Tre: 1:53PM Aspire Dentsl Care, PLLC Date 3/21/2023

Eaglesoft Medical History
Partaert Mame: Birth Date: Date Created:
Are you under 8 physican’s care now? Oives DN If yes R )

Have you ever been hospitalized or had amajer operstion? () ves () Mo If yes

Have you ever had & serious head or neck injury? Crves (O he 1If yes

Are you taking sy medications, pills, or drugs? Cives Ot Fyes -

Do you take, or have you taken, Phen-Fen or Redud? O ta O Mo Fyes _

Have you ever taken Fosama, Boniva, Actonel or any other (™) ves () Mo tyes | -

medications Containing bisphasphonses?

Are you on 8 special dist? O Yes () ho

Do you use tobaire? O Yes (O Mo

D& you ute controlied substances ? O ves (O vo If yes & =
Women: Are you...

| Pregnant|Trying toget pregnrant? [ Nursing? [ Taking oral contraceptives?

Are you slergic to any of the folowing?

[ Aspirin [~ Penigillin [ Codeire [ Aerylic
[ Metal [ Lstex [ SulfaDrugs [ Local Anesthetios
Other? = ifyes

Do you have, or hawe you had, any of the foliowng?

AIDEMIV Pogitie () Yes (Mo | Cortisone Medione Cives Mo |Hemophiks () Yes (INo  |Radiation Treatments Cives CiNo
Airhermer § Digeame O Yes (Mo |Disbetes Oives )b |Hepatits & () Yes (O Ho |RecentWesightLoss ) Yes (D)Mo
g byl mes Oves (Mo |Drug Addiction Oives e |HepatitisBorC O Yes (Mo |Rensl Dishyss ) Yes () Ne
Anemia O ves (iho | Essily Winded Oives Oihe  |Hepes (3 Yes ()Mo |Rheumatic Fever ) Yes (D)Mo
ARgang () Yes (Mo |Emphysema (ives (Mo |High Blood Pressee (3 Yes ()Mo |Rheumatizm ) Yes (INo
irthnitisGout () Yes ()Mo |Epilepsy or Sezures (hves () mo |High Cholestersd ) Yes (Mo | Scardet Fever ) Yes ()Mo
artificial Heart Valve O Yes (Mo | Excessive Bleeding ives ()ho |Hives orRash () Yes (yMo |Shingles O Yes (OiNo
Artificial Joint () Yes (O No | Excessive Thirst (Oives (e | Hypoghrosms i Yes (yNo | Sickle Call Disesse i Yes ()Mo
Agthma (aves (INo [Fainting Spells/Dizsness () Yes ()Mo | Freguisr Hearthest OiYes (OiMe | Sines Trouble ) Yes ()Mo
Blood Disesme () Yes (Mo |Frequent Cough () ¥es (Mo |xidneyProblems () Yes ()Mo |SpinaBifide Crres (iNo
Blood Transfuson ()Yes (Mo |Frequent Diarrhea Oives (Mo |Leukenia C)ves (Mo | Stomach/intestinal Disesse () Yes ()Mo
Breathing Problems ) ¥es ()Mo |Freguent Hasdsches (i ¥es (Mo | Liver Diseose i Yes (iNo | Stroke O Yes () No
Bruise Easily Cives (iho | Genital Herpes (ives (iMoo |LowBlocd Pressue i ¥es (WMo | Swelling ofLimbs O Yes OiNo
Cancer (I Yes (Mo | Glawcoma (iYes (Mo |Lung Disease () Yes (IMo | Thyroid Disesse ) Yes () Ne
Chemotheraoy (ves O Mo |Hay Fever (O¥es ()Mo |Mitral Valve Prolapse CiYes (ino | Tonsillits i Yes OiMe
Chest Paing (O ves (Mo |Heart Attack/Failure O ves Ove | Ostensponss i Yes OiNe | Tuberculoss Crves OINo
Cold Sores/FeverBisles () Yes () No | Heart Murmur Crves (O e |Pain inlew Joints Cives (Mo | Tumors of Growths ) Yes ()Mo
Congenital Heart Disorder () Yes () Mo | Heart Pacernaker (ifes ()Mo |Parathyroid Disesse COives (Oino  |Ubcers O Yes (hne
Convulsons (3 ¥es (Mo |Heart Trouble/Disesse (3vex (Mo |Psychistric Care i Yes (INo |Venereal Disesse Crves OiNo

Yellow Jaundice i ves Mo
Have you ever had any serious liness not kisted above? () Yes () No If ves

Comments:

To the best of my nowledpe, the questons on this form have been acourstely srswered. 1 understand that prosasing Incorrect mformation cen be dangerous to my (or patient's) health, It s my
responsibdity to niform the dental office of any dhanges n medical stats.

Sigrature of Fabent, Parent or Guardian:

X Date:



Teme 1:53 P duspere Derital Care, PLLC Dete 3/21/2023

Eaglesoft Medical History
Paithant Mame : Birth Date: Date Created:
Arevouunder a nhw;uln's Care now? CIYes )Mo i ves
Have you ever been hospitalized orhad a major operation? CiYes (i MNe 1fves
Have you aver had & serious hesd ar neck injury? ) Yes 3 Mo if yes
Areyou taking any madications, pills, or drugs? i Yes (N0 iyt
Do you take, or have you taken, Phen-Fen or Redux? CIYes (Mo if yes i
Have you ever taken Fosamax, Boniva, Actonel or any other () ves () Mo I yes
madications containing bisphospho nates®
Areyouon a special diet? CiYes ()Mo
Do you use tobacco? ) Yes [ Ne
Do you use controlled substances ? CiYes ()Mo Ifyes
Women: Are you..
" Pragnant/Trying to get pregnant? [ Nursing? Tieking oral contraceptives?
Are wou aliergic to any of the foliowng?
" Aspirn Penicillin | Codein Beryhic
Metal T Lt | Sulfs Dregs Local Anesthetics
Other? i [f yes
D yow have, or have you had, any of the falawing?
AIDSHIV Positve ) ¥es (I Ho |CortisoneMedicne [iYes (iMa |Hemophike 'Yeg | WMo |Radiation Trestmens 1 Yes Mo
Alzheimer's Disease (iYes (1Mo | Diabets ‘Yes Mo |Hepatios & Yes Mg |Recent Weight Loss Yes . i Mo
Aasphylaes (W¥Yea (Mo |DrugAddiction (IYes (TMo |HepatitisSorC C1Yes ([ tHe |RenalDialyss Yes Mo
Anamia {ives ()Mo |Easily Windad hYes {INo  |Herpes () Yes v Mo |Rheumatic Fever P ives ('hNo
Angina (Ve (1Mo |Emphysema (3 Yes ¢« 1Mo |HighBlood Pressue | Yes Mo |Rheumatism Tes Ne
arthritis/Gout (hves (Mo |Epilepsy or Seizuns () Yes No  |HighCholesten Chives ()Mo | Scariet Fever L Yes ()Mo
Artificial Heart Valve (e ()Mo |ExcessiveBleading (iYes (}No |HiwesorRash (¥es (Mo | Shingles Ly Yer O3 Mo
artificial Joint (Oves (INo  |Excessive Thinst () Yes ()No  |Hypoglycema () fes (tho | SickleCell Disease Yes (Mo
2sthms (h¥es (JMo |Fainting Spefis/Dimmess () Yes () No | Ireguolar Heartbea Tives Mo | Sinus Trouble LiYes |t o
Bload Dissate (ives (VMo |Frequent Cough (Y ¥es (TNo |Kidney Froblems CivYes [ ime |SpmaBifids Tes Mo
Blood Transfusion (D ves (o |Frequent Disrrhea (JYes ( iNo |Leukemia (hves (WMo |Stomach/TntestinalDisesse () Yes i Mo
Breathing Problems Cives (1t |Freguent Hesdadves (I Yes (INo |[LivarDigesse CiYes iMoo | Stroke LiYes Y Me
Bruise Easily Lies (JMNo | Genital Herpes {hves [ 'Ne |LowBioodPreswre LiYes o« ¥ Mo [Seelling ofLimbs “Yes Mo
Cancer ) Yes (ItNo |Glascoma (Ives (1Mo |LungDisease CiYes {iNo | Thyroid Disesss CVYes (% Na
Chemotherapy (Oves (INo  [Hay Fever (D ¥es ) No | Mitral Valve Prolapse Ci¥es (iMo  |Tonsilles R
Chest Pains ()¥es (J%a [HeartArtack/Failure (d¥es (INo | Osteopoross (¥es (1Mo |Tuberculoss (1¥es )Mo
Cold Sores/FeverBlabers () Ves ()Mo |Hesrt Murmor “s¥es (' No | Pan in Jaw Joints Ll Yes (Mo |Tumors or Growthe ' Yes Mo
Coagenital Heart Disonder () Yes () hap | Headt Pacemaker (i %es (I No  |Parathyroid Dicesss (1 Yes | Mo |(Uleers Yeg Mo
Canvulsons ChYes (Mo (Heart Trouble/Disesse (3Yes (Y No |PsychiatricCare LiYes . 1Mo |Vensreal Disease | Y Ma
¥ellow Jaundice Cfes ]
Have you ever had any senous (liness not listed abave? ives (1Mo 1F yes
Commenits:

To the best of my knowledge, the guestions on this form have been scorately answered. | understand that providing ncormect nformaton can be dangerous to my (or patents) bealth, [t s my
resporsitity to nform the dental office of any changes in medical atats.

| Sgnature of Patient, Parent or Guardian:



