Time 4:17 PM

Patient Name:

Seuthland Smiles
Eaglesoft Patient Medical History
Birth Date:

Dzte Created:

Date 2/11/2016

Although dental personnel primarlly treat the ares In and around your mouth, your mouth Is 3 part of your entire body. Heslth problems that vou may have, or
medication that you may be taking, could have an important interrelationship with the dentistry you will recaive. Thank you for answering the folowing questions.

Are you under a physician's care now?

Have you ever been hospitalized or had a major
Have you ever had a serious head or neck Injury?
Are you taking any medications, pills, or drugs?

Do you take, or have you taken, Phen-Fen or Reduwx?
Have you ever taken Fosamax, Boniva, Actonel or

i ves (B Ho

any other medications containing bisphosphonates?

Are you on a special diet?
Do you use tobacco?

Do you use controlied substances?

Waomen: Are you...
Il pregnant/Trying to get pregnant?

Are you allsrgic to any of the following?
{1 Aspirin
[ Metat

Other?

5 Yes (D tlo

@ Yes (Y No
3 Yes 7 No
3 Yes (3 Ho
@hYas (3 No
T Yes O Mo

{7 Yes (3 No

¢ Yes (i o

e Y
L4 Nursing?

" Penicillin
{liatex

i3 Yes (B fo

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

AIDS/HIV Positive i Yes ¢ Ho
Alzheimer's Disease () Yes {1 No
Anaphylaxis 7 Yes (i tlo
Anemiz i Yes i Ho
Angina i Yes TiNo
Arthritis/Gout “Yes (3 No
Artificial Heart Valve () Yes () No
Artificial Joint i Yes ¢ o
Asthma ¥ Yes { No
Blood Disease 7 Yes o
Blood Transfusion i¥es Mo
Breathing Problems 1 Yes (i No
Bruise Easily 3 Yes & No
Cancer {3 Yes iTiNo
Chemotherapy % Yes (Mo
Chest Pains 5 Yes (i No
Cold Sores/Fever Blisters . Yes (3 Ho
Congerital Heart Disarder (2 Yes () Ho
Convulsions 3 Yes (i Ho

Yellow Jaundice i Yes i No

Have vou ever had any serious iliness not listed

Comments:

7 Yes ) Ho

Fyes | i
IFves | wd
If ves 2
I ves E b s e i
Fves| il
Fyes | =]
Fyes ! 2 j
¥yes 5 £
[ Taking orat contraceptives?

Il Codeine {7 Aerylic

[l suifa Drugs [ Locat Anesthetics
Fes| =

Cortisone Medicine 7 Yas C2Ho | Hemophilia
Diabetes i Yes {IND | Hepatitis A

Brug Addiction {5Yes (*No  |HepatitisBorC
Easily Winded iYes TiHo | Herpes

Emphysema £ Yes (:No | High Blood Pressure
Epilepsy or Seizures 7 Yes (U No | High Cholesterol
Excessive Bleeding 0 Yes (O Ho | Hives or Rash
Excessive Thirst {1 Yes (O ho | Hypoglycemia
Fainting Spelis/Dizziness 3 Yes (7 Ho | Treguler Heartbeat
Frequent Cough i Yes (3No  |Kidney Problems
Frequent Diarrhea (2 Yes U No | Leukemia

Frequent Headaches {0 Yes ('No | Liver Disease
Genital Heepes 2 Yes (ito | Low Blood Pressure
Glaucoma i Yes (O Ho | Lung Disease

Hay Faver {3 Yes CiNo | Mitral Valve Prolapse
Heart Attack/Failure (0 Yes (3 No | Osteoporosis

Heart Murmur 0 Yes Cito | Pain inJaw Joints
Heart Pacemaker 3 Yes (Mo | Parathyroid Disease
Heart Trouble/Disease ( Yes (:No | psychiatric Care

3 Yes 3 No
7 Yes O Ho
s Yes {3 No
{7 Yes i Mo
& Yes (O No
v Yas ( No
i Yes (7 No
) Yes (T Ho
i1 Yes () No
3 ¥es O No
% Yes 3 Mo
) Yes
i Yes ¢

i No

i Yes O Mo
£ Yes (NG
{1 Yes O3 Ho

% Yes 0 Ho

Radistion Treatments () Yes (N
Recent Weight Loss ; 0
Renal Dialysis

Rheurnatic Fever

Rheumatism

Scarlet Faver €

Shingles i Yes (U No
Sickle Cell Disease i Yes (3 Ho
Sinus Trouble 7 Yes O No
Spina Bifida @ Yes €5 No
StomachiIrtesting Dissase Gy
Stroke

Swelling of Limbs

Thyroid Disease

Tonsillitis % Yes < Mo
Tuberculosis €1 Yes 3 e
Turnors or Groveths i) Yes O Mo
Ulcers {y¥es i No

Venereal Disease (7 Yes (il

Fves|




Patient Dental Histary

Does your gums bleed while brushing or fossing? 1 Yes (0 Mo Hyes| by |
Are your teeth sensitive to hot or cold fiquids/foods? 3 Yes iNe  IFyes| %
Are your teeth sensitive to sweet or sour 3 Yes ) No Ifyes [ ..... o
Do you feel pain in any of your teeth? GiYes@to  Ifves | sl
Do you have any sores or lumps in your mouth? 3 Yes (3 Mo Fyes | 2y
Have you ever suffered trauma to your face , mouth 3 Yes 3 Ho Tyes | 2
Does your jaw ever dick, pop, crackle or ache? 7 Yes 7 No If ves § 2313
Do you have pain in your jaw joint, ear or side of % Yes £ No o I e : 1]
your face? .
Do you have difficulty opening or closing your O Yes (0 Mo Tf ves | 21
Do you have difficulty chewing? i Yes i No IFyes | =]
Do you have frequent headaches? @ Yes € No ¥yes | s
Do you clench or grind your teeth? ik Yes (5 Ho Ifves { = “j
Do you bite your lips or cheeks frequently? & Yes () No 0 zi
Have you had problems with previous dental work? s Yes ¢ No If yes j . :§
Heve you ever had braces? ) Yes ) No Fyes | =
How many times a day do you brush your teeth? & Yas £ No If ves | JE]
How often do you floss? {3 Yes () o Fyes o
Do you use a manuzlfelectric toothbrush? 7 Yes (7 Ho Fves | ij
Bo you use any type of mouth rinse? 5 Yes (3 Mo ¥ ves | 2
Are you fearful of having dental work dong? ) Yes {3 No i yes L 2
If you could change anything about your smile, what 3 Yes ) No If ves i = j
would it be?

To the best of my knowledge, the questions on this form have besn sccurately answered, I understand that providing incomrect information can he dangerous to my {or
patient’s) heskh. It & my responsibiity to inform the dentsal office of 2y changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:

Doctor Signature

Signature of Doctor:

X Date:

How did you hear about us?
Google
Healthgrades

Insurance k]

bt

o

Drive by £
Other ©YesONo  IFyes| ' s : ' o




