Time 8:18 AM Creating Beautiful Smiles, S.C. Date 9/11/2017
Eaglesoft Medical History
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, could have an important interrelationship with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physidian's care now? ) Yes ) No If yes !T , l
Have you ever been hospitalized or had a major operation? ) Yes ©iNo Ifyes | l
Have you ever had a serious head or neck injury? ©) Yes & If yes i }
Are you taking any medications, pills, or drugs? ) Yes If yes i i
Do you take, or have you taken, Phen-Fen or Redux? ) Yes ©)No If yes | |
Have you ever taken Fosamax, Boniva, Actonel or any other ) Yes ) No If yes ‘ s
medications containing bisphosphonates? -
Are you on a special diet? @) Yes ) No
Do you use tobacco? @ Yes () No
Do you use controlled substances? ) Yes () No If yes
Women: Are you...
"I Pregnant/Trying to get pregnant? "} Taking oral contraceptives?
Are you allergic to any of the following?
spirin ["Icodeine [ Aayiic
[T Metal [ sulfa Drugs [T Local Anesthetics
Other? El Ifyes |
Do you have, or have you had, any of the following?
AIDS/HIV Positive )Yes (iNo |Cortisone Medidne ) Yes (HNo  |Hemophiia ) Yes (’No |Radiation Treatments
Alzheimer's Disease jYes (('No |Diabetes ) Yes (INo |HepatitisA i) Yes (iNo Recent Weight Loss
Anaphylaxis i Yes (¥ No Drug Addiction & F Hepatitis B or C Renal Dialysis
Anemia P Easily Winded Herpes Rheumatic Fever
Angina Emphysema High Blood Pressure Rheumatism
Arthritis/Gout Epilepsy or Seizures “)Yes iNo [High Cholesterol F Scarlet Fever
Artificial Heart Valve Excessive Bleeding ) Yes (iNo  |Hivesor Rash i Yes {hNo |Shingles
Artificial Joint Excessive Thirst {iYes Hypoglycemia Sickle Cell Disease
Asthma Fainting Spells/Dizziness (" Yes ( Irregular Heartbeat Sinus Trouble
Blood Disease Frequent Cough iYes (sNo |Kidney Problems Spina Bifida
Blood Transfusion Frequent Diarrhea i Yes Leukemia Stomach/Intestinal Disease
Breathing Problems Frequent Headaches TiYes O Liver Disease Stroke
Bruise Easily Genital Herpes " Yes Low Blood Pressure Swelling of Limbs
Cancer Glaucoma ©ves O Lung Disease Thyroid Disease
Chemotherapy Hay Fever ) Yes (O Mitral Valve Prolapse Tonsillitis
Chest Pains Heart Attack/Failure ) Yes (}No Osteoporosis Tuberculosis
Cold Sores/Fever Blisters Heart Murmur D Yes {'No  |Painin Jaw Joints Tumors or Growths
Congenital Heart Disorder Heart Pacemaker ) Yes (No Parathyroid Disease Ulcers
Convulsions Heart Trouble Disease 1 Yes {:No Psychiatric Care Venereal Disease
Yellow Jaundice
Have you ever had any serious iiness not listed above? @ Yes &) No If yes {
Comments:

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

Signature of Patient, Parent or Guardian:

X Date:




CONSENT

I hereby consent to and authorize the dentist to perform diagnostic procedures and

treatment as may be necessary for proper dental care.

I authorize release of any information concerning my (or my child’s) health care, advise
and treatment provided for the purpose of evaluating and administering claims for

insurance benefits.

I authorize release of any information concerning my (or my child’s) health care, advise

and treatment to another dentist.

I authorize the use of such local anesthesia, antibiotics, analgesia, or any other type
of drug as the dentist may consider advisable in my case and understand that there is
a slight element of risk inherent in the administration of any drug or anesthesia. The
risk includes adverse drug response (allergic reactions), cardiac arrest and aspiration,
irritation and swelling of a vein, pain, discoloration, and injury to blood vessels and

nerves which may be caused by injections of any medications or drugs.

I realize that inspite of the possible complications and risks, my contemplated treatment

is necessary and desired by me.

I have provided as accurate and complete a medical and personal history as possible
including those antibiotics, drugs, medications and foods to which I am allergic. I will
follow any and all instructions as explained and directed to me and permit prescribed
diagnostic procedures.

I understand I am responsible for all costs of dental treatment.

I hereby authorize payment of insurance benefits directly to the dentist, otherwise
payable to me.

Signature Date
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Dr. Debra S. Palmer
Dr. Tiffany J. Smalkoski

REGISTRATION INFORMATION

Payers S.S.# - -
Patient Name Sex Birthdate SS# - -
Person Responsible for Account Relationship to patient Spouse
Address City State Zip
Phone Cell phone Email How long at address
Employer How long? Address Phone
Spouse Emp. How long? Address Phone
Emergency contact & phone#
Address City State Zip

Whom may we thank for referring you to our office?

DENTAL INSURANCE INFORMATION

Insurance yes/no

Insurance co. Second Insurance

Address Address

City St Zip City St Zip
Phone # Phone #

Name of Insured

S.S. # of Insured

Birthdate of Insured

Group or Local

Policy #
L HISTORY
Previous Dentist How long? Last exam/cleaning

Reason for today’s visit

Please list concerns about your teeth or dentistry

ENT TMENT P EDURE

e We will be happy to submit your dental insurance claims for you, but please keep in mind that
the insurance contract is between you and your insurance company. You are responsible for all

the charges on your account regardless of coverage. Your copay will be collected each

appointment.

e If you do not have dental insurance, payment in full is expected at the time of service.
e Statements will be sent monthly to accounts with open balances. Finance charges of 1.5% per

month and late charges will apply.

e Your dental appointment represents the valuable time that is reserved for you. Missed

appointments may result in a $32 charge to your account.

Your dental care is very important to us and we are looking forward to building a happy relationship and
a healthy smile together. Thank you for providing the necessary information to get started.

Patient/Guardian Signature

Date
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