Time 11:38 AM Saucony Smiles Date 9/3/2025
Eaglesoft Medical History
Patient Name: grth Date: Date Created:

Althoughdentalpersomelpm\an‘ryueatmeareahmdaromdyowmouﬂ\,ymnmthbapatofywmwebody. Healmpfobiansﬂ'\atyoumayhave,ofmécaﬁonﬂwtyounuybeumg.c

Are you under a physidan's care now? OYes ONo Ifyes

Have you ever been hospitalized or had a major operation? JiYes O No 1f yes

Have you ever had a sericus head or neck mjury? QO Yes ONo if yes

Are you taking any medications, pils, or drugs? O ves ONo 1f yes o - ‘

Do you take, or have you taken, Phen+en or Redux? O Yes ONo 1f yes

Have you ever taken Fosamax, Boniva, Actonel or any other O Y No 1fyes |

medications containing bisphosphonates? Oves O e

Ase you on a speda! diet? OYes (N0

Do you use tobacco? O Yes (ONo

Do you use controlled substances? OYes ONo Ifyes ' o
: Wcmeq:Areyw... ) o o . S R

i Pregnant/Trying to get pregnant? [~ Mursing? [~ Taking oral contraceptives?

areyoudlergctoany of the folovang? . B S

' Aspirin " Pericn [_.Codene CAayic

[ Metal T Latex T sulfa Drugs T Local Anesthetics

Other? i3 1f yes

0o you have, or !\gvg you had, any of mefoﬂowng’ 7

AIDS/HIV Positive OYes QMo |Cortisone Medine OYes ONo |Hemopiia O Yes ONo | Radiation Treatments OYes ONo
|| Alzheimer's Disease Oves O No | Diabetes OYes ONo |HepattisA O vYes ONo |RecentWeightloss Oves ONo
. Anaphylaxis O)Yes (ONo  |Crug Addiction OYes OiNo  |HepatitsBorC C)Yes ONo  |Renal Dialysis O Yes ONo

| Anemia O Yes ONo |EaslyWinded QO Yes (ONo |Herpes {)Yes ONo |Rheumatic Fever OYes ONo
\ | Angina OYes ONo |Emphysema OYes ONo  |HighBlood Pressure O Yes ONo |Rheumatism Oes ONo
; ’, Arthritis/Gout Q) Yes O No [Eplepsyor Seizres O Yes {INo |High Cholesterol O Yes ONo |ScarletFever O Yes ONo
| ;Arﬁﬁcial Heart Valve () Yes ONo |Excessive Bleeding QO Yes Q)No |Hivesor Rash (O vYes {)No |Shingles O Yes QONo
’ | Artifidal Joint QO Yes {)No |Excessive Thirst CiYes (ONo  |Hypoglycemia O Yes (ONo | Sicke Cell Disease O Yes ONo
! Asthma O Yes ONo |Fainting Spelsizziness (D Yes (ONo | Irregular Heartheat OYes (HNo | Sinus Trouble Otes ONo
 Blood Disease O ves QNo |FrequentCough O ves ONo  |Kdney Problems OYes OMNo |SpinaBifida O Yes QO No
- Blood Transfusion O Yes O)No |FrequentDiarrhea QvYes N0 |levkems OYes (yNo | Stomach/intestinal Disease ) Yes QNo
Breathing Problems QO Yes O)No |Frequent Headaches QO Yes ONo  |Liver Disease OYes ONo |Stroke QYes ONo
' Bruise Easdy OYes {)No |Genital Herpes OYes ONo |LowBlood Pressure OvYes O)No |Sweling of Limbs Qres OMo

Cancer OvYes ONo |Glaucoma O tes ONo  |Lung Disease QYes O No [Thyroid Disease Qves ONo

Chemotherapy O Yes (ONo |HayFever O Yes (ONo | Mtral Valve Protapse O Yes {ONo |Tonslitis Qves ONo

Chest Pains OvYes ()No |Heart AttackfFahure QO Yes (HNo |Ostecporosis O Yes ONo [Tuberatosis Qres ONo

Cold SoresfFever Bisters () Yes ()No [Heart Murmur QO Yes QONo  |Panin Jaw Jonts O ves (YNo | Tumors or Growths QYes ONo

CongenitalHeart Disorder () Yes {)No |HeartPacemaker (YYes {ONa |Parathyroid Disease O Yes (ONo  [Ukers Qfes ONo

Conwusions Oves ONo |HeartTroublefisease () Yes (INo |Psydhatic Care OYes (\No |Venereal Disease Oves ONo
Yellow Jaundice Qvyes ONo
. Have you ever had any serious [Iness not listed above? O Yes O No ifyes |
Comments: ’

i To the best of my knowledge, the questions en this form have been acarrately answered. Iunderstand that providing incorrect information can be dangerous to my (or patient's) heelth. Itis my
responsdiity to inform the dental office of any changes in medical status.

Snmatuxe of Paﬁéﬁt, Parent or Guardian:

X Date:




