SOUTHEAST ORAL and MAXILLOFACIAL SURGERY HEALTH HISTORY

Welcome to our office. Please take a few moments to complete thisform. Thiswill help us get to know you better, so that we may
provide the best care for your particular needs.

Name Birthdate Age
Reason for your visit
Yes No
W N (=R Yo UM aNe ToToTo W a7== i T a0 AR a a
Are you Now under the Care Of @ PNYSICIANT.......c.cci it sttt st e e e b e e e ae st e ne et e e ete e eneseeneseeneaes a a
If so, what condition(s) is being treated?
If you use tobacco (smoke/smokeless), indicate how much.
If you drink alcoholic beverages, indicate how much.
If you are pregnant, please give the due date.
Do you have or have you had any of the following?
Yes No Yes No
Marked Weight Change.........cccccceevvenecieneseesesienenn, a a Chest pains/discomfort ..........cccceeeevevenecieceseeenne, a a
Eruption (rash) hiVes.........ccocoeivninnnenreeereeene a a Heart attack/trouble...........ccooveeevivceeiiecececeies a a
GlalUCOMAL.....ccvieeeiereecesees e a a Irregular heart beat.........ccccoeveveececcceeeceee e, a a
Hearing Problems..........ccccev e a a Heart MUIMUL ..o a a
SINUS Problems ... d d Heart valve problems.........cccoeeveenneencnincnerenenes d d
SEFOKE ..o d d High blood pressure.........cooeeveeneneeenesieenerienes d d
HEadaChes........ccoeece e d d PaCemMaKer .......cccovvreeee s d d
ConvulSIONSEPIEPSY ..o a a HEAI SUFQENY ...ccveveeeteeee et a a
NUMbBNESTINGIING.....coeieeeree e d d Hepatitisg/liver problems...........ccccoeenreienncicnnene, d d
Psychiatric treatment .........cooeeerreeenneicrree e d d Immune problems.........coceeriennrec e d d
TUDEICUIOSIS. ... d d Stomach/intestinal problems...........ccccvieineenne d d
EMPhYSEMaL.....ccoieieeeecereree e a a Kidney diSEase.......ccccevevieeeeccece s a a
ASEMAL....e e d d Venereal DISEASE.......ccoveuinererieeriniee e d d
Shortness of breath ..o a a Excessive bleeding/bleeding problems.................. a a
DIBDELES.....ceeeeeeee e d d ANBMIA ettt d d
Thyroid condition .........cccceeveieveceeienece e, a a Blood transfuSion..........cccceevieceeeeenee e a a
Rheumatic fEVES ..o d a Radiation therapy .........cocovreeenneerneesereeesesiees d a
Arthritis/rheumatiSm........c.oeerreirreeeeereeeee a a TUMONS OF GFOWENS. ... a a
Artificial JOINtS......ccovveee e a a (00 Tor = RSP a a

Please list all medications and supplements you are currently taking.

Areyou allergic to any medications? If so, please list.

(continued)



Have you ever had surgery or a serious medical illness? If so, please describe.

Isthere any disease, condition or problem not listed that you think we should know about, or is there any activity your doctor says you

cannot do? If so, please explain.

Physician’s Name

Dentist’s Name

Does dental treatment makeyou nervous? No
Do you have any of the following problems?

Yes No
Burning tongUE/IPS ........cueeereeererinieeseeeres e a a
Frequent blisters, lips/mouth...........ccccoiiinniinneens d d
Periodontal (Qum) diSease........cccoeevevereeerecesereenenn, a a

If there are any changes, please inform our office as soon as possible.
To the best of my knowledge, my answers are true and correct.

Signature of Patient, or Legal Guardian

Slightly

Phone #:
Phone #:
Moderately Extremely
Yes No
Difficulty opening or closing jaws........ccccecererenne. a a
Clicking/popping JaW.......cccceeeenerineereeneseeeeee d d
Clenching/grinding ........cccoeceeeevevnienence e, a a
Date




