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"THE CENTER

F O R ORAL SS'URGERY
— S — of Las Vegas ——8m8mm8

MEDICAL HISTORY FORM

Name: Date:
Date of Birth: Age:Sex: M/ F Height: Weight:
Referring Doctor Reason for Visit

For the following questions, circle Yes or No, whichever applies. Your answers will be kept confidential,

L. AAX@NON I GOOC FUBAITIP usucousoncioosssssesiosssssiassssssssieswssssssssiotsonssssesesasrssssassspmecissnsemess s essEhSE IS5 B43ALES bR EUESES R Yes
2. Has there been any change in your health in the Past YEAI? ..........eoreooosseeooeeeeeeoeeoeoeoeoeeeoeoeeeeoeoeeeeseesseooeeee Yes
3. My last physical exam was on / /
4. Are you now under the care of @ PRYSICIANT.......covmmmiinieeccessisssesssssssesossmsesessssssssssssssssseessssssssssssesessssseseseeseesseesees s Yes
If so, for what condition?
5. Family Physician Name and Phone Number:
6. Have you ever had any serious illness, operations or hospitaliZations?..............o..oooooooooo Yes
If so, describe (including dates)
7. Have you had an artificial joint replacement (knee, hip, ShOUIder, €tC.)7 ....uuuvvveveeeeeeseveeoeeeeeeeseooeeeeeoeeeoooeoeooo Yes
8. Do you have or have you had any of the following? (If “Yes” circle each condition that applies)
a. Damaged heart valves, artificial valves 0r heart MUITUL ... eeeeeoeoeeoeeoeeeoeeeeeeeeeoee oo Yes
b. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis,
rheumatic heart disease, low blood pressure, or any other heart condition ... Yes
1. 'Chest Pain U ON GBI TIONIT :scsisssssagisssisssisssssssensasepreessesstrsseseseososessesseses seeeseessseasesssssssessssssssssesssssssssessssssssisssodhossussscs Yes
2. Shortnessof breath after Ml eROTEISE? .ssssisssssssisssssssssesssssshissbiaaEssiEs s es1omommmmssssnmsssensesssmmromeness Yes
3: DO YOU ANKICS SWEII?iisiosuisssisisinisssssssiossisisassssessazsessasessasesssasssnssosssassasssssxssnssssosssssssssscasassassssessssoissssssossonsssusbassssessnsseson Yes
IS ] USSR -~ ———— Yes
s L ) ol o= () O Yes
A C- 1) obuhs it oL LT R N ——————————————————— Yes
B0 DI ovauvsnsiesnssoonssssssssssssssssis suimiossosumaasssvitorssasmenmsaemrssesss s a0 SEARSANKS SRS 5 B RPN BV LSS A SRS Yes
g Hepatitis, jaundice OF Hver i @S uwsesuscoseessusssseossasesssiossessssssssiessissisiess 5555538885350 08550085 EEE8E0 oo smnt s somesnomsamssammmsmsmmsonons Yes
h.  Frequent or reCurring MOULN SOTES ...........uuumerrereersssssmmsssssssssssssssssssssssssssssssssssssssssssessesssssssssssssssssssssssssesessessssss Yes
L. TIYEOTE PROTAUBINE wavnecssvvonssonsssssasacssessissansrmasessassesserssvsasiesssssssasssss v oo e R A s e mnesoenseensesmenseromms Yes
j.  Respiratory problems, emphysema, BrONCRILiS, BC. ..o scseessessesssesssessesssesssssesssssssssssesesssssssssssns Yes
k. Arthritisor'painfil, swollen Joints:Or GIAIIS: i ssusssssissssssssssssmsssssssss:ssssssssss i mams e i s Yes
L S UROTIEIOSS ccroemirssossssssusssssssossscssssassassvsossssss coissssssbsmmmssmsaseesoroarehss srssmes s oA S GHR RSS54SR Yes
o3 M oo (o0 dlod o 01 o= e Lo & ' RN ————————————— Yes
B B CITRE Y EIOUIIDIE ii0005560m55056350571565655505558338305454445655944080¢388 8048389252180 SRR 4SRR3R LSS RHRARES RS Yes
oI 01753 o Lo R — O ——————————— Yes
p. Persistent cough or cough that produces BlOOM ... secsscssssssssssssssssessssssssesesssseesesesessessesssssenns Yes
q. Clicking or popping of jaw joint, difficulty opening mouth, grind or clench teeth, TMJ ......ceeereerrerrrrrrn. Yes
If so, describe treatment received and when
r. Epilepsyorneurologieal disOraer: iussmsasssssmwsnisavssnssnssismsmismonssmsss s i i i Yes
S. B 4 (ol OO SR Yes
t. Any disease, drug or transplant operation that has depressed your immune system ........cccooooooomeeveennenne. Yes
9. Have:you had abnorTal DISEATNET i sasisnsssinnsimiuisinmmusismssommmesstssasrerssssersssssasessosssrsssssssssosssasssses s asssassess sssesssss Yes
d. Have yotiever reqliiredabload traniSTSIONT .oesmnsssmsesssssnamsssissssscsssivtssassss @smoms s s s, Yes
10. Do you have any blood disorder SUCh as @NEMIAT ... ssssssesssssssssmssssssssssenssssssssssssssssssssesssssns Yes
11. Have you ever had treatment for a tumor o1 SroWth? ... sssssssssssssesssesssesssessssssssssssseees Yes
12. Have you had radiation therapy to the head, NECK OF JAWS?......cccvcevrecricises s esessssesssssesessesessssesesssssssssssssses Yes
13. Have you had any serious trouble associated with previous dental treatment? .........oo.ccoueeceeeereereercrseereessesssns Yes

If so, explain:
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