White Birch Oral Surgery
ADULT MEDICAL HISTORY

PATIENT’S NAME DOB
CIRCLE THE APPROPRIATE ANSWER

Physician’s Name

Address
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Are you under a phySiCIans Care ............ooevevuinirierenineinieniaenineaneenene
Since when? Why?
When was your last complete physical exam?

Are you taking any medications 2........c.cceceeveerienienienenieieneniene s
Do you routinely take health related substances?............cccevvevenenenireeienenn.
Are you allergic to any medications or SUbStances?...........ccooeverererereneeens
Do you have any other allergies?........cccoeeeievererenenieeieieiesiese e
Do you have any problems with penicillin,antibiotics or any other
medications?

Are you sensitive to metals or 1ateX?........ccouevuiririririieieneneneseeteee e
Are you pregnant or SUSPECt you mMay be?........cccevrveueirirreininiereerereenennenenes
Do you use any birth control medications?..........ccceeeeeeieiienieneneneneneneeene
Have you ever been treated for or been told you might have a heart disease?

Have you ever had rheumatic fever?..........cccoiviriiiiininininineeeeeeee
Are you aware of any heart murmur?..........cccoocevevenenienenenenesceeceeeeee

Have you ever had a serious illness or major surgery?.........cccceeerverenrennennennes
If so please explain
Have you ever had radiation treatment, chemo treatment for a tumor,

growth, or other condition?...........coeviririieiiiieeneeee e

Do you have inflammatory diseases, such as arthritis or rheumatism?..
Do you have any artificial joints/prosthesis?..........cccovererereriinreenienenenenennens

Do you have stomach problems?............coceveriririeieiienienieneeeeeeesese e
Do you have kidney problems?...

Do you have liver problems?..........ccocoviiiiieiiniininieneneceeeeeee e
ATE YOU AIADELIC?. ...ttt
Do you have asthma?..........cccooviiiiiiniiineeeeeeee e
Do you have epilepsy or seizure diSOrder?...........cecueruerererereeieenieneneneeeeeenns
Do you or have you had venereal disease?..

Have you tested HIV POSIEIVE?.......ccveiiiirininieiieieiesiesiceteteeeee e
D0 you have AIDS?....cc.ioiiiiiieeeees ettt et
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COMMENTS:
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Have you had psychiatric treatment?...........cccooevereeienieneninieeeieiene e
Do you have any disease, condition or problem not listed? .....................
If so please explain?

Is there anything else we should know about your health that we have
not covered in this form?

Would you like to speak to the Doctor privately about any problem?...........
ARE YOU USING ANY OF THE FOLLOWING

ANEDIOTICS . ..ot
Anticoagulants (Blood Thinners?)............coeeiiiiiiiiiiiiiiinianinn.
Aspirin or drugs such as Motrin, Aleve, Ibuprofen?...........c.ccccecerenene.
High Blood Pressure medications?...........coceeeeeeienienienienenenenceeeiennen
Steroids (Cortisone, Prednisone, etc.)?.

TIanqQUILIZETS?...c.veieeieieeieeeeeee ettt
Insulin or Oral Anti-Diabetic drugs?.........ccocovvererieneneninieieerenenee
Digitalis, Inderal, Nitroglycerin or other heart drugs?...........cccceveneee.

TEZOoOmmUOwe

Are you taking or have your ever taken Bisphosphonates for osteoporosis,
Multiple myeloma or other cancers. (Reclast, Fosamax, Actonel, Boniva,
Aredia, ZOMETA)?.......ecieeieeieeie ettt ns

J. Have you ever been advised not to take a medication?............c.cceceveruennen.
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K. Please list any and all medications taken, including prescription medications,

diet drugs, over-the-counter medications, herbal or holistic remedies, vitamins

or minerals.

I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

PATIENT’S SIGNATURE DATE
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DOCTOR’S SIGNATURE DATE

COMMENTS:




