KEVIN L.C_\X/[C'BR”]E DS, .

COSMETIC & MAXILLOFACIAL
SURGERY CENTER

PLEASE USE BLACK INK Date:
Patient’s Name
Last First Middle Home Phone Cell Phone
Patient’s Street Address Apt. # City  State Zip Code E-mail Address
Date of Birth Age Social Security No. Drivers Lic. No.
Marital Status Sex Height Weight Occupation
Employed By Employer’s Address Bus. Phone Length of Emplymt.
Spouse’s Name Employer Employer’s Address Bus. Phone SS#
Name and Address of Nearest Relative (not living with patient) Relation to Patient Phone

RESPONSIBLE PARTY/INSURED PARTY INFO

Name Address City State Zip Code
Home Phone Relation to Patient Employer and Occupation Bus. Phone

Social Security No. Name of Insurance Company Address Policy Number
Method of Payment:  Cash Check Credit Card (We accept MasterCard, Visa, American Express)
Referred By Patient’s Dentist

In the following questions, circle yes or no, whichever applies. Your answers are for our records only and will be considered confidential.
1. My last physical examination was on
2. Are you now under the care of @ PhYSICIANT ... i et YES NO
a. If so, what is the condition being treated?
3. The name and address of my physician is
4. D0 YOU SIMOKE?  oeititit ittt ettt ettt ettt et et e et e e e e e e e e e e et e e e e et e e e e e e e e e e e e e e e e et e e e e e e e e e e e e e e e e e e e e e e e e e neeas YES NO

a. How many packs a day?

5. Have you been hospitalized or had a serious illNess or OPeration? ............coiiiiiiiiii e YES NO
a. If so, what was the problem and when?

6. Do you have or have you had any of the following diseases or problems:
a. Rheumatic fever or rheumatic heart disease

.................................................................................................................. YES NO
b. Congenital heart IESIONS, NEAI MUIMIUL ... ettt ettt et e e et et e e et e e e et e et e e en e e e eneeaaennan YES NO
c. Cardiovascular disease (Heart trouble, heart attack, coronary insufficiency,

coronary occlusion, high blood pressure, arteriosclerosis, Stroke) ............ccoiiiiiiiiiiii e YES NO

1) Do you have pain in chest upon exertion ................
2) Are you ever short of breath after mild exercise
3) Do your ankles swell

4) Do you get short of breath when you lie down, or do you require extra pillows when you sleep
F L= o 1= OO PTPPTPT YES NO
SINUS TrOUDIE ... et ettt e ettt e e e e a e a e e e e e a e et e a e s YES NO
Asthma or other respiratory disease
HIVES OF @ SKIN FaSH .. e e et ettt et et e e e e e e e e s e

Fainting spells or seizures

Diabetes ........ccciiiiiiiiiii
Hepatitis, jaundice or liver disease

Arthritis
I.  Cancer (where?)
m. Stomach ulcers
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0. Tuberculosis

p. Do you have thyroid disease
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. VENEIEAl dISEASE ....ceiitiii it ittt ettt e e e e e e e e e e e e e et e e e a e aans

s. Emotional or psychiatric problems, describe them ... YES NO

L C =10 To o] o 1 = OO YES NO

u. Chronic viral or bacterial Infections, What tyPe? ... e YES NO
7. Have you had abnormal bleeding associated with previous medical or dental treatment, surgery, or trauma ..............ccocoeeiiiiiiiiiinnnn, YES NO

. DO YOU DIUISE @aSIlY ...eeieieiei e YES NO

b.  Have you ever had a blood transfUSION ............iiiiiii ettt YES NO

If so, explain the circumstances
8. Do you have any blood disorder SUCh @S @nemia ..........couiiiiiiiiii e YES NO
9. Have you had surgery or radiation treatment for a tumor or other condition of your mouth, head or neck .................coooiiiiiiiiinninnn, YES NO
10. Are you taking any of the following? (Please write drug name on appropriate line)
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b.  Anticoagulants (D00 ThINNEIS) ... et ettt ettt e e et e e et e a e et e et e e ea e e e e e e eaenenen

c. Medicine for high blood pressure
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h. Insulin, tolbutamide (Orinase) or SIMIIAr Arug ............oiuiiiiii e e YES NO

i. Digitalis or drugs for heart troUbIE ... e e e e e YES NO

Jo NTEFOGIYCEIIN ettt e e e e et e e et e e et e e e e e e e e e e e YES NO

11. Please list any drugs you are currently taking

12. Are you currently taking any vitamins or herbal supplements? If yes, please list

13. Have you ever taken or are you currently taking prescription diet medications such as Phen-Fen or Redux .............ccooviiiiiiiiiiniinnnn. YES NO
14. Are you allergic to or have you reacted adversely to:
a. Local anesthetics
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c. Sulfadrugs
d. Barbituates, sedatives, or sleeping pills
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g. €odeine Or OTher NACOLICS ... cu et ettt et et et et e e e e e e e e e e e e e e e aaeaas
T I (= U PP ORI
i. Other (including food allergies)
15.Have you had any serious trouble associated with any previous medical or dental treatment .............ccooiiiiiiiii YES NO
If so, explain
16.Have you ever been told of a need to be premedicated with antibiotics prior to dental care? ..., YES NO
17.Do you have any disease, condition, or problem not listed above that you think | should know about ................cooooiii YES NO
If so, explain
18.D0 YOU WEAr CONTACT IBNSES ... ettt ettt e et et et et et et e e et et e e et et e e e e e e e e e eaaes YES NO
19. Have you had or been treated for Myeloma, Cancer, Paget's Disease or OStEOPOroSIS .........cceuiiiiiiiiniiiiiiiiiiiieie e YES NO

If so, explain
20. Have you had oral or IV bisphosphonate therapy? (Circle YES if you have taken Fosamax, Actonel, Aredia, Zometa, Didronel, or Bonica..YES NO
If so, explain

WOMEN
EES N =R 1 o] (=Yoo F= Lo | APPSR YES NO
20. Are you breast feeding an INfANT ... e e e e e aen e YES NO
21. Do you have any problems associated With YOUr Period ... e YES NO
MEN
22.Prostate gland ProbIEMIS ... i e a e e e e et e e e et et et e e e a e aa e YES NO
ADDITIONAL REMARKS:

SIGNATURE OF PATIENT OR GUARDIAN



