
  
 

Medical History 
 

1)  If you have ever had a problem with any of the items listed below, please check the corresponding blank. 
 
 ____  Heart Disease      ____  Asthma (when was your last attack) 
 ____  Heart Attack      ____  Emphysema or Chronic Bronchitis 
 ____  Heart Murmur (if so, do you need to be premedicated?) ____  Pneumonia 
 ____  Irregular Heartbeat (Do you have a pacemaker?)  ____  Tuberculosis 
 ____  Rheumatic Fever      ____  Diabetes 
 ____  High Blood Pressure     ____  Stomach Ulcer 
 ____  Anemia       ____  Glaucoma 
 ____  Kidney Disease      ____  Risk factors for HIV or AIDS 
 ____  Thyroid Disease      ____  Sexually Transmitted Diseases 
 ____  Seizure Disorder (When was your last seizure?)  ____  Cancer 
 ____  Hepatitis or Liver Disease     ____  Arthritis 
 ____  Steroid Therapy (Prednisone, cortisone, etc.)  ____  Alcohol or Drug Abuse 
 ____  Mental Disorders      ____  Blood Transfusions in past 
 
  If you checked any of the above, please give further information regarding these in space below. 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
2)  Name of your primary doctor_________________________________  When was your last visit?________________ 
 
3)  Please list all medications that you take on a regular basis._______________________________________________ 
 
_________________________________________________________________________________________________ 
 
4)  Have you had any surgeries in the past? ____Yes  ____No    If so, what were they?___________________________ 
 
_________________________________________________________________________________________________ 
 
5)  Have you or anyone in your family had a problem with anesthesia?  ____Yes  ____No    If yes, please explain. 
 
_________________________________________________________________________________________________ 
 
6)  Are you ALLERGIC or Sensitive to any medications/latex?  ____Yes  ____No    
 
If yes, please list them_______________________________________________________________________________ 
 
7)  Do you take blood thinners?  ___Yes  ___No   If so, what blood thinner?_____________________________________ 
 
8) Have you ever had bleeding problems following surgery?    ____Yes    ____No 
 
9)  If female, are you pregnant?  ____Yes  ____No    If yes, how many months?_________________________________ 
 
 If no, please give date of you last known menstrual period. _________________  Are you on birth control pills?_____ 
 
10)  Do you wear contact lens?  ____Yes    ____No If so, how many years?_________________________________ 
 
11)  Do you use tobacco products?  ____Yes    ____No  If so, how many years?__________________________ 
 
I certify that the above information is true.  I further authorize Maxillofacial Surgery Center of Huntsville to release any 
medical information necessary to process my insurance. 
 
 
Signature________________________________ Date________________    __________________________________ 
                 (parent or legal guardian if minor)     Signature of Doctor 


