VINCENT C. HUNG, M.D., F.A.C.S.
ANDREW BREITHAUPT, M.D., F.A.A.D.
PLEASE COMPLETE THE FOLLOWING GENERAL MEDICAL HISTORY FORM

Name: Date of Birth: Referred by:

Specific problems for today's appointment

Have you consulted any other Doctors, including Surgeons, about this? [1Yes [INo
If yes, please list their names

Please mark none if no specialist -Internist: Cardiologist:

Ophthalmologist: Radiologist/Oncologist:
SYSTEMS REVIEW - CHECK ALL THAT APPLY REGARDING YOUR HEALTH AND ADD OTHER IMPORTANT PROBLEMS

Medications: Allergic to any medications? [lnone [lyes list them:

On any medication now? CInone [lyes list them:
On any blood thinners? Cnone [lyes last taken:

Are you taking any Aspirin or Aspirin-like products (e.g. Aleve, Bufferin, and Motrin) [no [Jyes last taken:

Infections Hematologic/lymphatic Constitutional Symptom Eyes/Ears/Nose/Throat
Clnone CIhormal Clnone Cnormal

CIHIV/AIDS Clanemia Cweight loss/weight gain Clglaucoma

Chepatitis (bleeding problems Cfever hearing aid
Cltuberculosis (T.B.) Clenlarged lymph nodes Clother: O plastic surgery: -
Clother:

Cardiovascular Respiratory Gastrointestinal Musculoskeletal
Cnormal Cnormal Cnormal Cnormal

[langina Clasthma CIstomach ulcer Oarthritis

Uartificial limb Llemphysema U colitis Uartificial joint
[Ipacemaker JCoPD [Ulother Gl problems: Ulother:

Uhypertension Uother lung problems:

Clmitral valve prolapse

Neurological Psychiatric Endocrine Skin

Unormal Cnormal Cnormal [Jabnormal scarring
[stroke [Idepression [diabetes [poor healing

[seizures [Janxiety attacks Uthyroid Ulother skin disorders
Clother: Clother: Clother: Clother

HISTORY: Maijor iliness or hospitalizations: [ none List:

Do you take antibiotics prior to dental or other procedures? [lYes [ no ifyes, what?

Family History:

Has any relative had: [Jtuberculosis [Cancer [IDiabetes ClEpilepsy [JHeart Disease
[C]Asthma [JHigh Blood Pressure [JLung Disease [Kidney Disease
[1Blood/Bleeding Disorders [IMental Disease

Relative Age State of Health

Mother

Father

Brother(s)

Sister(s)

Children

Do you - Wear: [ dentures [lglasses [] contact lenses Smoke: [lyes packs perday _ [Ino [Iformer smoker
Drink alcohol: [1no [lsocial/occasional drinking only [ other
Alcohol or drug problems/addictions: [1none [lyes, describe




