Stateline Oral & Maxillofacial Surgery, PC
MEDICAL HISTORY FORM

Name: Date:
Date of Birth: 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.
1. Are YOU iN QOOM NEAITNT ...t bbbt h bbbt b et h e e E bt b e b e s b e bt nb e s e eb e nb e s e ebenb e st ebenb e ebenrenea Yes No
2. Has there been any change in your health in the PASt YEAI? ..o s Yes No
If so, please explain:
3. Are you now under the care 0f @ PRYSICIANT .........ciiiiiiii ettt b ettt bbbt Yes No
If yes, for what condition?
The name and address of my physician is:
Please list the date of your last physical examination:
4. Have you had any serious illness, significant operation or hospitalization within the past 5 Years?........c.ccccoovevvierenninennnn. Yes No
5. Do you take blood thinniNg MEAICALIONS? ..........eviiiiiiii ettt bttt bttt e bbbt ens Yes No
6. Are you taking any MEAICATIONS? .....coiiiiiiitiitiiitet ettt bbb bt bbb bbb bbb bt e bbbttt b bbbt b e s Yes No
(this would include all non-prescription, homeopathic or “natural” remedies including diet pills)
If Yes, Please list ALL medications:
7. Are you allergic t0 any MEAICATIONT .........ociiiiiiiiiir ettt b bbbt b ettt b bbbttt nn s Yes No
If so, please identify your medication allergies:
B, LOCAI ANESTNELICS ... cveveeeteiee ettt e bttt bbb b b e bt bR Rt bR R b bRt bbbt bbbt bt b Yes No
D, PeniCIlIIN OF @NTIDIOTICS ....veieiec bbb bbbt b e bbbttt b e Yes No
(o111 | - o | £ o OO OSSP SU TSRO Yes No
d.  Barbiturates or SIEEPING PIIIS ..o bbbttt bbb Yes No
B ASPITIN Lttt bbbt R e Rt E e £ R e R R e R e R e R R R e AR R e e R e R e R e R e R e R e ARt e Re bt e bt bttt be e Rt e e Yes No
LS o o 1TSS Yes No
0. COUBINE OF OTNEE NAICOTICS ...ttt bbb bbbk etk b stk b Rtk bbbt b e bbbt b ettt et Yes No
. LGtEX OF FUDDEE PIOUUCTS......c.eitiieiiitiie ettt bbb bbb bbbt b bbbt bbb b sttt Yes No
i. Other, please list:
8. Do you have or have you had any of the following diseases or problems?
a. Hearttrouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
OF ANY OLhEr NEAIT CONAITION ..ottt et bbbt b e bbb e bt eb ettt b e et bbbt st Yes No
1. ChesSt PAIN UPON EXEITIONT .....iiiiiitiieiiiitiitei ettt ettt bbb bbbtk b st b b st b bbbt b e b et et bbb Yes No
2. Shortness of breath after MIld EXEICISE? .......ovciiiiiiie bbbt Yes No
3. DO YOUF GNKIES SWEIT? ...t bbbt b e bbbt b et b et ettt b e Yes No
b. Seasonal, environmental Or FOOU QHIEIGIES ... ..vcvverieieie ettt et sresre s e ena e e e seenrenes Yes No
Lo 13 10T 1 {0 o] -SSR SS T Yes No
A. ASENMA OF DAY FEVET ...ttt bbb bbb Rt b bRt e bt b e st ekt e bt e bt b et et e et et be st e Yes No
€. FAINEING SPEIIS OF SEIZUIES .. ... cieitiieitite ettt ettt et b e et b ettt b e e e bbb e bt e bt e bt e be e e bt s be st e st et s ee st e e Yes No
LT DT o (S Yes No
g.  Hepatitis, JaUNGICE OF TIVEE QISEASE ......c.eiviiieiitiietiie bbbttt b et b ettt bbbt Yes No
h.  Frequent OF FECUITING MOULN SOTES ......c.iitiiiietiite ettt ettt ettt ettt b bt b et b et enenae it enes Yes No
[T 0177 (1o o] £0] o] [<1 1 1SS Yes No
J-  Respiratory problems, emphysema, BrONCHILIS, ELC. ........ccoiiiiiiiiiiree et Yes No
k.  Arthritis or painful, swollen joints including jaw JOINE (TIMJ) ....cviiiiiiiiee s Yes No
I, StomMACh UICEr OF NYPEIACIAILY ....c.eiviieiiitiieeieete ettt ettt b et b et s e st s bt enes Yes No
L T 10T o LT OSSO Yes No
TR IV 0T o] o £SO Yes No



0. Persistent cough or cough that produces DIOOM.............co.oiiiiiiii e Yes
P.  Persistent SWOIEN NECK GIANGS..........oviiiiiii ettt b e bbbt b et e b et sbeebe s beebeene e e e besaeneas Yes
o R oLV o] (o oo I o] (=TS TSROSO URRUPP Yes
r.  Epilepsy or NEUrOIOGICAl QISOTUE ..........ciiiiiiiitiietiet ettt bbb bbbt b bbbt bbbt e Yes
S.  Are you taking vitamins or NOMEOPALNIC FEMETIES .........cuiiiiiiieie bbb Yes
T HISTORY OF CANCET ...ttt bbb bbb e bt b e bt bbb e b b e bt e b e b e b e e bt e bt e bt e bt e bt et e b e b e bt b Yes
u. Any disease, drug or transplant operation that has depressed your immune SYSTEM .........c.ccovveieierene e s Yes
9. Do you have an artificial (implanted) JOINT? ........oiiiiiii bbbt Yes
If so, please list the joint with the date of surgery:
10. Have you had abnormal DIEEAING? ........ecieieiie ettt e e b e e st e s besteeae e s e e e e eese e tesreaneeneenseeeneenras Yes
11. Do you have any blood disorder SUCh @S @NEMIAY.........ccuciuiiiiiiii it ra e s et e aeseestesneanee e e b e seeneenras Yes
12. Have you ever had treatment for a tUmor OF QrOWEN?..........couiiiii i re e sre e Yes
IR T I To Y 10 I 440 -SSR Yes
If so, please check # of packs per day and list years of smoking: Oone Otwo Othree  packs per day for years
14. Have you had any serious trouble associated with previous dental treatment? ..........c.ccooevieieiieiie e Yes
If so, explain:
15. Do you have any other condition or disease you think the doctor should Know about?...........cccecveieiiiiievieese e Yes
If so, explain:
16. Are YOU WEAING CONLACT IBNSES? ... .iiuiiiiieiiieiieiee ittt sttt e e st e st e s teesbe et e eseeeasesae e te e teenteasaessaesseesaeeseeneeanseansenneenreens Yes
17. Are you wearing removable dental QPPIIANCES? ..........cviiiiiiiie et e e e re e re e re e b e nraenraen Yes
18. Do you wish to talk with the doctor privately about anything?..........ccooiiie i Yes
Women
19. Are you pregnant or trying t0 DECOME PIEONANT........c..eiiiiiieiiti ettt b ettt sr et sb et et bt et e sb et ebesbe e ebesre e Yes
20. Do you have problems associated with your menstrual PEFIOU? ..o Yes
21, AATE YOU NUISING? ..ttt ettt et et b et b bbbt eb e e s bt b e s e b eb e s £ b e b e s e e b e H e e e b€ 4 b e st eb €4 bt b e b £ e b e e eb £ e b e b e bt e b e b e bt e bbb e et et en et et enes Yes
22. Are you taking Dirth CONIOL PIIIS? .......oiuiiii bbbt b et b ettt b e Yes

Chief Dental Complaint:

No
No
No
No
No
No
No
No

No
No
No
No

No

No

No
No
No

No
No
No
No

I certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have
been answered to my satisfaction. | will not hold the surgeon, or any member of the staff responsible for any errors or omissions that |
may have made in the completion of this form.

Date:

Patient’s / Guardian’s Signature:

FOR COMPLETION BY THE DOCTOR
Comments on patient interview concerning medical history:

Anesthesia Risk Assessment: ASA | | 1l

Date:

Doctor’s Signature:

Medical History Updates:

Date

Comments Signature

11/2010 ksr



