Time 12:33 PM

Patient Mame:

Plainview Dental

Eaglesoft Medical History

Birth Date:

Date Created:

Date 12/1,/2020

Althaugh dents! personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body, Health p(ob!ems 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 questions.

Zre you under a physician's care now? Yes
Have you ever been hospitalized orhad a major operation? ves
Have you ever had a serious head or neck injuny? Yes
Zreyou taking any medications, pills, ordrugs? Tives o
Do you teke, or have you taken, Phen-Fen or Redux? Yes
Hawe you ever taken Fosamax, Soniva, Actonel or any other fes
medications containing bisphesphonates?

&re you on 2 special diet? T iYes
Do you use tobacco? ~Yes
Do you uss controlied substances? T Yes

Women: Are you.,..
i F’regnantﬁ'wiﬁgfo gefpregnant? X N.u‘rs‘ing?‘

Are you sllergic to any of the following?

" Aspirin

7 Metal

Qther?

~ penicillin

I Latex

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

LIDS/HIV Positive
Alzheimer's Disease
Anaphylaxis

Anemia

Angina

Lrthritis/Gout

Zrtificial Heartvalve
Artificial Joint

Asthma

Blood Disease

Blood Transfusion
Breathing Problems
Sruise Easily

Cancer

Chemotherapy

Chest Pains

Cold Scres/Fewver Blistars
Congenital Heart Disorder

Convulsions

Havevyouever had any seriousillness notlisted abowe?

Comments:

" Mo

Mo

Mo

: Mo

Mo

Mo

Mo
No
No
[Nie]

Mo

" Mo

Mo

‘Mo

Mo

No

Mo

‘Mo

Cortiscne r\fieaidne
Dizbetes

Drug Addiction
Easily Winded
Emphysema
Epilepsy or Seizures
Excessive Bleeding
Excessive Thirst
Fainting Spells/Dizminess
Frequent Cough
Frequent Diarrhea
Frequent Headaches
Genital Herpes
Glaucoma

Hay Fewver

Heart Attack/Failure
Heart Myurmur

Heart Facemaker

Heart Troublie/Diseass

Mo

No

o

" MNo

Mo

Mo

> No

C Mo

Yes

Yes

_fes

Yes

Yes

If yEs
If ves 7
If yes ) o N B -
If yes T -
If yrs )
If yes 7
If yes
' I %aking ora! contrécep‘t&ves?y
[~ Codeine T Acrylic
7 Sulfa Drugs [ Local Anesthetics

f yes
Mo |Hemophilia _fes “iNo | Radistion Treatments Yes Mo
Mo |Hepafitis & _iYes « . No |Recentiveightloss Yes ©_ No
" Mo |HepatitisBarC ~ Yes Mo [RenalDialysis Yes . Mo
T No |Herpes " fes )Mo |Rheumatic Fever Yes :MNo
Mo |HighBlood Pressure " Yes  No |Rheumatism Yes  MNo
" Mo |High Cholesterol " Yes Mo |Scarlet Fever Yes _ Mo
Mo Hives orRash _‘Yes ' No Shingles Yes _ No
Mo |Hypoglycemia o Yes i MNo Sicklz Cell Disease Yes ' No
_MNo Irregular Heartbeat _Yes Mo Sinus Trouble Yes Mo
Mo |Kidney Probiems " fes Mo |SpinaBifida fes . MNo
Mo |Leukemiz ‘Yes Mo |Stomach/intestinal Disease Yes Mo
_'MNo [LiverDisease _ Yes Mo | Stroke Yes . Mo
Mo |LowBloodPressurs “.Yes Mo Svelling of Limbs ‘Yes No
Mo |LungDisease Yes . Mo |Thyroid Disease Yes _ Mo
Na Mitral valve Prelapse " Yes Mo Tonsiilits Yes Mo
T No Osteoporosis ~ Yes Mo Tuberculosis Yes Mo
Mo [Paininlaw Joints " Yes Mo |TumarsorGrowths Yes Mo
No |Parathyroid Dissase _Yes [ MNo |Ulcers Yes Mo
Mo PaychiatricCare ~Yes . MNo Venereal Disease Yes  No
Yellow Jaundice Yes o

To the best of my knowledge, the questions on this form have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my {or patient's) health, Itis my
responsibility to inform the dentz! office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X

Date:



