
JF Lopez DDS, MD, RPh, PA 
Oral and Maxillofacial Surgery  

MEDICAL HISTORY FORM 

First Name: Date:  «pativisit» 

Date of Birth:  Sex: Height: Weight: 

For the following questions, circle yes or no, whichever applies?  Your answers are for our records only and will be considered confidential. 

Are you now under the care of a physician? ---------------------------------------------------------------------------------------------------- Yes     No 

The name and address of my physician is:  

My last physical exam was on 

 If so, for what condition?

Are you in good health?  --------------------------------------------------------------------------------------------------------------------------- Yes   No 

Has there been any change in your health in the past year?  --------------------------------------------------------------------------------- Yes   No 

Have you had any serious illness, operation or hospitalization within the past 5 years? ----------------------------------------------- Yes   No 

Are you taking any medicine(s) including non-prescription, homeopathic or “natural” remedies including diet pills ------------ Yes   No 

If so, please list 

Do you have or have you had any of the following diseases or problems? 

1. Arthritis  ------------------------------------------ Yes     No

2. Asthma  ------------------------------------------- Yes     No

3. Cancer --------------------------------------------- Yes     No

4. Damaged heart valves -------------------------- Yes     No

5. Diabetes ------------------------------------------ Yes     No

6. Epilepsy or neurological disorder ------------ Yes     No

7. Fainting spells or seizures  -------------------- Yes     No

8. Frequent or recurring mouth sores ----------- Yes     No

9. Heart trouble  ------------------------------------------------

a. Angina  -------------------------------- Yes     No

b. Arrhythmias  -------------------------- Yes     No

c. Arteriosclerosis  ---------------------- Yes     No

d. Artificial valves ---------------------- Yes     No

e. Chest pain upon exertion? ---------- Yes     No

f. Do your ankles swell? --------------- Yes     No

g. Heart attack  -------------------------- Yes     No

h. Heart murmur ------------------------- Yes     No

i. High blood pressure  ---------------- Yes     No

j. Low blood pressure ------------------ Yes     No

k. Rheumatic Heart Disease ----------- Yes     No

l. Shortness of breath w/exercise ---- Yes     No

m. Other heart condition __________________

10. Hepatitis  ----------------------------------------- Yes     No

11. Jaundice  ------------------------------------------ Yes     No

12. Jaw joint (TMJ) --------------------------------- Yes     No

13. Kidney trouble ----------------------------------- Yes     No

14. Liver disease ------------------------------------- Yes     No

15. Painful, swollen joints  ------------------------- Yes     No

16. Persistent cough that produces blood  ------- Yes     No

17. Persistent swollen neck glands --------------- Yes     No

18. Seasonal Allergies ------------------------------ Yes     No

19. Sinus trouble ------------------------------------- Yes     No

20. Stomach ulcer or hyperacidity ---------------- Yes     No

21. Stroke  --------------------------------------------- Yes     No

22. Thyroid problems ------------------------------- Yes     No

23. Have you had abnormal bleeding ------------ Yes     No

a. Coumadin, Warfarin  ---------------- Yes     No

b. Other blood thinners  ---------------- Yes     No

24. Have you ever required a blood transfusion Yes     No

25. Do you have any:

a. Blood disorder, anemia ------------- Yes     No

26. Are you taking:

a. Vitamins, homeopathic remedies -- Yes     No

27. Any disease drug or transplant operation that has

depressed your immune system:

a. HIV, AIDS  --------------------------- Yes     No

b. TB -------------------------------------- Yes     No

c. Organ transplant  --------------------- Yes     No

28. Respiratory problems:

a. Bronchitis ----------------------------- Yes     No

b. Emphysema  -------------------------- Yes     No

29. Have you had any serious trouble associated with

previous dental treatment: ------------------------ Yes   No 

a. If so, explain: ________________________

30. Do you have any other condition or disease you think

the doctor should know about: ------------------- Yes   No 

a. If so, explain: ________________________

31. Are you allergic to or have you had a reaction to:

 Aspirin  --------------------------------------------------- Yes     No 

 Barbiturates or sleeping pills -------------------------- Yes     No 

 Codeine or other narcotics ----------------------------- Yes     No 

 Iodine  ----------------------------------------------------- Yes     No 

 Latex ------------------------------------------------------  Yes     No 

 Local anesthetics  ---------------------------------------- Yes     No 

 Sulfa drugs ----------------------------------------------- Yes     No 

 Penicillin or antibiotics --------------------------------- Yes     No 

 Other allergies ------------------------------------------- Yes     No 

Last Name: ____________________________________________________



 Are you wearing Contact Lenses? --------------------------------------------------------------------------------------------------- Yes     No

 Are you wearing Removable Dental Appliances? -------------------------------------------------------------------------------- Yes     No

 Do you take FOSMAX or similar BISPHOSPHONATE type drugs?  ------------------------------------------------------- Yes     No

Women (only) 
Are you pregnant or trying to become pregnant? ......................................................................................................................... Yes   No 

Do you have problems associated with your menstrual period? .................................................................................................. Yes   No 

Are you nursing? .......................................................................................................................................................................... Yes   No 

Are you taking birth control pills? ............................................................................................................................................... Yes   No 

**PLEASE BE ADVISED THAT WHEN TAKING MOST ANTIBIOTICS THEY WILL AFFECT BIRTH CONTROL MEDICATION BY 

MAKING IT INEFFECTIVE RESULTING IN PREGNANCY UNLESS OTHER PREVENTATIVE METHODS ARE TAKEN** 

Chief Dental Complaint: 

I certify that I have read and understand the above.  I acknowledge that my questions, if any, about the inquiries set forth above have 

been answered to my satisfaction.  I will not hold my dentist, or any member of the staff responsible for any errors or omissions that I 

may have made in the completion of this form. 

Date:_______________ Patient’s Signature: 

FOR COMPLETION BY THE DOCTOR 

Comments on patient interview concerning medical history: 

Significant findings from questionnaire or oral interview: 

Dental management considerations: 

Date:   Doctor’s Signature: 

Medical History Update: 

Date Comments Signature 



JF Lopez DDS, MD, RPh, PA 
Oral and Maxillofacial Surgery 

 

 

PATIENT INFORMATION 

 

DATE:             SEX:     M / F      SINGLE            MARRIED  

PATIENT NAME:                                                                                                        AGE:      

DOB:       SOC. SEC#   REFERRING DENTIST:      

ADDRESS:       CITY:    STATE:    ZIP:     

HOME PHONE:    WORK PHONE:   EXT:  CELL PHONE;     

FAX:    E-MAIL:     DRIVERS  LIC:       

EMPLOYER:        OCCUPATION:     # YEAR’S:   

 

IF PATIENT IS A MINOR, GIVE PARENTS OR GUARDIAN NAME         

 

POLICY HOLDER INFORMATION 

DATE:         SEX:     M / F      SINGLE          MARRIED   

NAME:                                                                                                       DOB:   AGE:    

SOC. SEC#   HOME PHONE:    WORK PHONE:   EXT:    

CELL PHONE;    FAX:    E-MAIL:      

ADDRESS:      CITY:     STATE:    ZIP:     

EMPLOYER:      OCCUPATION:     # YEAR’S:   

 

MEDICAL / DENTAL  INSURANCE INFORMATION 

MEDICAL CARRIER:     ID #:    GROUP #     

MAILING ADDRESS:     CITY:    STATE:  ZIP:    

CARRIER PHONE #              

 

DENTAL CARRIER:     ID #:    GROUP #     

MAILING ADDRESS:     CITY:    STATE:  ZIP:    

CARRIER PHONE #              

 



SPOUSE’S INFORMATION 

NAME:       DOB:    SEX:  M / F    

WORK PHONE:    EXT:   CELL PHONE:        

 

EMERGENCY INFORMATION  

 

NAME OF NEAREST RELATIVE NOT LIVING WITH YOU:          

COMPLETE ADDRESS:              

PHONE #:      

SIGNATURE (PARENT’S SIGNATURE IF MINOR):            

 

 

UPDATES (DATE & INITIAL):              

 

We make every effort to keep down the cost of your oral surgical care.  You can help by paying upon completion of each visit.  Other arrangements can be 

made with our office manager depending upon special circumstances.  An estimate of the charge for any procedure or surgery you may require will be given 

to you upon request.  If you have any dental and/or medical insurance we will be glad to fill out the proper forms, but please complete the identifying 

information on this form. 

 

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.  Some 

companies pay fixed allowances for certain procedures and others pay a percentage of the charge.  It is your responsibility to pay any deductible amount, co-

insurance or any other balance not paid for by your insurance company. 

 

This signature on file is my authorization for the release of information necessary to process my claim.  I hereby authorize payment to this dentist named on 

the benefits otherwise payable to me. 

 

 

 

       Signature          









JF Lopez DDS MD RPh PA-1770 St, James PL #512 

ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

"You May Refuse to Sign This Acknowledgmenr 

I, ___________ have been informed of this office's Notice of Privacy Practices. 

Print Name 

Signature 

Date 

FOR OFFICE USE ONLY 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, but acknowledgment could not 

be obtained because: 

D Individual refused to sign 

D Communications barriers prohibited obtaining the acknowledgment 

D An emergency situation prevented us from obtaining acknowledgment 

D Other (Please Specify) 

PCldlPAA.coJrn 


	Binder1
	bpforms_20170707_173101 (1)
	MEDICAL HX 
	patient info
	hippa


	Date of Birth: 
	Sex: 
	Height: 
	Weight: 
	The name and address of my physician is: 
	1: 
	2: 
	My last physical exam was on: 
	If so for what condition: 
	If so please list 1: 
	Other heart condition: 
	If so explain: 
	If so explain_2: 
	rb1: Off
	rb2: Off
	rb3: Off
	rb4: Off
	rb5: Off
	rb6: Off
	rb7: Off
	rb8: Off
	rb9: Off
	rb10: Off
	rb11: Off
	rb12: Off
	rb13: Off
	rb14: Off
	rb15: Off
	rb16: Off
	rb17: Off
	rb18: Off
	rb19: Off
	rb20: Off
	rb21: Off
	rb22: Off
	rb23: Off
	rb24: Off
	rb25: Off
	rb26: Off
	rb27: Off
	rb28: Off
	rb29: Off
	rb30: Off
	rb31: Off
	rb32: Off
	rb33: Off
	rb34: Off
	rb35: Off
	rb36: Off
	rb37: Off
	rb38: Off
	rb39: Off
	rb40: Off
	rb41: Off
	rb42: Off
	rb43: Off
	rb44: Off
	rb45: Off
	rb46: Off
	rb47: Off
	rb48: Off
	rb49: Off
	rb50: Off
	rb51: Off
	rb52: Off
	rb53: Off
	rb54: Off
	rb55: Off
	rb56: Off
	rb57: Off
	rb58: Off
	rb59: Off
	rb60: Off
	Chief Dental Complaint: 
	rb61: Off
	rb62: Off
	rb63: Off
	rb64: Yes
	rb65: Off
	rb66: Off
	rb67: Off
	patient_signature: 
	Text3: 
	IF PATIENT IS A MINOR GIVE PARENTS OR GUARDIAN NAME: 
	Text4: 
	rb68: Off
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	rb69: Off
	rb70: Off
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	rb71: Off
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text1: 
	Text2: 
	Text73: 
	Text74: 
	'bpforms_first_name': 
	'bpforms_last_name': 


