Time 3:36 PM Oxford Dental Care

Eaglesoft Medical History

Birth Date:

Date 11/16/2020

Patient Name: Date Created:

Nﬁwdmtdpswwyvut&exuhmdxwﬂmnwﬂw,mm:ﬁsapﬂ‘tufym:mt’rebody. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician’s care now? () Yes {)No If yes
Have you ever been hospitalized orhad amajor operation? () yes ()no wyes | - o - S
Have you ever had 2 serious head or neck injury? () Yes {)No fyes . a . - o
Are you taking any medications, pills, or drugs? ) Yes (INo ifyes a - . N
Do you take, or have you taken, Phen-Fen or Redux? )Yes O No Ifyes o = o N
Have you ever taken Fosamax, Boniva, Actonel or any other ) yes (% No Ifyes - - - -
medications containing bisphosphonates? =
Are you on a special diet? C)Yes {)No
Do youuse tobacco? ) Yes ()No
Do you use controlled substances? ) Yes () No Ifyes - - - -
Women: Are you...
| Pregnant/Trying to get pregnant? [ Nursing? | Taking oral contraceptives?
Are you allergic to any of the following?
[ Aspirin [ Penicillin | Codeine Acrylic
[ Metal [ Latex [~ SulfaDrugs | Local Anesthetics
Other? [ f yes - o -
Do you have, or have you had, any of the following?
AIDS/HIV Positive ()Yes ()No |CortisoneMedidne ()Yes (JNo |Hemophilia (_‘Yes {INo |RadiationTreatments
Alzheimer's Disease {)Yes () No |Diabetes ()Yes ()No |Hepatitis & (JYes ('No [RecentWeightLoss
Anaphylaxs (1Yes ()No |DrugAddiction (O Yes ()No |HepatitisBorC ()Yes ()No |RenalDialysis
Anemia ()Yes () No |Easilywinded (iYes ({1No |Herpes ()Yes ()No |RheumaticFever
Angina (3Yes ()No |Emphysema ()Yes ()No |HighBlood Pressure ()Yes ()No |Rheumatism (dYes () No
Arthritis/Gout () Yes ()No |Epilepsy orSeizures () Yes (()No [HighCholesterol {1Yes ()No |ScarletFever () Yes () No
Artificial HeartValve (iYes ()No |ExcessiveBleeding (iYes ()No |HivesorRash (JYes ([ 'No |Shingles (JYes (i No
Artificial Joint (JYes (INo |ExcessiveThirst »Yes ()No |Hypoglycemia C)Yes ( 'No |SickleCell Disease () Yes {)No
Asthma ()Yes (3No |FaintingSpells/Dizziness (i Yes (yNo |lrregularHeartbeat (JYes ()No |SinusTrouble ()Yes (INo
Blood Disease (_)Yes ()No |FrequentCough () Yes ()No |KidneyProblems (") Yes ()No |SpinaBifida (yYes ()No
Blood Transfusion ()Yes () No |FrequentDiarrhea () Yes ()No |Leukemia ()Yes ()No [Stomach/IntestinalDisease () Yes () No
Breathing Problems (iYes {)No |FrequentHeadaches ()Yes { )No |LiverDisease (_iYes () No [Stroke () Yes {INo
Bruise Easily ()Yes (}No |Genital Herpes (yYes ([ JNo |LowBloodPressure (yYes (tNo |SwellingofLimbs () Yes () No
Cancer iYes ()No |Glaucoma () Yes (yMNo |LungDisease (’Yes () No |ThyroidDisease () Yes () No
Chemotherapy (3Yes {INo |Hay Fever () Yes () No |MitralVvalveProlapse (JYes ()No |Tonsillitis () Yes ()No
Chest Pains (3Yes () No |HeartAttack/Failure ()Yes (INo |Osteoporosis (iYes ()No |Tuberculosis (JYes ()No
Cold Sores/FeverBlistes () Yes () No |Heart Murmur (JYes ()No |PaininJaw Joints OYes ONo  [TumorsorGrowths () Yes i )No
Congenital Heart Disorder (s Yes () No |Heart Pacemaker () Yes (()No |ParathyroidDisease JYes ()No |Uicers () Yes () No
Convulsions (iYes ()No |HeartTrouble/Disease ()Yes (()No |PsychiatricCare L JYes ( 1No |VenerealDisease ()Yes () No
Yellow Jaundice (i Yes () No
Have you ever had any serious iliness notlisted above? (i Yes () No If yes [ — R . 7

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
responsibiity to inform the dental office of any changes in medical status.

Signature of?alierlt. Parent or Guardian:

X



