~JINSOO KIM,obs

ADULT HEALTH HISTORY FORM (CONFIDENTIAL)

Name Birth Date
Last First

Address

Street

City State Zip
Tel # (Home) (Cell) Email
Sex Height Weight Ibs.
Emergency Contact Name Phone Number

If you are completing this form for another person, what is your relationship to that person?

For the following questions, circle YES or NO. Your answers are for our records only and will be
considered confidential.

1. Please describe your current physical health?...........ccccoeeiiiiiiiiiniiee, EXCELLENT GOOD POOR
2. Has there been any change in your general health within the past year?..........cccccociiiieeeeiiennens YES NO
3. My last complete physical exam was on

4. Are you now under the care of @ PhySICIAaN?.......cocciiii i e e e e etaee e YES NO
If yes, what is the condition being treated?

5. Physician’s Name Phone Number

6. Have you had any illness or operation that required hospitalization?..........ccccecvviiivveiieeeeiieee e YES NO

If so, what was the illness or operation?
7. Date of last cold, cough, or fever
8. Please describe your routine physical activity
9. Do you experience shortness of breath? At rest Minimal exertion Moderate exertion

Do you have or have you had any of the following diseases or problems? PLEASE CIRCLE
10. Damaged heart valves, artificial heart valves, knee or hip replacement, plastic or artificial

=T =T O OO O TSP UP PSR UPPTOPPRTP YES NO
11. Congenital heart defect(s) OF MUIMUI? ... e st ae e e e be e eraeeneas YES NO
12. Cardiovascular disease: heart trouble, heart attack, coronary insufficiency, coronary occlusion, high

blood pressure (hypertension), atherosclerosis, or stroke? Please Circle.......ccovuvreveireeeveiereieseenenennn YES NO
a. Do you have chest pain UPon XErtioN?...........uuiiiiii it e e e e et e e e e s srraaeeeeeeas YES NO
C. DO YOUT @NKIES SWEIIP...ccceieeee e e e e e e st a e e e e e e e e s abbebaaeeaaeeeeennsaeaaeeeas YES NO
d. Do you get short of breath when you lie down, or do you require extra pillows when you sleep?..YES NO
e. Do you have a cardiac pacemaker/defibrillator?..........cooieeiiiiiieieiee e YES NO
f. Do you have an arrhythmia or an irregular heart beat?..........cccccee i, YES NO
13. Have you ever been diagnosed with sleep apnea?........cceeiiiiii i YES NO
14. Have you ever had Kawasaki’s disease, Rheumatic fever, or Scarlet fever?.........cccccceveiicnineennnns YES NO

15. Asthma, bronchitis, emphysema, persistent cough, tuberculosis, wheezing, hay fever? (circle which
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17. Diabetes? Thyroid, pituitary, or adrenal gland condition?.........cc.ccceooeeiiiiiiiiiiiiiicc e YES NO
18. Hepatitis, jaundice, Or IVer diSEAse?.........cuiiiiiiiiiiee ettt et e s YES NO
19. Have you ever been told not to donate blood? If YES, Why?........ccoviiiiiiiiiniii e, YES NO
20. AIDS or tested poSitive fOr HIV?.....ooiiiiie ettt see e e sbae e s s saee e e s eeesaaeeeas YES NO
21. Arthritis or inflammatory rheumMatisSmM?.........oocuiiiiiiiiie e e YES NO
22.Stomach UICers?....ccuveiiiiiieeiriee et

23, KidN@Y TrOUDBIE? ... ittt ettt e st st e s e sbee e nareenaeeenas YES NO
24, LOW DIOOT PrESSUIE?...ciiitiiieeeiiieeeriteeestteeestteeesateeee sttt beeeesaeeessssaeessseeesssbaeesassseeesssaeeeesnssnesesnns YES NO
25. Have you ever had a nervous breakdown or psychotherapy?.......cccc.coveeevernncne v YES NO
26. Do you have a history of alcoholism or drug dependence?.........cooceverreeinecnceineerscere e YES NO
27. Have you ever taken any “recreational” drugs in the past such as cocaine, crack, marijuana,

IR D PRSP PORPTPPRRRt YES NO
a. If yes, what? When?

28. Do you have a history of SMOKING?........cocciiiiiiiie et are e s e aaee sreeeeas YES NO
a. If yes, how much per day? How many years have you smoked?

29. Do you have a history of drinking alcohol?...........oooiiiiiiiiii e YES NO
a. If yes, how much do you drink per day averaged over the week?

30. Do you bleed or bruise easily? Or do you have hemophilia or von Willebrand Disease?............... YES NO
31. Do you have any blood disorder, such as anemia or sickle cell anemia?.......ccccccevveeevrciieeincieen e YES NO
32. Have you ever received a blood transfuSioN?..........c.cooiieeiiiiiiiiieniees ettt YES NO
33. Have you had surgery, x-ray treatment, or chemotherapy for a tumor, cancer, or any other

(oo g Lo L1 A To] o IO PO PO PSPPSR P PP PP PPPTOTPPPTPRIOt YES NO

34. Please list all medications you are currently taking

35. Please list all allergies to medication, latex, or food

36. Have you or a close relative ever had a bad reaction to any anesthetic drug?.........ccccceeeevveeenneen. YES NO
37. Have you ever had complications during a previous anesthetic?.........cccovvveeiiiiiiiiiiieecec e, YES NO
38. Do you have any disease, condition, or problem not mentioned above?...........cccoeevvivveeeienneenn. YES NO
a. If YES, what?

39. WOMEN:

a. Is there any possibility that you are pregnant?..........oeee e YES NO
D. Are YOU @ NUISING MOTNEI?. ...ttt e s e e e e e e s aae e e stteeees sessteeesnnneaesnnseeeans YES NO

The information on this questionnaire is accurate to the best of my knowledge and that withholding any
information could result in injury or death. 1 understand that the information will be held in the strictest
of confidence and it is my responsibility to inform Dr. Jinsoo Kim of any changes in my medical status at
the earliest possible time.

Signature of Patient Date

Reviewed by: Jinsoo Kim, DDS Date



