KENDALL ORAL & MAXILLOFACIAL SURGERY
CONFIDENTIAL MEDICAL INFORMATION

Patient Name Weight Height Age

The following information is essential for this office to provide care in a manner that is compatible with your general health. Your
cooperation in providing accurate information is necessary to meet your health needs safely and efficiently. Incorrect information
can be dangerous to your health.

CIRCLE EXPLAIN IF YES

Are you presently under a physician’s care for any illness or problems? . . NO YES
Have you ever had any surgery? . . . . . .. . ... ... ... NO YES
Did you have general anesthesia? . . . . . ... ............... NO YES
Any previous dental surgery? . . . . ... NO YES
Have you ever had any unusual or prolonged bleeding after surgery? . . . NO YES
Do you take any medication for osteoporosis? (ex: Fosamax,Boniva, Aredia, Zometa, Actonel).  NO YES
Rheumatic fever . . . . . . . . . . . o e e NO YES
Heart trouble or Heart attack . . . . .. ... ... ... ... ....... NO YES
FEATERMEIRET  « 2 c cn v o bmaw vm e o e o s 6 4% % €605 e e NO YES
Artificial heart valve orjoint. . . . ... ... .................. NOYES
Blood pressure problems . . . . ... ..o NO YES
o1 10], 1< P ST IR T NO YES
Emphysema, asthma or other lung disease . . . ... ... .......... NO YES
DIABBIEE pram 5w s w5 5 % & W v 8 R R D@ S B RN R B R R B B N & e NO YES
Cancer . . . .. .. e e a..... NOYES
Chemotherapyorradlallon C e e NO YES
Venereal diSBASE . . . . . . i . e e NO YES
Hopatilis oo v o v v o mm o mm 2 5 G S EE S SRV OGS R E 5 8 ¥ 0o il NO YES
Do you have any reason to believe you may be immunosuppressed? . . . NO YES
Have you experienced chronic fatigue, night sweats, chronic cough

or recurrent mouth SOres? . . . .. . NO YES
Liver or kidney trouble . . . . . . . . ... o NC YES
GIAUCOMA . . . . . e e e e e NO YES
Emotional or psychiatric problems . . . . . . ... ..o oo NO YES
Tempormandibular joint (TMJ) pain . . . ... .. .. ... .. ....... NO YES
Do you smoke? How much? . . . . . .. .. .. ... ... ... NO YES
D geiisEalenhiol? - o« « ¢ o 0 5 0 o oo B ou w w E R NO YES
Are you wearing contact lenses? . . .. . .. ... L. NO YES
Are you taking birth control pills? . . . .. .. ... ... NO YES
Are you pregnant or nursing ababy? . . . ... ... oo NO YES
Do you now have acoughorcold? . . . .. ... ... ........... NO YES
Are you allergic to any drugs? List . . . . . ... ... ......... .. NO YES
Do you use aspirin? How much? . . . . . .. . oo .o... NO YES
Have you ever had any unusual react:on to any drugs? ........... NO YES
Are you taking blood thinners? (Anticoagulants) . . . . . .. ... ... .. NO YES
Do you wish to speak to the doctor in private about anything? . . . . . . NO YES

What medications are you now taking, including herbal supplements?

List other important information about your health that we should know:

SIGNATURE DATE




