
HEALTH HISTORY

Oep4rtmenl of Oral & MaxllloflllClal Surgery

PAnEHTNAME
______________________ TOOAr5 DATE _

MI Lan

DATE OF BIRTH AGE _ SEX (CIrde) Male Fem_ REFERRED BY _

DESCRIBE WHY YOU CAME TO ntE DOCTOR TOOAY:

All.EAGIES TO:
YES NO

o 0 Penlc:IIlln
D 0 Local AnestheSIa
DO_
D 0 Other

HAVE YOU HAD ANY PREVK>U$:
YES NO

o 0 Operations (Ust Below)

YES NO

o 0 Anesthesia Complications (ExJria!nl

Primary MD Doctorc' Phonec' -j

Phone:

D' specla,ty Phone' -l
Specialty

(Other Doctors)

0,.

Primary Dentist: Phone:
------ '-------1

Ust All The MedlcatlonsJOrugs You Ale ClJITentIy Taldng

, ,
2 •
, 7

• •
HISTORY OF l.LNeSSES:
Y.. No
o 0 ey. f'r\:ltllernI

DO""'""'"'"
o 0 Ear Problems
o 0 SInuIT~

o 0
o 0 0emI PrcJbiernI;

o 0 Heart Trouble

o 0
o 0 MgInII

o 0 Rheumatic Fever

Y.. No
o 0 Heart MooTu

D 0 CorQenbI HMrl DiseaM

D D Heart SlIgety

o 0 PaoemP:er
o 0 Abnormal Hear'! Fttylm1
o D I'tgtl Blood Pressure
o 0 LDw Blood f>reaswe

o 0 Short'Iess 01 Brei"
o 0 Lung Problems
o 0 EmpllyMma

Y.. No Y.. No

0 0 ........ 0 0
_........

0 0 """"" 0 0 F,~~
0 0 .-. 0 0 --0 0 .-"""'" 0 0 """",....
0 0

_...
0 0 ...-

0 0 ""'-" 0 0 ""'''''-0 0 J....... 0 0 ..",.,.,

0 0 s.,;~ 0 0 Clnoer Or To.morw

0 0 Slroke 0 0 RlcIMIon T~t'nenl

0 0 Prolonged Bleeding 0 0 Chernoltlerl~

0 0 Fr~nI Bruising 0 0 PsycNI1rIc IlrIeI_

ADOmoNAL QUESTIONS:

Y.. No
DODo you have clicking or popping of jaw )oint, pain 1'1881 ear,

dltflculty opening mouth, grind or clench l"th?

DODo you smoke or use smokeless lobaooo?

o 0 Ale you on a special diel

o 0 HI'" you taken slerolds INIthIn the last 3 monltls?

Yes No

DODo you wear contact lenses?

o 0 Have you ever laken aoculane?
DODo you have any prosthellc joints?

DODo you or any or your lamI)' members have Sickle cell

Anemia or trail?

OntER ILLNESSES: WOllEN ONLY:
o 0 Ale you pregnant? DaM 01 last menstrual C)lde _

o 0 Ale you on bWth control?

PAnENTOR GUAADIAN'SStGNAlURE:

PH~LAH'SCOMMENTS:

Reviewed by Doctor: Code' Date Relllewed:




