Cleana Oentad, LLC Date 8/12{2025

Eaglesoft Medical History- 2025 (Copy)
Brth Date:

Time 3:39 AM

Palient Name: Date Created:

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

Are you under & physidan's care now? Name of PCP and ) Yes ONo If yes
spedalists.
Have you ever been hospitalized or hed & major operatian? ) Yes (Mo Ifyes . o o T a
Have you ever had 2 sefious head o neck infury? O Yes 0 Mo If yes o o T T T
Arayou taking any medications, pills, or drugs? Oves Do If yes - ) S I S
Hawe you aver taken Fosamax, Bqnj‘ea, Ahetaned ar any ather QY QNo Fees ———— T
medications containing bisphosphonzes?
Ara you on a spadal diat? ) ves O No
Do you use tobacca? ) Yes (ONo
Do you vapa? OYess O
Do you use controlied substances? O Yes (INe If yas - -
Do you use manjuana? ) ves O) o
On a scale of 1-5, 5 being most fearful, how fearful are you S
of the dentist?

Women: Are you...
_ Pregnant/Trying to get pregnant? 1 Nursing? ¢ Teling pral contraceptives?

Are you allergic to any of the following?
{_ Aspirin i Penicillin T Codeine = Adylic
£ Metal latex ] Suffa Drugs by Local Anasthatics
: Foods/Cyss
Other? i fyes T -
Have you aver had any serious illness not listed balow? O ves O Mo If yes

Do you have, or have you had, any of the following?
Add Reflux/GERD OGYes ONo |ADHD Oves ONo |Alzheimer's Diseme | Anaphylis Oves OMo
Anemia Oves O o |Angina Ovss ONo |Arthrits | Artificel Haart Valve Qves O Mo
Artifidal Joint Replacement Q) Yes D No | Asthma O ves ONo | Autoimmune Disordes I Blood Disesse D Yes O No
Breathing Prablems O Yes QMo | BruiseEasily Oves OnNo |Cancer | Carpal Tunnel Oves ONe
Chemotherapy Oves (Oro | Chest Pain QO Yes Onro | Coldsores/Feverbistess Conganital Heart Disoger (G Yes Q) No
Cortisone Medidne O Yes Qe |Dementia ) ves (INo |Dimbetes I Dreg Addiction Oves One
Eating Disorder {Yves O o | Emotional Disorde {Yves (ONe | Epilepsy/Seizurz Disord | Exrassive Bleading Oves OMo
Excessive Thirst Oves Ono | Eyz Conditions (Oves O No | Heart Pacemakar | Heart Trouhle/Disaase QO ves OMo
Hepatitis A, B, or C O Yes HMNo |Herpes O ves o |Kidney Disesse | Liver Disease Oves O
Low Blood Pressure {fes {HImo |LungDisease {)Yes {)No |Neurnlagical Condtions iRadiatiun Ovyes ONo
Sinus Troubles O ves (Yo | Sjogrens Y Yes (O Ne |Stroke j High Blood Pressure Oves Oko
High Cholester Dves Oho | :

[ !

To the best of my knowledge, the questions on this form have been accurately answered. [ understand that providing ncorrect nfrmation an be dangearous to my (or patient’s) health. Itismy
responsbifity to inform the dental office of any changes n medical status.

Signature of Patient, Parent or Guardian:

X Date:







