~ MEDICAL HISTORY | |

ol L

Name of Physician: Date of last Physical Exam:

Are you currently under the care of a physician?

If so, what is the condition being treated?

Have you had any serious iliness, operation, or been hospitalized in the past 5 years?

If so, for what?

Are you taking any prescription/over-the-counter medicines? Please list each one:

Are you allergic to any of the following: Circle those that apply:

Penicillin  Tetracycline ~ Aspirin  Erythromycin Codeine Nickel lLatex Dental Anesthetics
Other Antibiotics-—Please list: |

Please list any other allergies that you are aware of (foods, drugs, pollens, etc.):

FOR WOMEN:
Are you taking birth control pills? ' Are you pregnant?

To your knowledge, have you ever had any of the following medical conditions: Circle those that apply.

Artificial Joints Abnormal Blood Pressure (High/Low)  Hepatitis

Abnormal Bleeding Heart Attack Kidney, Urinary or

AIDS, HIV Positive, ARC Stroke . Bladder Problems
Arthritis ' k Mitral Valve Prolapse Nervous or Mental Disorders
Diabetes : Rheumatic Fever Respiratory Disease or

Ear or Eye Problems Fainting Spells, Seizures Tuberculosis

Epilepsy Chemotherapy Radiation Therapy

Blood Transfusion Venereal Disease Asthma

Drastic Weight Change Heart Murmur Ulcers/Colitis

Severe/Frequent Headaches Congenital Heart Defect Acid Reflux

If you circled any of the above, please explain:

If you have any disease, condition, or problem not listed above, please explain:

| realize that my insurance company, if any, has an obligation to me ‘and not to the dentist. This
office has no contractual arrangement with insurance carriers, therefore | am responsible to this
office for payment of services rendered. | authorize this dental staff to perform any necessary
dental services with-my informed consent that | need during diagnosis and treatment.

SIGNATURE DATE

OFFICE USE ONLY -----... MEDICAL HISTORY UPDATE

Date:




Time 11:58 AM Kinger Family Dentistry Date 10/26/2022

Eaglesoft Medical History(Copy) 1
Patient Name: Birth Date: Date Created:

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

Are you under a physidan's care now? OYes ONo fyes [~ ) - =~ ]
Have you ever been hospitalized orhad amajor operation?  (Dyves o If yes L j
Have you ever had a serious head or neck injury? Oves Oio If yes [ =0 I
Areyou taking any medications, pills, or drugs? Oes ONo Ifyes | oh o e ]
Do you take, or have you taken, Phen-Fen or Redux? Oves Omo Ifyes [ ) 9 |
Have you ever taken Fosamax, Boniva, Actonel or any other  (Jves (Mo If yes L ]
medications containing bisphosphonass? -
Do youuse tobacco? Oves Ono

‘Waomen: Are you...
[C]Pregnant/Trying to get pregnant? [JNursing? [[]Taking oral contraceptives?

Are you alergi to any of the following?

[JAspirin [[JPenidillin [JcCodeine [JAavlic
[Metal [JLatex [C]SuifaDrugs [Local Anesthetics
DPEANUT[ TREENUT
Doyou use controlled substances? Oves Oho If yes L’ i B s j
Other? O tyes [ N e
Do you have, or have you had, any of the following?
AIDSHIV Positive OvYes Ono  |Hemophilia OvYes ONo  |Radiation Treatments QOves ONo  |Alzheimer's Disease Oves Ono
Diabetss Oves Ono  |Hepatitis & (OvYes (ONo |RecentWeightLoss/Gain (JYes (OMNo  |Hepatitis BorC Oves Ono
Renal Dialysis OYes Oho  |Anemia Oves ONo  [Herpes OYes Ono  |Rheumatic Fever OvYes Oho
Angina Oves Ono  |Emphysema (OYes (ONo [HighBlood Pressure OYes Ono  |Rheumatism Oves ONo
Arthritis/Gout OYes Ono  |Epllepsy or Seizures QOvyes ONo  |Artificial Heartvalve OvYes Ono  |ExcessiveBleeding Oves Ono
Hives or Rash OvYes Ono | Artificial Joint OYes ONo  |Hypoglycemia OvYes Ono  |SickleCell Disease Oves ONo
Asthma Oves Ono  |Fainting Spells/Dizznass  (OYes (ONo | Sinus Trouble (OYes ONo |Blood Disease Oves ONo
Frequent Cough OYes Ono | Kidney Problems OvYas (ONo |Blood Transfusion OYes OnNo  [Levkemia OYes Ono
Stomach/Intestinal Disease (O Yes (ONo | Breathing Problems (OYes (ONo |FrequentHeadaches (OvYes ONo  |LiverDisease OYes ONo
Stroke Oves Ono  |LowBlood Pressure OvYes Ono | Cancer OYes ONo  |LungDiseass Oves Ono
Thyroid Disease Oves ONo | Chemotherapy OvYes ONo |HeartAttackiFailure OYes Ono | 0steoporosis OYes Ono
Cold Sores/FeverBlistrs  OvYes (ONo | Pain Indaw Joints Oves ONo  |Tumors or Growths (OvYes ONo  |Congenital Heart Disorder  (OYes (Do
Parathyroid Disease Oves Ono  |Ulcers Oves ONo |Convulsions OYes ONo  |HeartTrouble/Disease  Oves Mo
Psychiatric Care Oves ONo  [Snoring Otes ONo  |Depression Oves (ONo  |Bnodsm/Grinding Teeth  Oves ONo
Fatigue Oves ONo
Haveyou ever had any sarious iliness notlisted above? Otes Ono Ifyes | 5l o ]
Comments:

To the best of my knowledge, the questions on this form have been acourately snswered, Tunderstand that providing incorrect information can be dangerous to my (or patient's) health, Ttis my
responsicilty to Inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardan:

X Date:



