Patient Mame:

Eaglesoft Medical History
Birth Date:

Date Created:

Although dental personnel primarily treat the area In and around your mouth, your mouth is & 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. Thank you for answering the following guestions.
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RecentidfeightLoss
Renal Dialysis
Rheumatic Fever
Rheumatism
Scarlet Fever
Shingles

Sickle Cell Dissass
Sinus Troubie

Spina Bifida

Stroke

Swelling of Limbs
Thyroid Disease
Tonsiliis
Tuberculosis
Tumors or Growths
Uicers

‘Yenerzal Disease

Yellow Jaundice
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StomachiIntestinal Disease
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&re you under a physician's care now? Oives {OiNo 1f yes E
Have you ever bzenhospitalized orhad 2 major aperstion?  (Tives (it 1f yes 5
Have you ever had a sericus head or neck imjury? Cives (Mo 1f yes i o
Areyou taking any medications, pills, or Crugs? Cives {_iMo If ves 5
Do you take, or have you taken, Phen-Fen or Redux? (Oves {OMo If yes ; ) )
Have you ever taken Fosamax, Boniva, Actonel or any other ives (Mo 1fyes |
medications confaining bisphosphonares? :
Are you on a special diet? Tives Cino
Do vou use tobacco? {Tives Mo
Doyouuse controlled substances? Dves (ONo 1f yes
Women: Are vc;u.,.;m
D Pregnant/Trying to get pregnant? D Mursing?
Are you allergic to any of the following?
[JAspirin O Paniciilin E:]Cedeine
[JMetal [tatex []5uifaDrugs
Qther? [ If yes 3
Do you have, or 'have“yuu had, any of the following?
AIDS/HIV Positive Cives iNo  |CortisoneMedide  (Dves (Mo |Hemophila
Ajzheimer's Disease Tives { )Mo Diahetes (Mives (DNo Hepatitis &
Anaphylaxs Tives { Mo | Drugsddiction {¥es {iMo |HepatitisBorC
Anemia (ives { Mo |Easily Winded (CiYes {)No |Herpes
Angina [Cives Emphysema Cives (iMoo High Blocd Pressure
ArthritisfGout ives Epliepsy or Seizunes ves 'No High Cholesterol
artificial Heartalve Cives Excessive Blesding {Oes Mo [Hives orRash
Artificial Joint Cives Excessive Thirst {Jves (INo Hypoglycemia
Asthma ives Fainting Speils/Diziness  (_JYes { JNo Irregular Heartbeat
Blecod Disease ives Frequent Cough (ves (_Ino Kidney Problams
Glood Transfusion Cives )No FrequentDiarrhea ives (Mo Leukemia
Breathing Problems (3ves (INo  |FreguentHeadaches (tes ("iMo |LiverDisease
Bruise Easily (ives Mo Genital Herpas ives (Mo LowBlood Pressure
' Cancer (Cives iMo Glaucoma (ves (Mo Lung Disease
Chemotherapy Cives Mo Hay Fever (ives (Mo Mitral Valve Pralapse
ChestPains Cives { Jpio Heart Attack/Failure Oves (Mo Osteaporosis
Cold Sores/FeverBlisters  (()Yes (/Mo Heart Murmur ives (iNo Pain in Jaw Joints
Congenital HeartDisorder ([ ives ¢ JMo  |Heart Pacemaker ives (IMa |Parathyroid Dissase
Convulsions (ives (Mo |HeartTrouble/Dissass {¥es {iNe |PsychiatricCare
Havevyou ever had any seriousillness notlisted above? Cives CiNo If yes g

To the best of my knowledge, the questions on this form have been accurately answered. T understand that providing incorrect information can be dangerous to my {or patient's) health. Ttis my
responsibility to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:
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