Although dental

Eaglesoft Medical History

Are you under & physician’s care now? FiYes &
Have you ever been hospitalized or had & major operation? FEives B
Have you ever had a serious head or nedk injury? Fives B0
Are you taking any medcations, plls, or drugs? Fives T Mo
Do you take, or have you taken, Phen-Fen or Redux? P ¥es TiMo
Have you cver token Fosamax, Boriva, Actonal or any ather # Yes FiMo
Are you on a spedal det? Fives FiNo
Do you use tobacoo? Fives DN
Do you use controlled substances? Fives TiNe
[ Pregnant;Trying to get pregnant? [ ureng?
Are you sllergic to any of the Following?
[ Aspirin | Persclin
i Metal [ Latex
Other? 7
Do you hawve, or have you had, any of the folowing?
Alzheimer's Deease Fi¥es (O No | Disbetes ) Yes
Anaphnlands @ ves @& nNo | Drug Addiction Tives
Areia Pives N0 |Easly Winded T Yes
Angina i ¥es T Mo |Emphysema £ Yes
Arthritis fGout Fi¥es Mo |Eplepsy or Seinures i Yes
Artificial Heart Valve ©iYes Mo | Excessive Bleading £ Yes
Artfical Joint Sives Mo  |Excessive Thirst 7 Yes
Asthma Fives )Mo |FantingSpelsfizaness ([ Yes
Biood Transfision TiYes Mo |FreguentDiarrhea Dives
Breathing Problems. FiYes Mo |Freguent Headaches Dives
Bruise Easlly Ti¥es T No | Genital Herpes 0 ves
Cancer Si¥es ONo | Glaucoma Tives
Chemotherapy B Yes SMo |HayFever TivYes
Chest Pans. SiYes T Mo Heart Attack Falure Tiv¥es
Cold SoresFever Bisters ) Yes S No | Heart Murmur Ti¥es
Congenital Heart Disorder 5 Yex &) No | Heart Pacemaker B Yes
Corvvuisions: Fives FiNo | Heart Trouble Deasce Tl Yes
Yeldow Jaundice Sives SN0
Hawe you ever had any serious liness not ksted above? Tives Do

Comments:

Brth Date:

If yes |

TFyes |

TFyes |

Date Created:

personnel primariy treat the area in and around your mouth, your mowth is & part of your entire body. Health probiems that you may have, or medication that you may be
taking, could hanve an impor tant interrelationship with the dentistry you will receive. Thank you for snswering the following questons.
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I~ Talang oral conftracepiives?
[ codaine T acryie

i sulfa Drugs lioeal Aneethetics
| &5
Hemnonila Tifes Mo |Radiston Treatments OYes HNo
Hepatios A Tives TiNo  |Recent Weght Loss vz SiNn
HepatitsBor C Tives T ho  |Rend Dalyss Sives Sino
Herpes Fiv¥es TiMo |Rheumatic Fever i ves TiNo
High Bload Pressune  ¥es Tinp |Rheumatsm “ives TiMo
High Cholesterol Fives Mo | Scarlet Fever i ¥es FiNo
Hives or Rash i Yes Mo - |Shingles Eives DNo
Hypoghyoems Tives TiNo | Swide Cell Discase Fives SN0
Trregular Heartheat Fives TiMo | SrusTrouble Fives SN0
Hdney Probiesms D¥es TiNo | Spina Bifide D¥es Do
Leukemia O¥es @i MNo | Stomach/intestnal Disease ) Yes & Mo
Liver Disgeass Oives SiNo | Stroke Bves Dho
Low Hood Pressure Oves N0 | Sweling of Limbs EiYes Do
Lung Disease Dives Done | Thyrokd Disease O¥s SN
Mitral Vabve Prolapse Sives ONo | Tonsilits E Yes TiNo
Osteopoross Cives Mo | Tuberodoss S ves DiNo
Fain in Jaw Joints FivYes HNo |Tumorsor Growths i Yes TiNo
Parathyroid Disease DiYes D No |Uloers B Yes Mo
Psychiatric Care FiYes T No |Venersal Dsease FiYes FNo

Ta the best of my knowledge, the questions an this form have been acowratsly answered. [ understand that providing incorrect infarmation can be dangerous to my {or patient's) hedlth. Ttismy
responsibiity to inform the dental office of any dhanges in medical status.

Signature of Patient, Parent o Guardian:



