Time 9117 &M Rodky Point Dental Date 1f13/2018
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Althaugh dental persornel primarily freat the area in and around your mouth, your mouth is a part of your entire body. Health problems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry you will receive. Thark you for answering the following questions.

’!‘-'u'e vou under a physidan’s care now? £ Yes o

Have you ever been hospitslized or had a major operation? ves @ No :

Have you ever had a serious head or nedkinjury? @ ves TNo : ]

Are you taking any medications, pills, or drugs? Yes ) No j

Do you tzke, or have you taken, PhenFen or Redun? Yes @i No 1
|

Have you ever taken Fosamayx, Boniva, Sctoned or any other 75 ves @ No
medications containing bisphosphonates?

&re you on @ spedal diet? #ives i No

Do you use tobacco? @ Yes Mo

Do you use controlled substances? @ ves £ No Ifyes | ... o |
Wormern: Are yol..

Fregnant{Trying to get pregnant? Finiursing? [l Taking orat contraceptives?

are vou allergic to any of the following?
[l spirin Peniciin [Fcodeine Acrylic
1 Latex Suilfa Drugs Local Anesthetics

Other? Fyes | ]
Do you have, or have you had, any of the following?
AIDSHIV Positive Yes Fibe | Cortisone Medidne @ves {hNo |Hemophiia ¥es €3 Ne |Radiation Treatments & Yes
. Alzheimer's Disease @ Yes {UMo |Dishetes @Yes (INo |Hepatitisd Fives ©iNe |Recent WeightLoss @ ves
Anaphylaxis @ ves @9 No | Drug Addiction @i Yes EiNo |HepatisBoerC @ Yes %o |RenslDislysis & Yes
Anemia Yes @9 No |EaslyVinded @iYes D No |Herpes ives G No |RheumaticFever & Yes
Anging @ ves @Mo |Emphysema Yes ®iMo |High Blood Pressure @ ves P No |Rheumnatism Bives ©
ArthritisfGout i¥es §)No |Eplepsyor Seimres @¥es @ Mo | High Cholesterol #ves @ No |ScrietFever 7 Yes
Artificial Heart Valve @ Yes Mo |ExcessiveBlesding Yes Mo |Hives or Rash 7 Yes Mo Shingles &% Yes
Artifical Joint #Yes {iMo |Excessive Thirst Yes Mo |Hypoglycemis Yes @iNo | Sidde Cell Disease #) Yes
Asthma FiYes )Mo |Fainting SpelfisfDizziness D ves () No | Irregular Heartbeat #i¥es Mo  |Sinus Trouble Yes
Hlood Disease % Yes Mo  |FreguentCough #ives (No |Kdney Problems FhYes $hNe |[Spnabifida 7% Yes
Blood Transfusion Pyv¥es @ydo |FrequentDisrrhea Tives TiNe |Leukemia @ ves Mo |Stomachfintestngl Disease ) Yes
Breathing Problems @ ¥es @i No |FrequentHeadaches @ Yes ©iMe |LiverDisease Tives i No | Siroke 7 Yes
Bruise Easily ) ves @iNo |Genital Herpes PiYes 3 Me |LowBlood Pressure Fives UiNo |Sweling oftimbs @ Yes
Cancer B ¥es iNo | Glaucoma i Yes Me  |LungDisease TiYes @ No | Thyroid Disease ) Yes
Chemotherapy @ ves ¥ No |HayFever Yog #itral ¥alve Prolapse @ves Mo |Tonslits % Yes 1
Chest Pains & Yes 19 No Heart AttadiFallure Yes Dsteoporosis @ ves i No  |Tuberodosis Frves @ No
Cold SoresfFever Blisters @) Yes Mo | HesrtMurmur % ves Painin Jaw loints @hves Mo | Tumorsor Growths ives D No
Congenital Heart Disorder @ Yes € Mo | HeartPacemaker ey Parathyroid Disease &% Yes Mo |Ulcers @ Yes @ Mo
Convulsions Yes @ Mo |Heart Treuble/Disease & Yes Paychiatric Care @ ¥ez ¥iNe | Venereal Disease @ Yes 7 Mo
: Yeliow Jandice Paves Mo
Have you ever had any serious finess not listed above? Pives @tio i

Comments:

To the best of my knovdedge, the questions on this form have been acourately answered. [ understand that providing incorrect information can be dangerous to my {or patient's} health. Itismy
responsibility toinform the dental office of any changes in medical status,

- Signature of Patient, Parent or Guardian:

Y Date:

i




