Time 244PM Dr. Amy Carrica Dr. Meagan Aull Date 1/24/2018
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Afthough dental persormel 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, c:

Are you under a physidan's care now? ives 1IN0 vaes‘ J
Have you ever been hospitakzred or had 2 major operation? ) Yes £ No lfrtsl |
Have you ever had a serics bead o nedc injury? “iyes ©iNo [fyesl |
Are you taking any medications, pis, or drugs? EYes ONo If yes | |
Do you take, or have you taken, Phen-Fer: or Redux? ) Yes D No Ifyes | - ]
Haveyt_)ueuerlal_(pFoslamax,BorﬁVB,Acmdormywﬁtr “ives £iNo If yes L J
medications containing bisphosphonates?

Are you on & special diet? i ¥es CiNe

Do you use tobacco? FiYes ©No

Do you uge controled substances? ) Yes ©INo ifyes

Women: Are you... . e e
Pregrant/Trying to get pregnant? Flaursing? [ Taking oral contraceptives?

Are you allergic to any of the folowing?

Metal Firatex Sulfa Drugs Local Anasthetics
Other? If yes | J

Do you have, of have you had, any of the folowing?

AIDSMIY Positive Fives £i1No | Cortisone Medidne Fives TINo |Hemophia i ¥es ©3No |Radiation Treatments €9 Yes
Alzheimer's Disease Fivee ©iNo |Diabetes ) Yes TINe |Hepatitis A Sives ©INe  |Recent WeightLoss £ Yes
Anaphlaxis iYes €)No | Drug Addiction “iYes CiNo |HepatitisBorC Fifes FNo  [Renal Dialyss <ves
Anemia £3Yes £ No  |Easiy Winded Yes $HNo  |Hempes £1Yes ©INo  |Rheumatic Fever ) Yes
Angina ©ives ©No |Emphysema & yms S3No | High Blood Pressure ©ives TiNo  [Rheumatism & Yes
Arthritis fGout )fes FiNo |Eplepsy or Seinres @ Yes E3No  |High Cholesterol ©iYes ©No |Scarlet Faver & Yes
Artifidal Heart Valve Yes N0 |Excessve Bleeding & Yes FINo | Hives or Rash “ives YN0 | Shingles %) Yes
Artificial Joint Fi¥es FiNo |Ewcessive Thirst iYes )Mo | Hypoglyoemia i Yes CINo | Sidde CelDisease 1 Yes ) No
Asthma F¥es ) No |Faintng Speflsfzziness (T Yes ©No | Imegular Heartbeat iYes (CINo | Sinus Trouble ZiYes £ No
Blood Disease #Yes Mo |FreguentCough TiYes ©£9No | Kidney Problems i Yes TiNo | SpinaBifida SiYes & Np
Blood Transfusion ©iYes ©}No |FrequentDiarrhea iYes ©INo |Leukemia ©ives I No | Stomach/Intestnal Disease ¢ Yes ) No
Breathing Problems ives INo |FrequentHeadaches Ci¥es ©iNo | Liver Cisease #iYes €iNa  |Stroke Tives £ No
Bruise Easly Ti¥es TiNo | Genital Herpes Cives §3No  [Low Blood Pressure T Yes i swelling of Limbs ZiYes i No
Cancer Sives Sho | Gaucoms ©i¥es 3No  |Lung Disease Sves TiNa | Thyroid Disease TiYes Mo
Chemotherapy £iv¥es "INo |HayFever Erves O o | Mtral Valve Prolapse #Yes Ting | Tonsilits 3 ¥es ¥ No
Chest Pains Fives TiNo  |Heart AttackFailre “ives ©iNo | Ostecporosis Fives $iNa | Tuberadosis TiYes Mo
Coid SoresfFever Bisters  iYes M No  |HeartMurmur Eives SN0 |Painin Jaw Joints FiYes £ No | Tumers or Growths MYes £iMo
Congenital Heart Disorder &) Yes ¢)No | Heart Pacemaker Eves €INo | Parathyroid Cisease Fives OINg  |Uenrs Fres ©iMNo
" Convuisions ©iY¥es O No |HeartTroubleDisease &iYes €iNo |Psychiatric Care ©rves I Mo |Venereal Disease ves ©INo
Yeliow Jaundice i Yes ©iNo
Have you ever had any serious iiness not isted above? i Yes €3 No If yes | J

Comments:

" respongsbility to inform the dental office of any changes in medical stans.

. Signature of Potient, Parent or Guardian:

X Date:




