MEDICAL HISTORY FORM

Name: Date: Home:
Address: Zip Cell:
Date of Birth: SS# Sex: M/F Height: Weight: __
Email Address:
Is someone with you today? Name:
For the following questions, circle yes or no, whichever applies.
Your answers are for our records only and will be kept confidential.
1. Has there been any change in your health in the pastyear? ...................... Yes No
2. My last physical exam was on L e ek e
3. Name of Medical Physician
Conditions being treated for? MG ASA oM
4. Have you had any serious illness, operation or hospitalization? ...................... Yes No
If so, please list
5. Do you or any family member have a history of problems with anesthesia? .......... Yes No
6. Have you had an artificial joint replacement? (knee, hip, shoulder, etc) .............. Yes No
7. Are you taking or have you taken Bisphosphonates for osteoporosis or
chemotherapy for multiple myeloma or other cancers (Fosamax, Actonel,
Boniva, Reclast, Aredia or Zometa)? .. ... e Yes No
8, - Are you taking any MedieeS) .. ... ccvwiinnoviin v sys s e s Yes No
If so, please list:
9. Pharmacy:
10. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves or heart murmurs? ................... Yes No
b. Heart trouble, heart attack, angina, high blood pressure, stroke,
arteriosclerosis or any other heart condition? .............................. Yes No
1. Chest pain Upon eXerlioN? . . . ... ... .t ie it tie s vnnsetne e s Yes No
2. Shortness of breath after climbing 2 flights of stairs? ..................... Yes No
S Do your aBBIGSSWEIET | . . . . . i b s a8 e v Yes No
G- BIRUB HERINN:: e cone 2 it o T apais 0wl | cliea il Ba o Fa L Yes No
d. Asthma, hay fever orseasonal allergies ................cccoiiiiirnenen.. Yes No
A e g T N S R S Yes No
I Falibnp SRolis G BBIRHERE . . .. cove iV 5ir s o s 5 s S SIS VI 5.5 R S Yes No
GeBEUBIEG-. . i e n i b T R LR S Sk 5 R A § E e B 6 B S Yes No
h. Hepatitis, jaundice or liverdisease ............. .. ... .. o iiiiiiiiino... Yes No
L. TEOVION0 DROBIBITS .. . .. s v n e mim o i = v o 6 m o e e 0 sl Mo o v Yes No
j. Respiratory problems, emphysema, bronchitis, etc ......................... Yes No
k. Arthritis or painful, swollen joints including jaw joint(TMJ) .................... Yes No
L EISIREDGIOBIE .o ccrvnsoiom 0 55t s 5 05 00 5 Wb 0 b 5 4 e s S B SR e e SR Yes No
m.Stomach ulcer or NYPeraciditV . cca.i oo v i st b s s s st 5 e s b Yes No
P e 1= e == T T Yes No
PRI e T - S S I St - e P Bt S R Yes No
p. Persistent cough or cough that produces blood ............................ Yes No
i Porsistont sSWolen NBEI GIANOSE . . i« 5 65 i s rcmpammenmanmensmssme smes Yes No
Foo OV O BIEREEIIID . .« o« 5w 5 v 5w 5 500 55500 5 B0 & S5 £ 00§00 A0h 5% 4 e S AT Yes No
s. Epilepsy or neurological disorder ............... ... ... Yes No
B SREROOI . = . oo o o oim vnmin e s P st e % g s ¢ 908 gy W Yes No
u. Any disease, drug or transplant operation that has depressed
YOUR ITINUEE SYBIORH. . ... v o v nown hmas s i 00 o i 5 585 5.5 § 436 s MR T R £ & 5 £ Yes No




. Have ot Hadaboopnal BIBGEIARTY ~. - . - 1. . o s T T o o R S Yes
a. Have you ever required a blood transfusion? . ............ ... ... it Yes

12. Do you have any blood disorderstuchasanemia? . ...: .. cc.oiive i iasas vt via Yes

13. Have you ever had treatment for a tumor or growth? . ..... ... ... ... ... . ... ... Yes

14. Have you had radiation therapy to the head, neckorjaws? ....................... Yes

15. Are you allergic to or have you had a reaction to the following?: Please note reaction:
& ool anesthielie (DIOVDERINe) .= v s v i h iR E R A e Yes
SoFenlplin oranlibioloe . . . . o e e B e i e s - S NS Yes
C OHIEARINS - i s e S e AT R A i Yes
=T i R T v e s B | L S et e e e UM e SRS LN S St i s Yes
BRI e e e i TG b T K Yes
LElOlINE . oo v v innrinns in B It e e e P il i ww b Lo Yes
.- CouaEoEalBINEIRONES ..o v i e P S R A T Yes
DLty O TUDBBr DIOUIICIE .. . . chis s s v G Rk A R e A Yes
R e I I e T T N Y S Yes

16. Have you had any serious trouble associated with previous dental treatment? ........ Yes
If so, explain:

17. Do you have any other condition or disease you think the doctor should know about? . .Yes
If so, explain:

18. Do you smoke any type of cigarettes, cigars, marijuana or chew tobacco? ........... Yes
How much?:

19. How much alcohol do you drink? Type?

20. Do you have a past or present chemical dependency, alcohol or emotional disorder?
(B anxaely depmEsiOt RN BIG Y s e e e e e Yes

21, A YOUWERHING COMAUMIONEEET . .. :o i v-0u ittty it e i i v Yes

22. Are you wearing removable dental appliances? .............. ... . . ... Yes

Women

23. Are you pregnant or trying to become pregnant? ...........c. . et nerniaaeneens Yes

24. Do you have problems associated with your menstrual period? .................... Yes

e A BN . . s e e e e r s e e Yes

28, Aravoutaking bith ConLPIIST . . . o iy i it i b mE ki AmE kA s Yes

Chief Dental Complaint:
Referring Doctor:

No
No
No
No
No

No
No
No
No

No
No
No
No
No

No
No

No
No
No

No
No
No
No

| 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:

Doctor’s Signature:

DENTAL INSURANCE DISCLAIMER

Dr. Todd Oral Surgery is a participating provider with Delta Dental Insurance, and we are out of network with
all other plans. If able, we will submit your insurance claims to maximize your dental benefits. All treatment
fees are your responsibility, and your estimated portion of the treatment plan is due at the time of service.
Please provide insurance card(s) to the front desk upon arrival. Thank You.




