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Roland I. Young, D.D.S., Inc.

ORAL AND MAXILLOFACIAL SURGERY

(Black-plate)

HEALTH HISTORY

ALL RESPONSES ARE KEPT CONFIDENTIAL

PATIENT'S NAME DATE OF BIRTH DATE
Answer all questions by circling Yes {‘I’) or No [H} . Insuline or Oral Anti-Digbetic drugs? ..o, ¥ M
1.  Are you in good health? ... H. Digitalis, Inderal, Nitroglycerin or
2. Has there been any change in vour ofher hedrt driug?... i i i e ¥ N
general health in the past year? .. N | Are you taking or have you ever taken
3. Date of your last physical exam: Bisphosphonates for ostecporosis, multiple
4, Are you now under g physician's care for myelema or other cancers (Fosamax,
a particular proBlam? e s ¥ N Actonel, Boniva, Aredia, Zometa? ..o ¥ M
. Name of Physician J. Please list any and all medications taken, Including
Physician Address prescription medications, diet drugs. overthe-counter
medications, herbal or holistic remedies, vitamins or
5. Have you ever had any serious llinessas, minerals:
operations or hospitalizations? If so, describe.......Y N
6. Height Weight
7. DO YOU HAVE OR HAVE YOU EVER HAD: 2.  ARE YOU ALLERGIC TO OR HAVE YOU HAD AN
A. Rheumatic Fever or Rheurmnatic Heart Disease?....Y N ADVERSE REACTION TO:
B. Congenital Heart Diseasa? .. i M A Local Anesthesia (Novocaine, etc)? v M
C. Cardiovascular Disease (Heurt Aﬁuck. B. Penicilin or other antibiotcs? .ovisiiiiennen ¥ N
Heaart Trouble, Heart Murmur, Coronary Artery C. Sedatives, Barbiturates? ......cceeinninnsninneen . M
Disease, Anging, High Blood Pressura, Stroke, D, Aspirin of BURMSIENT .ovvivieomiereiimmsiansrasssesmssseesieins ¥ N
Palpitations, Heart Surgery, Pacemaken)? .............. Y N E. Codeing or other pain Kllars? ....c.cceevniniienenienn ¥ M
D. Lung Disease (Asthmao, Emphysema, Chronic F Latex or Rubber products? e, Y M
Cough, Bronchitis, Pnenomonia, Tuberculosis, G. Other allergies or reactions? Pleosa List ..o YoM
Shortness of Breath, Chest Pain, Severe
Coughing)? .. sinreanre: N
™ E. Seizures, Ccrmrulﬂons, Epller::s',.-r 10. Do you smoke or chew Tobhacco? ..o, ¥ N
s Fainting of DIZZINGE5sT ... Y M How much per day?
F.  Bleeding Disorder, Anemio, Bleeding Tendency, 11. Is there any past history of Alcohol or Chamical
Blood Transfusion? Do you bruise easily? ... Y N Dependency or Emotional Disorder that may
=, Liver Diseose (Jaundice, Hepatitis)? .veeeeenins ¥ N affect the care we provide you? ...eeveivsiees e YoM
H. Kidriewy DISOCSaT .o iiini i sesvssnsssnsns sosmaninsss ssssssinse ¥ N 12. Have you had any serious problems associated
I. Diabetes? ... R e e SR S with any previous dental treatment? i, Y N
J. Thyroid Dlseﬂse {Gmfer}? PR RRe ity O 13. Have you or an immediate family member had
K CAHRIRY nnsiainaiinaiainaiineain e i i Y N any problem associated with intravenous
L. Stomach Ulcers or COlS? i M anesthasia? ... SO S &
B, T NLEAOIIWTT i s s o e i i s i i s Y N 14. Do you have any D‘rher dlseuse {:ondlhon m
M. Ostecporosis? ... I S problem not listed above that you think the
0. Implants place anwhere |n v{:ur bndl,r {Heuri doctor should know abBout? s, ¥ oM
Valve, Pacemaker, Hip, Knee)? .. PR et S 1 15. Do you wish to talk to the doctor privatealy
P Radiation (X-ray) treatment for Can::ver'? YN aboutaniihing? i ¥ M
& Clicking or pﬂpplng of jaw joint, pain near ear, 146, FOR WOMEN OMLY:
difficulty opening mouth, grind or clench teeth?.Y N A, Are you Pregnant, or is_thm_umt_nnnnﬂ you
R. Sinus or Nasal problems? ... ) v, TN might be Pregnant?... i S
5. Any disease, drug or tmnsplnni Gperﬂhon B. A5G WOU NIUTEIPT P o e sin i soss v vusiioss senssugnsms sisa s s ini ¥ N
that has depressed your immune system? ... Y N C. If you are using Oral Contracepfives, it is
8. ARE YOU USING ANY OF THE FOLLOWING: important that you understand that antibictics (and
PO 2171 e L e e ot e A e ek e ¥ N some other medications) may interfere with the effec-
B. Anticoagulants (Blood Thinners)? .. . N tiveness of oral contraceptives. Therafore, you will need
C. Aspirin or drugs such as Maotrin, Aleve Ibuprﬂfen?'*r' M to use mechanical forms of birth control for one com-
D. High Blood Pressure medications? ...l N plete cycle of birth control pills, after the course of
E. Stercids (Corfisone, efc)? e, M antibiotics or other medication Is completed. Please
E TR o mvmsin s e v s i i Y N consult with your physician for further guidance.

| understand the importance of a truthful Health History to assist the doctor in providing the best care possible. | have
had the opportunity te discuss my Health History with my doctor.

SIGNATURE OF PERSON COMPLETING HEALTH HISTORY DOCTOR'S INITIALS

Medical Update: | have read my Health History dated and confirrn that it odequotely states past and present
conditions

HEERD
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Patient Information

Name Birthdate Phone #
SSN Driver’s License #
Address City State Zip
Email Address Cell #
Married Single Minor ___ Widowed Other Male _ Female
Employer Weork Phone#
Spouse or Parent Employer Work Phone#
B If patient is a student, name of school or college
Whom may we thank for referring you?
Person to contact in case of emergency Phone#
Responsible Party
If other than patient
Name Relationship to patient
Address Phone#
City State Zip
SSN Employer Phone#

Insurance Information

Name of Insured Relationship to patient

Birthdate SSN Employer

Employer Address Phone#

Insurance Co. Group# Phone#

Ins. Co. Address City State Zip

Do You Have Additional Insurance? If yes, please complete the following.

Name of Insured Relationship to patient

Birthdate SSN Employer

Employer Address Phone#

Insurance Co. Groupt Phone#

Ins. Co. Address City State Zip
Financial Agreement for Patients with Insurance Coverage

An estimate of benefifs will be obtained from your insurance company for services to be rendered by Dr. Young . This is being done as

a courtesy, 5o the astimated insurance benefit can be defersd, Estimated patient portion is due at surgery appointment. This is an estimate
only. and there is no guarantes of coverage. Services will be parformed with the agreement that any portion remaining affer the insurance
company pays will be paid in full within 30 doys.

I accept this ogreement and agree 1o pay any balance remaining affer the insurance comparny pays.
| also authornze paymeant directly o Dr, Young of the group insurance banefits otherwise payable to me.
I understand that | am responsibie for all costs of Cral Surgery,

PLEA$E SIGN
HERE T— : BATR

{F'c:nenl. Parent or Guardian)

[ | | [ [l
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