Time 12:11 PM PARAMOUNT FAMILY DENTAL, LLC Date'4/21/2026
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:
Although dental persennel primarily treat the area in and around your mouth, your mouth is a part of your entre body. Health problems that you may have, or medication that you may be taking, (f
Are you under a physidan's care now? {iYes {No Ifyes |
Have you ever been hospitalized or had a major operation? £ Yes (Y No Ifyes |
Have you ever had a serious head or neck injury? {3ves (3No Ifyes |
Are you taking any medications, pills, or drugs? i Yes (¥ No Ifyes | : e R sht ; i
Do you take, or have you taken, Phen+en or Redux? {yves {INo If yes F i
R i e o i S ——_— e [T
medications containing bi tes? .
Are you on a spedal diet? {Yes {3No
Do you use tobacco? {3Yes I No
Do you use controlled substances? {3¥es ()No If yes |
Women: Are you... R
‘Pregrant/Trying to get pregnant? [ Nursing?
Are you allergic to any of the fnﬂwmgr?r e S
Aspirin i Penicilin | Codeine
Metal [ latex {7 Suifa Drugs
Other? Ifyes | 2
AIDS/HIV Positive {ves {INo |Cortisone Medicne 3Yes (INo |Hemophila () Yes {No |Radiation Treatments O ves (No
Alzheimer's Disease {}Yes {JNo |Diabetes {3Yes {{JNo |HepatitisA {3 Yes {";No |RecentWeightLoss {3Yes {INo
Anaphylaxis {JYes {}No |Drug Addiction {sYes {INo |HepatitisBorC {)Yes {"tNo [|RenalDialysis 3ves {INo
Anemia {Ives ()No |Easly Winded {ives (JNo |Herpes () Yes (iNo |Rheumatic Fever Oves Oto
Angina {iYes {3No |Emphysema i3Yes {"}No |HighBlood Pressure ) Yes ("3No |Rheumatism sYes {INo
 Arthritis/Gout {3 ves {JNo |Epilepsy or Seizwres {%Yes {JNo |High Cholesterol {3 Yes {iNo |ScarletFever ves {INo
Artificial Heart Valve {ives {)No |Excessive Bleeding i3Yes {)No |HivesorRash ) Yes {iNo |Shingles {3¥es {HNo
Artificial Joint {iYes {"yNo |Excessive Thirst {%Yes {iNo |Hypoglycemia {)Yes i iNo |Sidde Cell Disease £iv¥es {iNo
Asthma i)Yes (JNo |Fainting SpellsDizziness () Yes {)No |Irregular Heartbeat {)Yes {iNo |Sinus Trouble Cives {ONo
lood Disease i Yes {3No |FrequentCough {1Yes {J3No |Kidney Problems {}Yes {{}No |Spina Bifida {hves OiNe
Blood Transfusion {3Yes {}No |FrequentDiarrhea 2Yes {SNo |Leukemia {JYes (iNo |Stomach/IntestinalDisease (7} Yes 3 No
8reathing Problems {uYes {JNo |FrequentHeadaches {3Yes ()Mo |Liver Disease {JYes {3No [Stoke {ives (Mo
Bruise Easily (o Yes {3No |Genital Herpes {3Yes (3MNo [Low Blood Pressure {iYes (’No |Swelling of Limbs {Yes (ONo
Cancer {iYes (JNo |Glaucoma CiYes (3No [lungDisease {yYes (3No |Thyroid Disease CiYes (3No
Chemotherapy iyYes {3No |HayFever i) Yes (yNo |Mitral Valve Prolapse {jYes {xNo |Tonsilitis {3 ves {ONo
Chest Pains {oves {iNo |Heart Attack/Failure £%Yes {3MNo |Ostecporosis IYes (sNo |Tubercdosis ©3Yes Mo
Cold Sores/Fever Biisters () ves (»No |HeartMurmur {3Yes {3No [Painin Jaw Joints () Yes {3No |Tumors or Growths O Yes {INo
Congenital Heart Disorder () Yes () Mo | Heart Pacemaker {3Yes {yNo |Parathyroid Disease (iYes (N0 |Ulcers ijYes {INo
Convulsions {Yes {%No |Heart Trouble/Disease 3Yes {JNo |Psychatric Care {iYes {3No |Venereal Disease OYes ONo
Yellow Jaundice O Yes ONo
Have you ever had any serious #iness not listed above? {3ves (iNo Ifyes |
Comments: - - R,
i
i
E
To the best of my knowledge, the questions on this form have been accurately answered. I understand that pro incorrect information can be dangerous to my {or patient’s) health. Itismy
responsibiity to inform the dental office of any changes in medical status.

 Sigrature of Patient, Parent or Guardiai




