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Champlain Valley Oral & Maxillofacial Surgery, PC 
Medical History Form 


 
Name________________________________________ Date of Birth_____________ Today’s Date______________ 
 
Height__________ Weight___________ Referred By_________________________________ 
 
For the following questions, circle Yes or No, whichever applies.  Your answers are for our records only and will be 
considered confidential. 
 
1.   Are you in good health? Yes No 
2.   Are you now under the care of a physician? Yes No 
 If yes, for what condition? _____________________________________________________ 
3.   Have you had previous surgery or hospitalizations? Yes No  


If yes, for what condition? _____________________________________________________ 
4.   My last physical exam was on: ____________________________________________________ 
5.   Please list ALL medications or attach list (Prescription, Non-prescription, Vitamins, and Herbal Medications): 
      _________________________________  ___________________________________ 
      _________________________________  ___________________________________ 
      _________________________________  ___________________________________ 


***Are you currently taking or have ever taken the following drugs for treatment of osteoporosis or bone disease?   
Fosamax, Aredia, Zometa?          Yes            No 


6.   Do you have or have you had any of the following diseases or problems?  (Please check all that apply) 
[] Damaged Heart Valves  [] Neurological Problems  [] Persistent Swollen Neck Glands  
[] Artificial Heart Valves   [] Fainting Spells   [] Thyroid Problems 
[] Heart Attack   [] Seizures    [] Hepatitis 
[] Heart Murmur   [] Asthma    [] Jaundice 
[] Angina     [] Emphysema    [] Liver Disease 
[] Rheumatic Heart Disease   [] Bronchitis    [] Diabetes    
[] Other Heart Condition  [] Tuberculosis    [] Stomach Ulcer 
[] Arteriosclerosis    [] Persistent Cough   [] Hyperacidity 
[] High Blood Pressure  [] Cough Producing Blood  [] Kidney Trouble   
[] Low Blood Pressure   [] Arthritis    [] Cancer _____________ 
[] Stroke    [] Painful, Swollen Joints  [] Mouth Sores         
[] Problems with Mental Health [] Total Joint Replacement     


      [] Problems, treatments or medications which may have depressed your immune system  
7.   Are you allergic to or have you had a reaction to?  (Please check all that apply) 
      [] Local Anesthetics   [] Antibiotics ___________________ [] Sulfa Drugs 
      [] Barbiturates or Sleeping Pills [] Aspirin    [] Iodine 
      [] Codeine/Narcotics  [] Latex     [] Other_______________ 
8.   Do you have or have you ever had?  (Please check all that apply)  
      [] Prescription medication for weight reduction (Diet Pills)? ____Fen-Phen     ____Pondimin     ____Redux 
          Have you had a medical exam to insure that your heart valves were not affected? Yes No 
      [] Problems with previous Dental Treatment    [] Smoke or use tobacco products  
      [] Alcohol or substance abuse history   [] Removable dental appliances  
      [] Pain, clicking, locking or popping in your jaw  [] Contact Lenses 
      Do you have a condition or concern that you wish to discuss with the doctor privately? Yes No 
9.   Is there a condition or disease you think the doctor should know about? Yes No 
Women:  Are You: 
       [] Pregnant  [] Nursing [] Taking Birth Control Pills [] Having problems with your menstrual cycle 
 
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 doctor or any member of the staff responsible for any errors or omissions that I may have made in the completion of 
this form. 
 
______________________________________ ___________  __________________________________     ________ 
Signature of Patient, Parent or Legal Guardian   Date         Attending Doctor Signature        Date 
Form Revision date:  5.23.2008 








TO OUR PATIENTS TAKING MEDICATION 
 
 
FOR YOUR SAFETY, IT IS CRITICAL TO INFORM YOUR DOCTOR OF ALL 
MEDICATIONS YOU ARE TAKING.  IF YOU ARE ON MIDICINES OR ARE 
UNDERGOING MEDICAL TREATMENTS NOT LISTED ON OUR HEALTH 
HISTORY FORM, PLEASE DISCUSS THIS IN CONFIDENCE WITH YOUR 
DOCTOR. 
 
 


TO OUR PATIENTS TAKING BIRTH CONTROL PILLS 
 
 
THE EFFECTIVENESS OF BIRTH CONTROL PILLS SIGNIFICANTLY 
DECREASES WHEN TAKEN WITH PAIN MEDICATIONS AND/OR ANTIBIOTICS 
(MEDICINES USED TO FIGHT INFECTION).  IF YOU ARE USING BIRTH 
CONTROL PILLS AND RECEIVE A PRESCRIPTION FROM ONE OF OUR 
DOCTORS FOR PAIN MEDICINE OR ANTIBIOTICS, BE SURE TO SUPPLEMENT 
YOUR BIRTH CONTROL PILLS WITH AN ALTERNATIVE CONTRACEPTIVE 
WHILE TAKING THESE PRESCRIBED MEDICINES.  FAILURE TO DO SO MAY 
RESULT IN AN UNWANTED PREGNANCY.  IF YOU HAVE ANY QUESTIONS 
ABOUT THIS, AS YOUR DOCTOR 
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Privacy Notice Acknowledgement 


 
 
 
I, ______________________________, hereby acknowledge that I have been given 
the opportunity to receive a copy of this practice’s Notice of Privacy Practices.  I 
have been given the opportunity to ask any questions I may have regarding this 
Notice. 
 
 
 
 
 
_______________________________              __________________ 
Signature of Patient or Parent/Legal              Date 
Guardian if patient is a minor child 
 
 
____________________________________ 
Patient Name (if minor child) 
 
Please list anyone we are permitted to speak with regarding your care. 
 
 
_________________________________               __________________ 
Name                    Relationship 
 
_________________________________               __________________ 
Name                    Relationship 
 
_________________________________               __________________ 
Name                    Relationship 








 
 


Champlain Valley Oral & Maxillofacial Surgery Associates 
Welcome to our Practice 


 
Today’s Date:____________ 


 
Patient Information: 


 
Patient First Name:_______________________ MI:_____ Last Name: _____________________________ 


 
Sex: ___Male ___Female  Date of Birth: ____/____/____  Age:_____ Soc.Sec.#______/_____/______ 
 
Street Address:_______________________________________________ Apt. or Box #________ 
(if a PO box, please include street name) 
 
City:________________________ State: ____________________ Zip Code:_________________ 
 
Home Phone #: (___)__________________ 
 
Marital Status:  Single___ Married___ Separated___ Divorced___ Widowed___ Civil Union___ Domestic Partner____ 
 
Student:  Yes____ No____    If yes, Full Time ______ Part Time ________ 
 
School Name: ___________________________________ City:________________________ State:____ 
 
Patient’s 
Employer:___________________________________________ Work Phone Number:_________________ 
 
 
General Dentist:  ___________________________ Primary Care Physician: _________________________ 
 
 
Referred to our practice by:  _______________________________________________________________ 
 
 
Emergency Contact:__________________________________________ Day Phone#: _______________ 
                                                                                                              (Relationship to Patient) 
 
Person Responsible for Account Balance:  Same as Patient 
 
 
First Name: ______________________________ MI _____  Last Name:____________________________________ 
 
Date of Birth: _____/_____/______  Social Security #: ______/______/______ 
 
Address: _______________________________________________________________________________________ 
                        Street     City   State        Zip Code 
 
Home Phone (___)_______________________________ Work Phone (____)_______________________ 
 
Marital Status:  Single___ Married___ Separated___ Divorced___ Widowed___ Civil Union___ Domestic Partner____ 
 
Employer:______________________________________________________________________________________ 







Medical and Dental Insurance Information 
 
NOTE:  If you are divorced and the insurance benefits and responsibility for out-of-pocket expenses are defined in 
your divorce decree, please advise us so we may process your account correctly.  Thank you! 
 
               Primary Medical Insurance:     Primary Dental Insurance: 
Insurance Plan      Insurance Plan 
Name: ___________________________________  Name:______________________________________ 
 
Insurance Plan      Insurance Plan 
Address:__________________________________  Address:_____________________________________ 
 
_________________________________________  _____________________________________________ 
City   State                   Zip Code  City   State   Zip Code 
 
Phone#:(____)__________________Group#:______ Phone#:(____)___________________Group#:________ 
 
Employer:__________________________________ Employer:_____________________________________ 
 
Policy Holder:_______________________________ Policy Holder:__________________________________ 
 
Patient’s Relationship to Policy Holder:   Patient’s Relationship to Policy Holder: 
Self___Spouse___Child___ Stepchild___Other___  Self___Spouse___Child___ Stepchild___Other___  
 
Policy Holder’s SS#______/______/______  Policy Holder’s SS#______/______/______ 
 
ID#:_____________________________________  ID#:__________________________________________ 
 
Policy Holder’s Date of Birth: ____/____/____  Policy Holder’s Date of Birth: ____/____/____ 
 
 
               Secondary Medical Insurance:     Secondary Dental Insurance: 
Insurance Plan      Insurance Plan 
Name: ___________________________________  Name:______________________________________ 
 
Insurance Plan      Insurance Plan 
Address:__________________________________  Address:_____________________________________ 
 
_________________________________________  _____________________________________________ 
City   State                   Zip Code  City   State   Zip Code 
 
Phone#:(____)__________________Group#:______ Phone#:(____)___________________Group#:________ 
 
Employer:__________________________________ Employer:_____________________________________ 
 
Policy Holder:_______________________________ Policy Holder:__________________________________ 
 
Patient’s Relationship to Policy Holder:   Patient’s Relationship to Policy Holder: 
Self___Spouse___Child___ Stepchild___Other___  Self___Spouse___Child___ Stepchild___Other___  
 
Policy Holder’s SS#______/______/______  Policy Holder’s SS#______/______/______ 
 
ID#:_____________________________________  ID#:__________________________________________ 
 
Policy Holder’s Date of Birth: ____/____/____  Policy Holder’s Date of Birth: ____/____/____ 
 
 
 





