeeeee.. Yes - NO
g. Implants (Heart Valve, Pacemaker, Hip, KNEE) .......uuiiiiiiiiiiiii it e ettt e e mmmmmmmennmee e e e e e e e e s e annnnnnnees Yes No
[P 07 T (o = PO EP P PP PPPPR Yes No
s. Radiation (X-ray treatment for cancer) in head and NECK re€QioN ..........ccceiiiiiiiiiiiiiiicce e eeer e Yes No
t. Chemotherapy for the treatMeENnt Of CANCET ..........uuuiiiiiiie e e e e s emmme e e e e e eeeees b areeeeeeeeeeesannnnes Yes No
u. Any disease, drug or transplant operation that has depressed your immune system .............ccccececvvvieeeeeeeeeennnn. Y€S - NO
V. Recurrent infeCtions Of @ny KNG ...........ooi i e e e e e e e s sommmmneeeeeent e e e e e e e e e e e s sannnnnrarnneereaaees Yes No
W. RECUITENT MOULN UICEIS ...ttt ettt sttt e e s s h bttt e e e s bttt e e s e aa b e e e e e anbe e e e e e anbbbeeeesanbeeeeeesnnnneeeens Yes No

PLEASE CONTINUE TO THE NEXT PAGE



9. ARE YOU TAKING OR USING ANY OF THE FOLLOWING:

= T AN 01 1] oo o= PP Yes No
b. Anticoagulants (BIOOO THINNEIS)? .....eeeiiiiieeeiii ittt e e e s e s s r e e e e e e e e s s s saa e b e eae e e s Smmmmmmmmmmen s seeeeeeaeaeeesseannnsnnes Yes No
c. Aspirin or drugs such as Motrin, Ibuprofen, Or AIEVE ...........euvieiiiiieee i o e e e e e eeeeeeeeee. YES NO
€. High Blood Pressure MediCatiONS? ..........uuueiiiiiieiiiiiiiiiiiiiie et et e e e s e s s st eereeae e e s e s ss s eeeeeeeseaasaaseseeeeeeaeeessnannnnnes Yes No
LIS ] (=] 100 PP PP OTPPRPPPPPRPN Yes No
h. Insulin or Oral ANti-DIabEtiC AIUQGS? .....uuuririieiiiiie e e e e ee e e e e s e s e s e e e e e e e e e s s s s mememmem————— e e s e s ensennrennneeaeeeeeas Yes No
TR I = 1 o [UT ] 2= SRR Yes No
[T oY= o ) (= To I8 od 1o g T o 11 S0 o 1= A= £ USRS Yes No
k. Vitamins, Herbal remedies (ginko biloba, ephedra, ginseng, etc.) or other supplements? ...........ccccceeee s ccmmmmemenn . YES - NO

Please list all current medication (or provide a copy):

10.Are you allergic to or have you had a reaction to:

= T I Tor= | BT a1t =) (ol PSPPSR Yes No
b. Penicillin, Amoxicillin, Cephalosporins or Sulfa MediCations .............c.uuuiiiiiiiei e ceeeererreere e Yes No
(o ® 11 [=T =0 1] o o= PR PPPRO No
d. Barbiturates or sleeping pills No
Lo N o1 o S No
PR o o 11 = PSPPI No
(o TR @doTo (=T aT= TN o g 0] 1 1= T gl g -V o 0] 112 PRSP No
T = 1 (=t TG (1] 0] 0 T= Tl o] o o U T PSSR Yes No
(T ® 10 1=1 7Aoo To ER (=T T ST Y0¥/ o 1= = 0 FS T = o SRR Yes No
12. Have you had any serious trouble associated with previous dental treatment? ..........cccccceeveree e ccccccerrrreeee e, Yes No
If so, explain:
13. Do you have any other condition or disease you think the doctor should know about? ............ccccceeeveii e, Yes No
If so, explain:
14. Do you smoke or chew tobacco? If so, how much per day and for how long:
15. Do you wish to talk with the doctor privately about anything? .........eeeeeiiiiii i ceereeeenmnn e e Yes No
FEMALES ONLY
16. Are you pregnant or is there any chance you might be pregnant? ... e s e e e ernneee e e e ennnes Yes No
A A Yo T I T 67T PR Yes No
18. Are you taking Dirth CONLIOI PIlIS? .....eevie i e e s e e e e e e e s emmmmmmmmm——nr e e e e e e e e s e s snnsnnteaneeeeaeeeeesannnnns Yes No

If you are using Oral Contraceptives, it is important that you understand that antibiotics (and some other medications) may arfere
with the effectiveness of oral contraceptives. Therefore, you will need to use mechanical forms of birth control for one contgpteycle
of birth control pills, after the course of antibiotics or other medication is completed. Please consult with our physician farther

guidance.

Chief Dental Complaint:

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set toatredimen
answered to my satisfaction. | will not hold my dentist, or any member of the staff responsible for any errors or onaiskinay trave
made in the completion of this form.

Date: Patient’s Signature:




