Time 9:30 AM SOMERSET DEMTAL ARTS Date 7/22/2021
Eaglesoft Medical History (Copy)
Patient Mame: Birth Dater Date Crested:

Although dental personnel primarily treat the area in and around your mouth, your mouthis a part of your entire body. Health problems that you may have, or medication that you may be taking, ¢

Are vrn;umfer a physician’s care now? Oves Do Hyes { _ o = : Soo m = s

Have you ever been hospitalized orhad a major operation? (Oves DiNo If yes e e ‘
Have you ever had a serious head or neck injury? Cives Citio fyes f i i oy ‘ .“77

Areyou taking any medications, pills, ordrugs? Oives o If yes ’ e

Do you take, or have you taken, Phen-Fen or Redux? Cives Citio If yes | :
Have you ever taken Fosamay, Boriva, Actonel or any other  (Tives (Tiio IFyes | R R T % A e g
medications containing bisphosohaonatas? 5 " Crei
Are you on a special diet? ites CiNo

Do you use tobacco? Cives (Mo

Do you use controlled substances? Oives (DNo TFves | e R b e

Women: Are you,..
[JFregnant{Trying to get pregnant? [JMursing? [[]Taking oral contraceptives?

Are you allergic to any of the following?

[JAseirin DPanicillin DCodeine g.&cryiéc
[JMetal [Jtatex DSqua Drugs [JLocal Anesthetics
Other? O Tyes |

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

AIDS/HIV Positive Cives Mo | Cortisone Medidne (fes ((JNo  |Radiation Trestments (ves (Mo |Alzheimer's Disease {ives (Mo
Diabetes (Cives (Mo | Hepatitis & ves (CJNo  |RecentWeightLoss (Cives (UiMo | Anaphylaxs Cives (OMNo
Drug Addiction (OYes (Mo [HepatitisBorC (ives (OMo  |Renal Dislysis CiYes (Mo |&nemia Yes (Mo
Easily winded {ves (Cito  |Herpes (OYes (OMNo  |Rheumatic Fever (Oves {O)No |HighBlocd Pressure (Oives (iNo
Arthritis/Gout (Oves (Mo |Epilepsy or Seizures (OYes (UiNo  |High Cholestenl (ives (OiNo | Scarlet Fever Cives (OiNo
Artificial Heartvalve (OYes ©Na |HivesorRash Cites (ONo  |Shingles (OiYes (OiNo | Artificial Joint JYes (CiNo
Excessive Thirst ives (iMoo  |Hypoglycemia (iYes (No  |Asthma ()Yes (ONo  |Fainting Spelis/Diziness  {)Yes (INo
Irregular Heartbeat (Jves (OMo | SinusTrouble (O%es (iMoo |Blood Disesse (ves (Mo |Freguent Cough (iYes
Kidney Problems (Oives (Odo | Leukemiz (JiYes (Mo |StomachiIntestinal Disease )ves (Mo |Breathing Problems Cives CiMe
Frequent Headachas (OYes (Mo |LiverDisease (Oives (OMo | Stroke (Cives (Mo |BruiseEasily Oives OMo
Low Blood Pressure (Cives (Utio | Swelling ofLimbs (OYes (Do |Cancer (Oves (ONo | 6Glaucoma Cives CiNo
Lung Disease (Oves (Mo | Thyroid Disease (O¥es (ONo | Chemotherapy {¥es (iNo |Hay Fever Oives CiNg
Mitrz| Valve Prolapse OvYes (No |Tonsillits (Tives (Mo  |ChestPains (Oives (ONo | Heart Attack/Failure (Cives (ONe
Osteoporosis (ives (UiNo | Tuberculosis (Cives Mo |Cold Sores/FeverBlistes  (Oives (No | Heart Murmur (Cives o
Fain inJaw Joints (Cives (Do | Tumors or Growths Oves (ONo  |Heart Pacemaker Oives (N |Ulcers Oves CiNe
Heart Trouble/Disease (CiYes {ONe  [PsychiatricCare (Oves (OiNo | YellowJaundice ives (ONo

Have you ever had any seriousilness notlisted above? Cives Cimo If yes ’ e ST Yol e R .

Comments:

|
|

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

Signature of Patient, Parent or Guardian;

X Date:



