TIME 1-46 PM

|3 ) Chart 10:
First Name: g
" Policy Holder
| Respensible Party
Responsible Party (if someone other than the patient)

Patient |s:

First Narme:

| Address:

| city, State, Zip:
Hame Phane: Work Fhone;
Birth Date: Soc Sec.

{_} Respansible Party is also a Policy Helder for Patient

" patient Irformation

Addrass: Address 2

City: State ! Zip: Pager

Home Phone Work Phone: Exl: Celliar:

Sex: 77 Male 7 Female WMarital Status: | Maried . Single [ ¢ Divorced
i Birth Date: Age: Soc. Seq: Drivers Lic:
i
E-mail: I | 'would like to receive correspondences via e-mail,
i Sactian 2 Sectian 3
| P - ) Refarred By:
| Employrent Status: [ Full Tims . Part Time . Retired p
: ; Previcus Dentist:
| Studert Status: 7 Full Time 7 Part Time Emergensy Gontact

PATIENT REGISTRATION

Last Mame

Prefarred Mame:

~ Last Mame:
Address 2
Pagar
Eaxt: Cellular
Drrvers Lic:

) Pnmary Insurance Policy Holder

Medicaid 1D: Pref. Dentist:
Employer (D Pref. Pharmacy:
© Carrier 1D Fref. Hyg.:

Primary Insurance Information

Mame of Insured:

Insured Soc. Sec

Employar.
Address:

Addrass 2:

City.State Zip:
Rem, Benefits: ) .30 Rem. Deduct:
Secondary Insurance Infermation-
| Mame of Insured:
Insured Soc. Sec:
| Employer:
Addrass:
Address 2:

Gty State Zip:

Rerm. Berefis: 00 Rern. Deduct

Relatiorship to Insured: © Self
Insured Birth Date:
Ing. Company.
Address:
Address 2:

City. State Zip:
.00

Relztenship to Insured:. - Sef

Insursd Birth Date:

Ins, Company
Address:
Address 2:
City State i
un]

{7} Secondary Insurance Policy Holder [

Emergency Contact #
Fax #

7" Spouse | | Child

7l Spouse . ) Child

DATE GM18/2014

Middle Initial:

Middle Initial:

771 Separated 7 Widowed

7 Other

. Other



Time 11:24 AM

Patient Name:

FLORESTA PLAZA DEMTAL

Eaglesoft Medical History

Birth Date:

Dake 3/24/2015

Date Created:

Arhough dental personnel prevarity trest the area in and around your mouth, your mouth is a part of your entire bocy. Heakh problems that you may have, or
medication that you may be taking, could have an important ntemrelstionship with the dentistry you will recene. Thank you Tor answering the following guastions,

Are you under a physiclan's care now? 7 Yes ¢ No Fyesfoo oo Fe
Have you ever been hospitalized or had a major @ es (O No wvasl ok AR |
aperation? =
Have you ever had a serious head or neck injury? ¢ e 0 No Fwes L R R e |
Are you taking any medications, pills, or drugs? “iYes o0 o L R N R T T |
Do you take, or have you taken, Phen-Fen or Redus? % Yes ¢ No Fvem [ Foin _]
Have you ever taken Fosamax, Boniva, Actenel or 1 Yes () No Fves[ L ]
amy other medications containing bisphosphonates? I -
Are you on 8 special diet? ~ Yas ) No
Da you use tobacco? 71 Wes ) Ne

WOmMEn: Are You...
[} Pregnant/ Trying to get pragnant? I Murging? i Taking oral contraceptives?

Are you alergic to any of the folowing? )
[ Aspirin [ Penicillin ["] codaine [ erylic
I metal [ Latex [_Isulfa Drugs [lLocal Anecthetics
Other? ] Fves | E R PRI
Do you use controlled substances? T Yes 7 No If vas | 7

Do you have, ar have you had, any of the following?
AIDS/HIV Fositve Cfes Mo | Cortisone Medicine (Yes Mo | Hemophilia T ¥es Mo |Radiation Treatments (0 Yes 3 No
Alzheimers Disease (0 Yes "I Mo | Diabetes CoYes Moo | Hepatitis A C2¥es Mo | Recent Weight Loss 7 ¥es 7 Ho
Anaphylass 0 es 00 Moo | Drug Addiction T fes <Moo | Hepatitis B or C fes (Mo | Renal Dialysis T ¥es T Ho
Anemia JYes Moo | Emsily Winded i1 ¥es Mo | Herpes “iYes Mo | Rheumatic Fever ' Yes (T No
Angina i Yes O Noo | Emphysama 0 ¥es Mo | High Blood Fressure (0 Yes < Mo | Rheumatiem “ Yas 7 Ho
Arthritis/Gout i Yes Mo |Epilepsy or Seizures 0 Yes S No | High Chelesterol U Yes iliNo  |Searlet Fever ) Yes 7 Ho
Artificial Heart Valve ) Yes © Mo |Ewcescive Bleeding (2 Yes 0 No | Hives or Rash () Yes i) No | Shingles ~Yes i Ho
Artificial Jaint % Yes (Mo | Excessive Thirst i) Yeg 3 Mo | Hypoglycemia (0 ¥es Mo | sickle Cell Disease i Yas {1 Ho
Asthma 0 Yee (Mo |Fainting Spels/Dizness O Yes o0 N0 | Iregular Heartheat O Yes < No | Sinus Trouble ' Yes [ Ho
Blood Disease ) Yes (Mo | Frequent Cough L) Yes (Mo | Kidney Problems (2 Yes {3 Mo |Spina Bifida % Yes (7 Ho
Blood Transfushon {2 ¥es iMoo | Frequent Diarrhen 0 Yes ¢ Noe | Leukemia “1¥es . No  |Stomach/Intestnal Disease ) Yes ) Mo
Breathing Problems Yes T No | Frequent Headaches 00 Yes L Ne | Liver Disease 3 Yes Mo |Stroke T Yas o Mo
Bruise Easily 0 Yes )Mo | Genital Herpes i YWes (3 MNoo | Low Blood Pressure 0 Yes <3 Mo | Swelling of Limbs " Yes ) Ho
Cancer rYes o No | Glaucoma " Yes (3 No | Lung Disease 2 Yes (Mo | Thyroid Disease ) Yes T Mo
Chemotherapy {7 Yee < Mo | Hay Fever ) Yes (:Ho | Mitrol Valve Prolapse (' Yes Mo | Tonsillitis ) Yes Mo
Chest Pains i ¥es i No | Heart Attack/Failure O Yes ) No | Osteoporosis 7 Yes (1Mo | Tuberculosiz 2 Yes {1 No
Cold Sores/Fever Blisters 0 Yes {0 No | Heart Murmur & Yes < Ho | Pain in Jaw Joints 0 Yes (Mo | Tumors or Growths £ Yes 1 Mo
Congenital Heart Disorder () Yes 3 No | Heart Pacemaker i0'Yes (Mo | Farathyrold Disease O Yes O Mo | ulgers i1 Yas ) No
Convulsions rYes Mo | Heart Trouble/Disease ' Yes (2 Ho | Psychiatric Care Yes (2 Mo | venereal Disease ) Yes 45 Mo

Yellow Jaundice & Yes £ No

Have you ever had any serious liness not listed £ ¥es D Ne Byee = B ol e R, |

Cormments:

To the best of my knowledge, the questions on this form have been accurately answered, [ understand that providing incorect nformation can be dangerous to my (or
patient's) health. It & my responsziilty to inform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardan:

X

Date:




