Time 12: 23 PM Fairbury Smile Designs Date 10,15/2020
Eaglesoft Medical History
Patient Mame: Birth Date: Date Created:

Aitheugh dentsl personnel primarily trest the sres in and around your mouth, your mouth is & part of your entire body, Health problems that vou may have, or medication that you may be taking, ¢

&revon under 3 physician’s care now? Yes Mo If yes
Have you ever been hospitalized orhad a major operation? Yag Mo ' If yes
Have you ever had 3 serious head or nack injury? Yes « Mo If yes
Arevyou taking any medications, pills, or drugs? Yes | Mo If yes
Do you take, or hava you taken, Fhen-Fen or Redux? Yes Mo If yes
Hays you sver taken Fosamax, Boniva, actonsl or any other ‘es o« Mo If yes
medications containing oisghasphe ngnes?

&revou an 3 special dist? ‘Yes Mo

Do you use tobacce? fes R0

Dayou uss controlled subsiances? | Hes o If ves )

swWemen: Are you...
Fregnant/Trying to get pregnant? Mursing? Taking oral contraceptives?

Are you allergic to any of the following?

‘Aspirin ‘Penicillin Codeine Aerylic
I Metal Latex | Sulfa Drugs | Local &nesthetics
Other? If ves

Do vou have, or have vou had, sny of the following?

AIDEHIY Positive ‘Yes Mo |CortisoneMadidne Yes No |Hemophilia Yes « Mo |Radiation Treatments i Yes « Mo
2lzheimer's Diseass ifes Mo |Diabets ‘Yes (Mo |Hepatitis & Yes (Mo |RecentWeightLoss i¥es (iNo
Anaphyiavis Yes Mo | Drugaddiction Yes « Mo |HepeatitisBorC . 'Yes | 'Mo |Renal Dialysis i¥Yes (Mo
Lnemia O ves Mo | Easily Winded ‘Yes | Mo |Herpes « 'Yes ( 'Mo |Rhsumatic Fewer i _Yes ( Mo
Anaina . ies . ipMo |Emphysema Yes Mo  |HighBlood Pressure . iYes ‘Mo |Rheumatism i¥Yes (Mo
Arthritisf Gout 'Yes « Mo |Epilepsy orSeizures Yes Mo [High Cholestersl < Yes Mo | Scarlet Fever (“Yes _ No
Artificial Heartvalys Yes « Mo |BwcessiveBleading Yes (Mo |Hives orRash Yes Mo Shingles _iYes (Mo
Artificisl Joint Ves Mo |ExcessiveThirst Yes « Mo |Hypoglycemia i Yes Mo |Sickle Cell Disease (s¥es 1Mo
Asthma 'Wes | Mo |Fainting Spells/Diziness . Yes ¢ Mo |IrregularHeartbeat Yes | Mo |Sinus Trouble {_1Yes i ‘Mo
Blood Dizesse Yes Mo  |Frequent Cough i ¥Yes Mo |Kidney Problems «iYes 'No |SpinaBifida iYes i "MNo
8lood Transfusion ‘fes Mo |FrequentDiarrhea ‘fes Mo |Leukemia ‘Yes Mo |StomachfIntestinalDisease « ‘Yes ( iNo
Breathing Froblems Yes Mo Frequent Headaches . o Yes « No Liver Disaass Yes Mo Strake ‘Yes | ‘No
Sruise Easily Yes | Mo | fGenital Herpes Yes Mo |LowviBlood Pressure « Yes (Mo |Swelling ofLimbs ('Yes (Mo
Lancer i ¥es Mo | Blaucoma i¥es Mo |LungDisease “Yes Mo |Thyroid Disease i iYes (iMo
Chemotherapy ifes « Mo |Hay Fever ( Yes Mo [Mitral Valve Prolapse o Yes | 'No |Tonsilliis (iYes 1Mo
Chest Fains Yes Mo |Heartattack/Failura ¢« Yes | Mo |Ostzoporcsis 'Yes Mo |Tuberculosis h¥es ¢« Mo
Cold SoresfFever Blisters Yes Mo |Heart Murmur . :Yes ¢« ‘Mo |PaininJaw Joints ( ifes « ‘Mo |Tumors or Growths iiYes (1Mo
Congenital HeariDisorder (" Yes Mo |Heart Pacemaker i Yes Mo |Farathyroid Disease (sYes Mo |Ulcers (h¥es Mo
Conviuisions L o Wes  iMe |HeartTrouble/Diseasz ' Yes No |FsychiatricCare Yes | ‘Mo |venereal Disease (1 Yes { Mo

Yellow Jaundice i Yes ( ‘Mo
Hawsyou ever had any sericus illnass notlisted abowae? ‘Yes « Mo If yes i

Comments:

o the best of my knowledge, the questions on this form have been acourately answered. I understand that providing incorrect information can be dangerous to my {or patient's) health. Itis my
responsbiity to inform the dentsl office of any changes in medical status,

Sigrature of Patient, Parent or Suardisn:

4 Date:



