Drs. Woodard & Sundell
Ernie Woodard, DDS and Tacy Sundell, DDS
Oral & Maxillofacial, Periodontal and Implant Surgery

MEDICAL HISTORY FORM Page 1 of 2
Name: : Date:
Date of Birth: Sex: F Height: Weight:

For the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered
confidential.

YES NO
L Areyouingood health? ... ettt eeeone O O
2. Has there been any change in your health in the past Year? ... e, O O
3. My last physical exam was on / /
4.  Are you now under the care of @ PhySICIANT..................ocooiiiiiii e ettt O O
If so, for what condition?
5. The name and address of my physician is:
6. Have you had any serious illness, significant operation or hospitalization within the past 5 years?................ccocvevveueveveuecnn O O
7. Are you taking any medicine(s) including non-prescription, homeopathic or “natural” remedies including diet pills................ O O
If so, please list
8. Do you have or have you had any of the following diseases or problems?
a. Damaged heart valves, artificial valves or heart MU ... e e e e e e e e aneeas O O
b.  Rheumatic Heart DISEASE ... e eeas O Od
¢. Heart trouble, heart attack, angina, high blood pressure, stroke, arteriosclerosis
or any other heart CONAIION ... e O O
1. Chest pain UPON EXETHION? ...........o.ooiiiiii oot e st ee st n e e O O
2. Shortness of breath after mild eXercise?............................. e O Od
3. Doyourankles swWell? . s O Od
Qo ANIETEICS..........o.o oo e, O Od
€ SINUS ITOUDIE ... et O Od
£ AStRMIA OF By fOVeT . O O
g. Fainting spellsorseizures................ . 4 O
Bl DHADOteS ... e, O O
i.  Hepatitis, jaundice or lIVEr diSEASE ... ... oo iee e O O
- Frequent or recurring mouth SOTeS........................ . e O O
K. Thyroid ProbIemS ... oo e e O O
. Respiratory problems, emphysema, bronchitis, €1C. ...........................ooo i e O O
m. Arthritis or painful, swollen joints including jaw joint (TIMJ). ... e O O
n. Stomach ulcer or Ryperacidity ... e O Od
0. Kidney trouble ... e, O O
Do TUBEICUIOSIS. ... e e O O
q. Persistent cough or cough that produces blood. ... e, O O
r.  Persistent swollen neck glands. ... s L O
s. Lowblood pressure. ... e, O O
t.  Epilepsy or neurological disorder ... O O
u.  Are you taking vitamins or homeopathic remedies ..., O Od
Vo CAMCRT .o e O Od
w. Any disease, drug or transplant operation that has depressed your immune system...........................c. O O
9. Have you had abnomal bleeding? . ... O O
a. Have you ever required a blood transfusion? ..., O O
10. Do you have any blood disorder such as anemia?.. .. . . e, O O
11. Have you ever had treatment for a tumor or growth? ... ..., O O
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2. Are you allergic to or have you had a reaction to:
2. Local anesthetics. ... Yes
b, Penicillin or antibiotics ................. o Yes
€ U AIUGS. ...ttt ettt a ettt bbb et et b et e e Rt A bRt ek e s b b e R et r s e ekt eneeae bt e bt eaas Yes
d.” Barbiturates or sleeping Pills..................ccooii i e Yes
€. ASDITII ...ttt et e ettt Yes
£ TOINE ...coovie ettt sttt s et e n e ee Yes
8 Codeine OF Other NATCOMCS .............oi ittt ete ettt e et et e st eee et eseeseseeseesaeseeseseesensansenenseensnsensanes Yes
B Latex OF TUDDEr PrOQUOLS.......... ..ottt s b et e re et e et sae e e raseaeneas Yes
Lo OET .o ettt et h et e A ettt bt e b er e reer et at et s eaeeaeres Yes

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

14. Do you have any other condition or disease you think the doctor should know about? ... Yes
If 50, explain:

5. Are you wearing contact lenses?.................. et eneeateseaseeafeete et ekt euee ettt 4R £ e us st e e e R eeat ettt aRaateesesnes s e rasrenteas e reseanseanaanaeseenten Yes

16. Are you wearing removable dental apphiances? ... ... s Yes

17. Do you wish to talk with the doctor privately about anything?....................c.coii e Yes

Women

8. Are you pregnant Or trying t0 DECOME PIENANME ..o .. .....ocooiiiiii ittt eeeee e e e e e tieeeseesteeeeseeeseesseessesaeasesseessensesann Yes

9. Do you have problems associated with yout menstrual period?.................coceii i Yes

20, ATE YOU DUTSINET ...ttt ettt eae et et e e e e et eases e eme e s st e et eee e e e e eeesee e s emteseee e s e s seeeee et easeeeestannaassesenearnenssaresssasanens Yes

21. Are you taking birth control PillS? ... ettt Yes

Chief Dental Complaint:

<
m
(2]

Oooo  Ood 0 2 [$OoooCoOodooo
O000 000 O [0O000000Ooddg

| certify that 1 have read and understand the above. | acknowledge that my questions, if any, about the inquiries set forth above have been
inswered to my satisfaction. T will not hold my dentist, or any member of the staff responsible for any errors or omissions that T may have
nade in the completion of this form.

Date: Patient’s Signature:

FOR COMPLETION BY THE DOCTOR

Comments on patient interview concerning medical history:

Significant findings from questionnaire or oral interview:

Dental management considerations:

Date: Doctor’s Signature:
Medical History Update:
Date Comments

Signature
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