SARA &, AUSTIN, B.M.D., P.C.
Eaglesoft Medical History(Copy)
Birth Dats:

Time 2:23 PM

Patiant Mame: Date Created:

Although dental personnel primiarly treat the area in and around your mouth, your mouth & a part of vour entire body. Haalth problems that vou may have, or
madication that you may be taking, could have an important interrefationship with the dentistry you wit receive, Thank you for answering the following questions.

Name of your physician or nurse practioner? L ¥es i Ha If ves
Have vou had any surgeries or been hospitalized? T Yes v Mo Fyes:
Have you ever had a serious head or neck injury? " ¥es i HO IFyes;
Are you taking any medications or supplaments? " Yes -7 Mo If yes | ’ ) N
Have you ever taken Fosamax, Baniva, Actonel or “rYes TiHMo If ves ) B
any other medications containing bisphosphonates? T
Are you on a special diet? - Yes i Ha
Do you smoke, chevs or vape? % Yas ™ No i B
Have you ever taken Phen-Fen or Redux? 7 Yes i Mo

Women: Are you...
"I PregnantyTryng to get pregnent? T Rursing? [ Taking oral contraceptives?

sra you sllergic to any of the following?
"% Aspirin “iPeniciliin T Codeine 1 acrylic
“iMetal " Latex T sulfa Drugs “TLocal Anesthetics
Do you use controlled substances? “rYes Mo If ves ;
Other? b If yes w |

Do you have, or have you had, any of the folowng?
AIDS/HD/ Positive “:Yes Mo | Cortisone Medicine “Yes - HO | Hemophilia Yes MO | Radiation Treatments "Yas MO
Alzheimer's Disease v Yes "3 Mo | Diabetes TiYas i HOD | Hepatitis A TYes MHO | Recent Weight Loss Yas Mo
Anaphylaxis “Yes 2 Mo  [Drug Addiction “hYes TINO | Hepatitis B or C “iYes M0 |Renal Dialysis Yas o Ha
Anemia 7 Yes Cif Easily Winded i Yes Herpes “ Yes T He | Rheumatic Fever Yas Mo
Angina i Yas I Emphysema 1 Yes ik High Biood Pressure 77 Yes TilNo | Rheumatism Yes " Mo
Arthritis/Gout T Yes o Epilepsy or Seizures 1 Yes High Cholesteral “tYes MO | Scarlet Fever Yas Mo
Artificial Heart Vaive “Ho | Excessive Bleeding " Yag Hives or Rash “iYes Mo | Shingles Yas Mo
Artificial Joint #Mo | Excessive Thirst 7 Yas Hypogiycemia ““Yas i No | Sickle Cell Disease T Yes [ Mo
Asthma ZMo  {Fanting Spells/Diziness | Yes Irreqular Heartheat " Yes "Noo | Sinus Trouble T¥es T He
Blood Disorders TiHe | Frequent Cough “Yes Kigney Problems “Yes "No |pack Problems T Yas o
Blood Transfusion TrMo | Frequent Diarrhea S Yes Leukemia “:¥es TNo o |stomach/Intestnal Dissase Yes 7 HNo
Breathing Problems Mo |Frequent Headaches  ~Yes % Liver Disease Yes Mo [ Stroke “Yes o
Bruise Easily sM2  [Low Blood Fressure - Yas Sweelling of Limbs <¥es "Moo | Cancer “Yes Mo
Glaucoma I"Mo | Lung Disease ‘Yes Mo | Thyroid Disease Yas N9 | Chemotherapy Yas T HNo
Hay Fever 2Ho | Mitral valve Prolapse T Yes T Noo | Tonsillitis Yes Mo | Chest Pains Yes :Ho
Heart Attack/Faiture i+ No | Osteoporosis tYes Ho | Tuberculosis Yes Mo | Cold Soras/Fever Blisters Yes Tt Ho
Heart Murmur ¥ N6 | Pain tn Jave Jaints TYes rHO | Tumors or Growths i Yes Mo 1Congenital HeartDisorder > Yes Mg
Heart Facemaker T Ho | Parathyroid Disease . Yes T HO  |ilcers Yes 3Hp o fConvulsions Yes i o
Heart Trouble/Disease i He | Counseling ryes Mo |vellow Jaundice B Yes TsHo  {venereal disease Thes T Ho
Parkinsons *Ne | DepressionfAnxiety 0 Yes il
Have you ever had any #lness not listed above? I yas i Ne ¥yes | -

Comments:

To the bast of my knowledge, the questions on this form have been accurately answarad. I undarstand that providing ncorract information can ba dangarous Ta my (o
patient's) heatth, It is my responsibility to inform the dental office of any changas in medical status.

tignature of Fatent, Parent or Guardian:

Date:



