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THE ORAL SURGERY CENTER

MEDICAL HISTORY FORM

NAME L. DATEOF BIRTH ...,
For the following questions check yes or no, whichever applies. Your answers are for our records only and
will be considered confidential. Please note that during your initial visit, your responses will be reviewed and
additional questions may be asked.

Are you iN goOd NEAITN .. .. e e e e e e e e e e

Has there been any change in your general health within the pastyear? ...........oco i
My last physical @XamMINAtION WAS ON ...... ..ttt ettt e e e e et et e e e e e ettt e e et e e

Are you now under the care of a PhySICIANT? ... e e
The name and address of MY PRYSICIAN(S) IS ... iu it e e e e e e et et e e e

Have you had any serious illness, operation, or been hospitalized in the past five years? ................coee e
Are you taking any medicine(s) including non-prescription mediCine? ..........ccoooi i
If s0, what medication(S) are YOU taKiNg? ... ... ce ittt e e e e e e e e

Do you take any illegal controlled SUbStaNCE/ArUGS? .......iuiii i e e e e e e e e e
Do you routinely take prophylactic antibiotics prior to dental treatment? ..o
Do you smoke or USE CheWING tODACCOT ... ittt e e e e e e et e e et e e e e e e e e aen e
Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves or artificial valves, including heart murmur or rheumatic heart disease?
b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion)
Do you have high BlOOG PreSSUME? ... et e e e e e e e e et e e e en e reaas
Do you have chest pain UPONn EXErtIONT ... ... et e et e e et e e e e e e e et e e aananas
Are you ever short of breath after mild exercise or when lying down? ............ccociiiiiiiiii i,
DO YOUE ANKIES SWEII? ..ot e e et e e et e e e e
Do you have inborn heart defECES? ... ... i e e e
Do you have a cardial PaCEMAKEI? .......itiie it e et e et e e e e e e e e e e e
Have you had surgically placed artificial joints or other materialS? ...........coovvviiiiii i,
AlLBTIES OF DAY VT ..ttt e e e e e e e et e et e et e e
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Persistent diarrhea or recent WeIght [0SS ... ..o i e e e
D= L] (T
Hepatitis, JaundiCe OF IVEI QISEASE ......u..iriie it e e e e e e et e e e e e e ae e eaes
AIDS or any condition which compromises the iImmunNe SYSIEM ...........ii it e
B0V o N o] o] ][] o 4 1S PPV
. Respiratory problems, emphysema, bronchitis, €tC ...........couiii i e e
Arthritis or painful SWOIIEN JOINTS ... e e e e et e e et e e
Stomach ulcer O NYPEIACIAILY .........cu e e e e e et et e e e e e et
L0 =3V 17001 o
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Persistent cough or cough that produces BloOd ....... ...
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Persistent swollen glands iN NECK ...... .ot e e e e e e e e e e e e
L0111V ] [ Yo To I o £ =TS U ]
Sexually tranSMIttEd ISEASE .......c.iuiiit e et e
Epilepsy or other NeurologiCal dISEASE ........c.c.iuiriii i e e e e e e e e e e e e e e e
Problems with mental health ... e e e e
L= 0 0
Have you had abnormal DIEediNg™? ... ... e e e e
a. Have you ever required a blood transfuSIONT ..ot e e e e e
Do you have any blood disorder SUCh @S @NEmMIa? ........iiiuie it e e e e e e e e e aeaes
Have you ever had a treatment for a tumor or growth? ... .o e
Are you allergic or have you had a reaction to:
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PeniCillin or other @ntiDIOLICS ... ... e e e e et e e e
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Barbiturates, sedatives or SIeeping PillS ... i e
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CodeiNe OF OtNEI NAICOTLICS ... ...ttt ittt e e e et e e e e e et e et e ettt rea e ea e aeneaes
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i. Any other medications or products? (PIEASE LIST) ......cvuiriie i e e e e e e e e
Have you had any serious trouble associated with any previous dental treatment?

Y0 T o] L= TSY T = o F= 1 o
Do you have any disease, condition, or problem not listed above that you think the Doctor should know about?
[T SO, PIEASE EXPIAIN: ...ttt et e e e e e e e e e

Are YOU WEANNG CONTACT IENSES 2 ..u ittt et ittt e et et e e et e e e et et e e et e e e e e e e e te e teeaaanas
Are you wearing removable dental appli@anCeS? ......cviiriie e e e
Do you have pain in or near your ears or NEar YOUr JaW JOINT? .......cuiuiit it ittt et et e e
Does any part of your mouth hurt when clenched or feel tired upon awakening? .............coooii i,
Do you have chronic headaches, neck or shoulder Pain? ... e e
Do you have a clicking jaw joint or Other JOINE NOISE? ...t e e
Have you experienced and growth or sore Spots in Your MOULN? ... e e e
Do you have any [00Se OF SENSItIVE 18BN ... i e e e e e e e e e e e
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Are you taking birth CONTrol PIlIS? ... .. e e e e e e e et e e e e

CHIEF DENTAL COMP L AINT ettt et et e et et et e et e e et en e e ae s

| certify that | have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth
above have been answered to my satisfaction. | will not hold the doctor, or any other member of his/her staff responsible

for any errors or omissions that | may have made in the completion of this form.

SIgnature Of Patient ... e e e Date ......ocoevvieiiinanns
(Parent/legal guardian if under age 18)

Date ...ooeieii (Staff Initial) .......oeeiii

8401 SEASONS PARKWAY, WOODBURY, MN 55125 PHONE 651 738 2341
7791 79" STREET SOUTH, COTTAGE GROVE, MN 55016 PHONE 651 458 5292
6303 OSGOOD AVENUE NORTH, STILLWATER, MN 55082 PHONE 651 351 0059

404 WISCONSIN AVENUE, AMERY, WI 54001 PHONE 715 268 5668
ALL LOCATIONS FAX 651 738 9048
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