TIME 03:55 PM

ID:

First Name:

Patient Is:[_] Policy Holder

First Name:
Address: '
City, State, Z;p
Home Phone: 7

Birth Date:

[(JResponsible Party

Responsible Party ( if someone other than the patient )

[[JResponsible Party is also a Policy Holder for Patient

PATIENT REGISTRATION

Chart ID:

Last Name:

Preferred Name:

DATE 872972018

Middle Initial:

Last Name:

Address 2:

Work Phone:

Soc Sec:

D Primary [nsurance Policy Holder

Middle Initial:

Pager:
Ext: Cellular:

Drivers Lic:

D Secondary Insurance Policy Holder

Patient Information
Address:
City:
Home Phone:
Sex:[ ] Male
Birth Date:

E-mail:

Employment ] Ey|) Time
Status:

Student Statws: [_JFull Time
Medicaid [D:
Employer ID:

Carrier ID:

[JFemale

Section 2

Address 2:
State / Zip:
Work Phone:
Marital Status: [ Married

[Isingle

Age: Soc Sec:

Pager:

Ext: Cellular:

[Opivorced [ ]Separated [ widowed

Drivers Lic:

[J1 would like to receive correspondences via e-mail,

{TJPart Time [JRetired

D Part Time
Pref. Dentist:
Pref. Pharmacy:
Pref. Hyg:

Section 3

Default
preferred provider

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Primary Insurance Information

Relationship to Insured: [ ] Self

Insured Birth Date:

Ins. Company:
Address:
Address 2:
City, State, Zip:

Rem. Deduct:

[:] Other

[Jspouse [JChild

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip: ;

Rem. Benefits:

Secondary Insurance Information

Relationship to Insured: [_]Self

Insured Birth Date:

Ins. Company:

Address:

City, State, Zip:

Rem. Deduct:

Address 2:

[OJSpouse [JChild  []Other




Time 3:55 PM Stertng Dental Care Date 8/29/2018
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

N&usghdentalpasomdpmnaiymthmahmdummdmmoum,ywmoumisapartofywr entire body. Health problems that you may have, or medication that you may be taking, ¢

Are you under a physician's care now? “Yes O No 1f yes L ]
Have you ever been hospitalized or had amajor operation? S Yes “)No If yes ! o ]
Have you ever had a serious head or neck injury? 7 Yes )Mo 1f yes [ I
Areyou taking any medications, pills, or drugs? T Yes O No 1f yes L 1
Do you take, or have you taken, Phen-Fen or Redux? ) Yes ) No If yes L j
Havg you ever taker! Fosamax, Bgniva, Actonel or any other D Yes ¢INo 1f yes [ ]
medications ¢ bisphosphonates?

Are you on a special diet? “>Yes “ 'No

Do youuse tobacco? 3 Yes TiNo

Do you use controlied substances? & Yes ¢ No If yes l j

Women: Areyou

()] Pregncntﬁrytng togQetpregnant? [F]Nursing? ("] Taking oral contraceptives?
Are you alergic to any of the folowing?
[)Aspirin [}Penicillin [}Codeine [CAaylic
[T]Metal [TJLatex [} 5ulfa Drugs [T]Local Anesthetics
Other? &8 yes | |

Do you have, or have you had, any of the folowing?

AIDS/HIV Positive QYes O No Cortisone Medigne rves 3No Hemophita IYes O No Radiation Treatments D Yes O No
Alzheimer's Disease EYes )No Diabetes (O Yes ¢)Neo Hepatitis A (o ¥es ) No Recent Weight Loss D Yes ) No
Anaphylaxis O ves ©3No Drug Addiction ZrYes (O No HepatitisBorC <) Yes <2 No Renal Dialysis D Yes C)No
Anemia CrYes ©ONo |Easily Winded "JYes (T)No  |Herpes 1Yes (J)No | Rheumatic Fever OYes ONo
Angina )Yes (ONo |Emphysema 2 Y¥es (No |HighBlood Pressure i¥es (ONo |Rheumatism O Yes O No
Arthritis/Gout Oves Ono Epilepsy orSeizures {1 Yes (No High Cholestero! i Yes ) No Scarlet Fever O Yes CONo
Artificial HeartValve OYes {HNo |ExcessiveBleeding ) Y¥es ) No |Mives orRash “VYes ¢ No Shingles @ Yes (ONo
Artificial Joint OYes ONo Excessive Thirst O Yes (CYNo |Hypoglycemia <)Yes ()No |SickleCeliDisease O Yes O No
Asthma DYes ONo Fainting Spells/Dizzness (") Yes ) No IrregularHeartbeat “)Yes iNo Sinus Troyble D Yes O No
Blood Disease (OYes CONo |FrequentCough () Yes ONo |KidneyProblems > Yes [JINo |SpinaBifida Ives ONo
Blood Transfusion Y¥es 3 No Frequent Diarrhes “YYes )y No Leukemia <o Yes () No Stomach/intestinal Disease ) Yes () No
Breathing Problems (Yes OiNo | FrequentHeadaches (Yes {UNo |LiverDisease iYes “>No |Stroke Yes ONo
Bruise Easily OYes ©No |GenitalHerpes yYes (O)No |LowBlood Pressiure TiYes T3No | Swelling of Limbs O Yes O No
Cancer O Yes O No Glaucoma O ves O No Lung Disease IYes ) No Thyroid Disease ©Yes O No
Chemotherapy OvYes HNo Hay Fever ) Yes D No Mitral Valve Prolapse “iYes < )No | Tonsillits O Yes {dNo
Chest Pains OYes ONo  |Heart Attack/Faifure {)Yes “INo |Osteoporosis ilYes YNo |Tuberculosis S Yes ONo
Cold ScresfFeverBlistes ) Yes O No Heart Murmur ) Yes (3 No Pain in Jaw Joints > Yes )No Tumors or Growths C Yes O No
Congenital Heart Disorder ¢ Yes (iNo | Heart Pacemaker "y Yes (yNo |Parathyroid Disease ‘{.Y¥es «yNo |Ulcers O Yes O No
Convulsions ¢rYes ) No Heart Trouble/Disease (}Yes < )No Psychiatric Care Y Yes INo |venerealDisesse Yes ) No

Yellow Jaundice OYes ONo
Haveyou ever had any serious illness not listed above? O Yes €)No 1f yes [ ]

Comments:

Tohbatofmthvdedae.hewamﬁsfumhavebemmatdymed. 1 understand throvidhgmrmhformaumcmbedangem.smmy(orpaﬁml’s)hedm. Itismy
responsbity to inform the dental office of any changes in medical statys.

Signature of Patient, Parent or Guardian:

X Date:



