Dr. Amanda Darty
Eaglesoft Medical History
Patient Mame: Birth Date: Date Crested:

Althaugh dental personnel prmarily freat the area in and around vour mouth, your mouth is 2 pert of your entire bady, Hea'th problems that you may have, ar medication that you may be taking, ¢

Are you under a physicarfs care now? I Yes TN If yes '—_ ' '_—— e _f'
Hawve you ever been hospitslized or had & major operation? i ¥es Mo 1f yes - . ki . i
Hawe you cver had a serous head or neck injury? ® Yes @ Mo SN ey 2 ER . ._ |
Are you taking any medications, pils, or drugs? B Yes @ No M - — - — - _—|
Do you take, or have you taken, Phen+Fen or Redux? 7 Yes ) No Fves | i - = it = A ]
Ha'.rey'c_lu ever Laken Fosamax, Boniva, Actonel or sy other Yo @ Mo et |_ 5 : P ]
meadications containing bisphosphonates? .

Are you on @ speaal diet? E Yes © Mo

Do you use tobacro? i Yes B Na

bt bk ool P ¥es Fibo If yes = . o

Women: Are you...
[ Pregnant/Trying to get pregnant? |77 Mursing? [T Teking oral contraceptives?

Are you alergic to any of the folowing?

[ Aspirin [ Pericilin [ Codeine [ acryic
[ Metal [FLatex [F] suifa Drugs [ Local Anesthetics
Other? [ Ifyes |

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

AIDSHIV Positive TiY¥es O Me | Cortisone Meddne Hemophila Ti¥es @ Ma  |Radiation Treatments ) ves & Mo

Alzhaimer's Diseass £ Yes i No Diabetes Hepatitis & T ¥es Mo Recent Weight Loss ™ Yes i No

Anaphyfaxis TiYes ©No  |Drug Addiction Hepatits 5 or ves Tihe | Renal Dishysis T ¥es T Ne

Anemia Di¥es TiNe | Easly Winded Herpes Di¥es (Mo |Rheumslic Fever i Yes 7 No

Angina ©i¥es Mo | Emphyssma High Blood Pressure T fes Mo | Rheumalism % Yes ) No

Arthritis Gout i¥es iMoo | Epilepsy or Sezures High Cholesteral i Yes Mo | Scaret Fever ) Yes ) No

Artifidal Heart Valve i ¥es TiMNo | Excessive Bleeding Hives or Rash FiYes & No | Shinges FYes i Np

Artifidal Joint i Yes FiMo | Excessive Thirst Hypaglyoemia TiYes @ Mo | Sicdde Cell Disease iYes Mo

Asthma Ti¥es Mo |Fainting SpeleDizziness Irregular Heartbeat TiYes TiNg | Sinus Trouble i ves N

Hood Disease O ¥es @ Mo |Fregquent Cough Kidney Problems i¥es Mo | Spina Gifids T Yes Mo

Blood Transfision i ¥es ©IMNo | Frequent Diarrhea Leukemiz ives TiNp | Stomach/Imtestingl Dissase 0 ¥es 7 Mo

Breathing Problems “i¥es (TiMNo | Freguent Headaches Liver Disease “ives (Mo | Stroke i Yes TiNo

Bruise Easly i ¥es Mo Genital Herpes Low Blood Pressure i Yes 7 Mo Sweling of Limbs i fes TN

Canozr Fives I Mo Glaucoma Lung Diseasa ¥es T No | Thiyroid Dissase .

Chemotherapy TiY¥es (MNo | Hay Fever Mitral valve Prolapse Fi¥es Mo | Tonsilitis

Chest Pains “ifes (Mo |Heart AttackFaiure (isteaporosis Ti¥es Cing | Tuberculosis

Cold Sores/Fever Blisters & Yea Mo Heart Murmur Pain in Jaw Joints Frves Fino Tumors or Growths

Congenital Heart Disorder & ves & Mo Heart Pacemaksr ; Parathvroid Diseass F1ves & Mo Ulcers

Convulsions Tives CIMo | Heart Trouble Tisease Tives TiNe  |Psychiatnic Care i¥es Mo | venereal Diceass

Yellow Jaundice Frves &I Mo

Have you ever had any ssrious iless mot ksted above? ies 1 No If yes __ - e SEEC N S ol _I
Comments:

T the best of my knowledge, the guestions on this form have been acourately answered. [ understand that providing incorrect nformation can b= dangerous to my (or patienits) health, Ttis my
responsibiily to inform the dental office of any changes in medical status.

Sgnature of Patisnt, Parent or Guardian;

x Date:





