. Dores Dental !
Eaglesoft Medical History:
Patient Name: Birth Date:

Altheugh dental personnel primarily treat 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. Tharik you for answering the following questions.

#.re vou .unde.r a p.hys.léfan“s fa:e now? @ Yes @ Nc . If yes | ]
Have you ever been hospltalized or had a major operation? @ ves @ No If yes [ » |
Have you aver had a serious head or neck infury? @ Yes & No If yes t : |
Areyou taking any medications, pills, or drugs? @ Yes @ No If yes [: ]
Do you take, or have you taken, Phen-Fen or Redux? 5 Yes 5 No If yes r ] |
Have you evar take:]- Fosamax, Bonive, Actonel or any other @ ves #No If yes l BRI ; 1
medications containing bisphosphonates?

Areyou on a :rm:iz_ql diet? i ves @ No

Do youuse tobacco? @ Yes #%No

Do you use controlled substances? ) Yes ) No If yes |

Yamen;: fire yo : o ot il Al .
Pregnant/Trying to get pregnant? fives @Mo |Nursing? % res € Mo Teking oral contraceptives? ™ yes @ no

Are you allergic tn any of the following?

i g e e i i el b i e
Metal @ ves N0 |Latex @ives @ Mo | Suife Drugs @ ves @ No |Local Anesthetics ) Yes &:No
Other? )

If yes |

Do you hm'_e, or have you

wing? :
AIDS/HIV Positive @ Yes ©)No | CortisoneMedidne  @ves @MNo |Hemophiie @ ves @ No |Radiation Trestments @ Yes @ No
Alzheimar's Disease Pives ®INo Diabetes @ Yes @ No Hepatitis & Tves @ No RecentWeightloss ives @ No
Ansphylaxis @ Yes % No Drug Addiction & Yes #% No Hepatitis BorC @ vyes @3No  |RenalDialysis # ves # No
Anemia P ves @inNe Easily Winded & ves Mo Herpes @ Yes @ No ‘Rheumatic Fever # v¥eg Y No
Angina Fives @9No |Emphysema # ves €h)No |HighBloodPresswe @ Yes @ Mo |Rheumatism ®ives @nNo
;AﬂhritquGou Erves @ No Epilepsy orSeizures @ Yes # Mo High Cholestersl @i vYer 9 No |Scarlet Fever @& ves @ No
L Actificial HeartValve @ ves % No |ExcessiveBleeding @ — # Mo |Hives orRash @ Yes @ No |Shingles & Yes Pimo
iArtIflda‘I Joint i ves @ No Excessive Thirst @ Yes % No Hypoglycemia ) Yes @) No Sickie Cell Disease 5 ves @INo
| Asthma @ yes @ mNo |FaintingSpells/Dizziness @ ves @3 Mo | IrregularHeartheat @ ves @ No |Sinus Trouble @ ves @ No

Blood Digaase @ ves ©INo Freguant Cough & Yes #%No Kidney Problems @ ves @ No Spina Bifids & Yes D No
Blood Transfusion & Yes @ Mo Frequent Disrrhes #5 Yes @9 No Leukemiz ‘ ™ Yes #9No StomachfIntestinal Disease  #9 ves @ No
Breathing Problems i ves @ No  |FreguentHeadaches @5 Yes @ No Liver Disease @ ves @No | Stroke % ves @no

@ ves @ No Genital Herpes & Yes % No LowBlood Pressure & Yes ©INo Swelling of Limbs 5 Yes €% No

| # Yes & No Glaucoma # Yes @ No Lung Disease @ Yes @ No |Thyroid Disesse & ves N
| Chemotherapy @ ves @no - |Hay Fever @ ves @ Mo | Mitral Valve Prolapse @ Yes @ Ne | Tonsillits @ives @No
| Chest Pains @ ves @No | HeartAttackfFallure @ ves Emo Osteoporosis @ ves @9No | Tuberculosis & ves @ No
|Cold Sores/FeverBlisters @ Yes @3 No  |Heart Murmur @ ves B3N  |Painin Jaw Joints @ Yes N0 |Tumors or Growths ®ves ©no
Congenital Heart Disorder 5 Yes @) Ng' | Heart Pacemaiker @ Yes @Mo |Parathyroid Disease @ ¥es @No |Ulcers @ Yes @ No
Convulsions @ives @ MNo | Heart Trouble/Disease @ves € Mo |PsychiatricCare @Yes €3N0 | Venereal Disease @yes ENo

Yellow Jaundice € ves ©INo

Haveyou ever had any serious iliness not listed above? Ifyes |

@ Yes & No

Ta the best of my knowledge, the questions on this form have been accurately answered,
- responsibllity to inform the dental office of any changes in medical status,

. Signature of Patient, Parent ar GUARdIENT - — ...




