Smile Center Dental Care
Eaglesoft Medical History

Pabent Mame: Bt Darte:: Date Crested:

Although dental personnel primariy reat the area in and around your mouth, your mouth is & part of your entre body. Health problems that you may have, or medication that you may be tsking, ¢

Are you under a physician’s care now? Oives Oiko 1 yes | ]
Have you ever been hospitalized or had a major cperation” (Tives (Iho 1 yes | ]
Have you ever had a serious head o neck infury? Oives DOiko 1f,..| __J
Are you taking any medications, pills, or drugs? Cives Oive Wyes | |
Do you take, or have you taken, Phen-Fen or Redix? Oives Ore If yes | |
Hmm:fﬂmr.n_lllmy.urqmvl:::muﬂwﬂuﬂ- Cives OiMe IF;-| "l
Are you on a special diet? Cives Oine
D you use tobaooo? Cives Oine
Do you use controlled substances? Oves Ome If yes | ]
Womneri: Mfe pou. ..
[JPregnant/Trying toget pregnant? [JHursing? [JTeking oral contraceptives?
Are you allergic to any of the followsng?
[CJAspiria [JPeniciltin [JCodeine [J#eryiic
CJMetal [JLetex []5ulfa Drugs [ Local Anesthetics
Othar? O If'ru! |
Do you have, of have you had, any of the folloveang?
AIDSHIV Pasitive Oives OMo | Cortisone Medicne Dves Ome  |Hemophika (Cives (Mo |Radistion Trestments Cives CiNo
Alzheimer's Disease Cives (OiNo  |Disbetes Oives (Oiha  |Hepatitis & Oives Cive | Recent WeightLoss Cives OiMe
Anaphy|aes O¥es ONo | Drug Addiction Cives (Ono  |HepatitisBorC Oives (ONo  |Renal Dialyss Oives Cime
Anemia Oves ONe | Easily Winded Oves Oho  |Herpes Oites ONo | Rheumatic Fever Oives Oide
Angina Cives Oive | Emphysema Oves DM |HighBlood Pressue (Oives ()Mo |Rheumatism Cives Cine
Arthntis/Gout Oves Omo  |Epilepsy or Seizures (Oives (OMo | High Cholesters COives (Ono | Scariet Fever Cives Ome
Artificial Heart Valve Cives (Oiho | Excessive Bleeding Cives ()Mo  |Hives orRash COives One | Shingles Oives Oime
Artificial Jomt Cives Oide | Excessive Thirst Cives Oive  |Hypogiycema Cives (Mo |Sickle Cell Disease Cives Civie
Agthma Oves Ome  |Fainting Spells/Diziness  (Oves e | Iregular Heartbeat Oves Omo | Sinus Trouble Oves One
Blood Cisease Oves Omo | Frequent Cough (Oives (Mo | Kidney Problems Oves ke |Spina Bifida Oives Cine
Blood Transfusion (Oives (Mo | Frequent Diarrhea Oives OMe | Leukemia Oives Ohe  |Stomach/Intestinal Disease  ves (Mo
Breathing Problems Oives (Mo | Frequent Headaches Oves OMe  |Liver Disease Oves Ome  |Rroke Oives Oino
Brsse Easily Oives Do | Genital Herpes Cites Mo |LowBload Pressuee Oives (Ohe | Swelling of Limbs Oives OiNe
Cancer Oives One | Glaucoma Oives OMe  |Lung Disease Oves One | Thyroid Disease Cives Oine
Chemotherapy Oives Mo |Hay Fever Oives Oide | Mitral Valve Prolapse Oves Ono | Tonsilles Oives Do
Chest Paing Oves One | Heart Attack/Failure Oves Ome | Ostecponss Otes Ono | Tuberculoss Oives Oro
Cold Sores/FeverBlsters  (ves (Mo | Heart Murmur Oves Oro | Pain inJaw Jaints Oives (Mo | Tumors or Growths Oives Ohe
Congenstsl Heart Disorder () Yes (Mo | Heasrt Pacemsker Oives (Oe | Parathyroid Disesse Oives Oihg | Ulcers Oives OMe
Convulzons Oves Mo | Hesrt Trouble/Disease Oives (Do | Peychiatric Care Oves Oive | Venereal Diseass Cives CiMe
Yellow Jaundice Oives O
Have you ever had any serious iliness not listed above? Cives Oho If yes | |
Coemments:

Ta the best of my knowledge, the guestions on fhes form have been acourately snswered. | understand that providing inoorrect information can be dangercus to my (or patent's) health. It s my
respansbiity to inform the dental office of any changes in medcal status.

Sgnature of Patient, Parent or Guardian:

X Date:



