COASTAL ORAL AND MAXILLOFACIAL SURGERY HEALTH HISTORY FORM
Name_______________________________________________Date______________________
Date of Birth___________________Age_______Height__________Weight___________          ____Male       ___Female
Family Physician_____________________________ Specialist Physician______________________________________
Name of General Dentist_________________________________________________________

Please circle any of the following that you currently have or have had in the past.

Alcoholism                    Cancer/Tumor           Epilepsy/Seizure              Hepatitis                         Osteoporosis                     Thyroid Disease
Anemia                          Chemotherapy          Emphysema                      High Blood Pressure     Psychiatric Treatment     Ulcers (Stomach)
Arthritis                         Chest Pain                  Endocarditis                      Immune Therapy          Radiation Treatment       Autism/Developmental Delay
Asthma                          Cortisone therapy     Glaucoma                         Jaundice                          Rheumatic Fever
Bleeding Problems      Diabetes                      Heart Attack                    Kidney Disease               Shortness of Breath         Pt temp______________
Blood Transfusion       Drug Addiction           Heart Murmur                 Liver Disease                  Snoring/Sleep Apnea    
Bronchitis                     Dizzy Spells                  Heart Valve Prolapse     Lung Disease                  Stroke                                 BP_______/______HR________
                                        
Please list any other illnesses or conditions that you have or have had that are not mentioned above.





Please answer the following questions.

1-Have you ever been hospitalized or had surgery for anything?__________________________________________________Yes/No
       Please explain____________________________________________________________________________________________
       ________________________________________________________________________________________________________

2-Have you been under the care of a physician during the past 2 years?___________________________________________  Yes/No

3-Are you currently taking any medication, pill, or drug?________________________________________________________Yes/No
      Please list all current medications including vitamins, mineral or herbal supplements.___________________________________
      ________________________________________________________________________________________________________                       
      ________________________________________________________________________________________________________

4- Are you currently or have you taken any of the following osteoporosis medications?(Boniva, Actonel, Prolia, Xgeva, Aredia, Didronel, Fosamax, Reclast, Skelid, or Zometa? (Circle all that apply.)______________________________________________Yes/No

5-Are you allergic to any medication? Please list all allergies including Latex and food allergies you have._________________Yes/No
___________________________________________________________________________________________________________
6-Have you ever had abnormal bleeding after surgery?_________________________________________________________Yes/No
7-Do you smoke, use alcohol or illegal drugs?_________________________________________________________________Yes/No
8-Are you pregnant or nursing?____________________________________________________________________________Yes/No
9-Do you have any signs of cold, sinus condition, post nasal drainage, allergy or cough?_______________________________Yes/No
10-Have you ever had any problems with general or local anesthesia?_____________________________________________Yes/No

I understand the importance of providing a truthful health history to assist my doctor in providing the best care possible.  I have discussed my health history with my doctor and the information above is complete and accurate.  

My signature below acknowledges I have received the “Notice of Privacy Practices” form and agree to allow my doctor to use  my personal health information to make decisions regarding my treatment and discuss my health history with other doctors if needed.  

Patient/Guardian/POA signature________________________________________Date/Time_______________

Physician’s Signature_________________________________________________Date/Time________________	

