PALMETTO ORAL
AND
MAXILLOFACIAL SURGERY

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 kept confidential.

o oD~

©oNo

Are You iN gOOT NBAINT .......cuiiiiiiiiiiciiccee e Yes[ ]No[ ]
Has there been any change in your health in the past year?.........cccoovveeeieiiiiiiiiiiieee. Yes[ ] No|:|
My last physical exam was on / /

Are you now under the care of @ PhYSICIANT.........ccveeeeeieeee e Yes[ | No[ ]

If so, for what condition?

The name and address of my physician is:

Have you had any serious illness, operation or hospitalization within the past 5 years?... Yes[ | No[ ]
Have you had an artificial joint replacement (knee, hip, shoulder, etc.)? ........cccceevvieennee Yes[ ]No[]
Are you taking or have you ever taken Bisphosphonates for osteoporosis or

chemotherapy for multiple myeloma or other cancers (Reclast, Fosamax, Atonel, Yes[ ] No[]
Boniva, Aredia Or ZOMETA) 2......eeeiiiiiieeeee e

Are you taking any medicine(s) including diet pills, non-prescription, vitamins,

homeopathic Or NATUFAl FEMEIES? .........oeeeeeeeeeeeeee ettt Yes[O] No[O]

If so, please list:

10. Do you have or have you had any of the following diseases or problems?

a. Damaged heart valves, artificial valves or heart mMUrmMUr...........c.ccooveeeveeieeeieeeeeeeen. YesH NOH
b. RheumatiC HEart DISEASE ........uuuuuuuuiiiiiiiiiiiiiiiiiiiiiittiieteeaeseaeaseseaasssssessesssasansssssnssssnnnnnes Yesl_INo
c. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
or any Other NEArt CONAItION.............c.cveueeeeeeeeeeee ettt Yes[INo[]
1. Chest pain UPON EXEItIONT .........cvceeeeeeeeeeeeeeeeeeeeeeee et e e e eneeeeneas Yes[_INo[]
2. Shortness of breath after Mild @XErCISE?.......covevveveeeeeeeeeeeeeeeeee e, Yes[I1No[]
3. DO YOUr ANKIES SWEII? ...t Yes[CINo[]
(o TR 1T o 1TSS Yes[_|No[]
€. SINUS TOUDIE ...t e e et e e eae e e eaeeeeaeeeneas Yes[1No[]
f. ASTNMA OF NAY FEVET ... e e e e e e naeeeeeenes Yes[1No[]
g. Fainting SPEIIS OF SEIZUMES ....ccueeie ettt e e e e e nnee e e enneeas Yes[1No[]
TR I =T o= (= S Yes[1No[
i. Hepatitis, jaundice Or IVEr diSEaSE ........ccouuieiiiiiiee e Yes[1Nol[]
J. Frequent Or reCUrring MOULN SOTES .......uuuuiuiiiiiiiiiiiiiiiiiiiieiieeeeeaeeseeeeeesessssssesssssnsssssssnsnnes Yes[1No[]
K. TRYroid ProbIEMIS ......cooiii e e e e e e e e e ennee e Yes[1No[]
[.  Respiratory problems, emphysema, bronchitis, etC...............uuviiiiiiiiiiiiiiiiiiiiiiiiiiis Yes[CIJNo[]
m. Arthritis or painful, swollen joints including jaw joint (TMJ).......oooiiiiiiieeee. Yes[1No[]
TR O 1] (=TT oo ] (013 - Yes[1No[]
0. Stomach ulcer or hyperacidity ..........oooi i Yes[CINo[]
T T T AR (0T o] SRRSO Yes[C1No[]
O TUDBICUIOSIS ...ttt ettt ettt ettt e et e et e et e eae e e aae et e snseeseeseenseeseeaneenseenseas Yes[I1No[]



r. Persistent cough or cough that produces blood ...........c.ueiiiiiiiiiiiii Yes[1No[]
S. Persistent swollen NeCK glands ........ccocuuiiei i Yes[CINo[]
O 01V o] (o Yoo N o T{ ==Y U = SR Yes[INo[]
u. Epilepsy or neurological diSOMTEN .........oviieiiiiiiieee e Yes[1No[]
(V2 071 ot =Y SRRSO Yes[CINo[]
w. Any disease, drug or transplant operation that has depressed your immune system .. Yes[1 No[]
11.Have you had abnormal bleeding? ........oo i Yes[INo[]
a. Have you ever required a blood transfusion?.............coooveiiiiiiiieee e, Yes[CONo[
12.Do you have any blood disorder suCh as anemia?..........ccccoveeeiiieeiniiee e Yes[LINoL]
13.Have you ever had treatment for a tumor or growth? ..o Yes[INo[]
14. Have you had radiation therapy to the head, neck or Jaws?........cooooiiiiiiiiiii e, Yes[INo[]
15. Are you allergic to or have you had a reaction to:
Q. LOCAl ANESTNELICS ....ueeiiiiiiiee e e e e Yes[CINo[]
b. PeniCillin or @antibDiOtiCS .....cciiiiieeeee e Yes[C1No[]
(TS TU 7= W [ 18 T T PR Yes[INo[]
d. Barbiturates or SlIeeping PillS .....coeeeieiiiieee e Yes[CINo[
LT X [ ] o SRR Yes[INo[]
TR oo [T = TSSOSO Yes[1No[]
g. Codeine or Other NAICOLICS ...ooiiiieie e e Yes[CINo[l
(TR =1 (=) Qo T (U] o] oT=T gl oo o [V T £ SRR Yes[C1No[]
R © ) 1 =T PP Yes[INo[
16.Have you had any serious trouble associated with previous dental treatment?................... Yes[CINo[]

If so, explain:

17.Do you have any other condition or disease you think the doctor should know about?........ Yes[1No[]
If so, explain:
18. DO yoU SMOKE OF CNEW TODACCO? ....eecuiieiiiieciiecieeeiee et et tee et et e e e s e e neeeneas Yes[INo[]
How much?
19. Is there any past history of alcohol or chemical dependency or emotional disorder
that may affect the care we provide YOU?.........coooeiiii i Yes[C1No[]
20.Are you wearing CONTACE IBNSESY ... oo it e e e e e e e neeeeeeeaas Yes[C1No[]
21.Are you wearing removable dental applianCes? .......couveiiiiiiiiiiiiiie e Yes[INo[]
22.Do you wish to talk with the doctor privately about anything?...........coooiiii s Yes[I1No[]
Women
20.Are you pregnant or trying to become pregnant ... Yes[INo[]
21.Do you have problems associated with your menstrual period?............ccccoeeiiiiiiiiiiiiineens Yes[INo[]
P22 = Yo TU N o101 1T SRR R Yes[INo[]
23. Are you taking birth CoONtrol PillS? ... ... e Yes[1No[]

Chief Dental Complaint:

| have read and understand the above. Any questions | had about this form have been answered and |
understand the answers. | understand it is my responsibility to fill out the form correctly and
completely.

Date: Patient’s Signature:
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