Cute Smiles 4 Kids Of San Antonio, LLC
Eaglesoft Medical History 01

Patient Name: Birth Date: Date Created:
Patient Sex?
[TJFemale [OmMale
Are you under a physician's care now? Cives C No If yes :H ' ) N .
Hawve you ever been hospitalized orhad a major operation? (Oives Ohie if yes o - o N
Have you ever had a serious head or neck injury? r‘:\/ Yes ONO If yes
Areyou taking any medications, pills, or drugs? () Yes ONQ Ifyes | o - I
Do you have any problems with local anesthetics, antibiotics O ves CiNo If yes
or any other types of madication? e B o
Are you on a special diet? Cives One
Do you use any forms of tobacco? (Cives Onio
For Women Only: Are you...
DPragnantfrrying togetpregnant? [JNursing? DTaking orai contraceptives?
Are you allergic to any of the following?
[JAspirin O Penicillin O Codeine DAcr\(!ic
[Metal [[JLatex {T]SulfaDrugs [[JLocal Anesthetic
otiiers O e
Do you have, or have you had, any of the following?
AIDS/HIV Fositive Ovyes OnNo Cortisone Medidne (Oves (CINo Hemophilia Oves OMo Radiation Treatments (O ves (ONo
Diabetes (ves (OiNo  |Hepatitis & ives (Mo Recent WeightLoss (Oves (OnNo  |&naphyiaxs (Oves ONo
Drug Addiction (Oves {(yNo |HepatitisBorC {Oves {)No [RenalDialysis (ves (ONo  |4nemia Orves ONo
Easily Windad O ves Ono Rheumatic Fever Orves Oino Angina (Cves Mo High Biood Pressure (Cives (o
Rheumatism Cives ONo | Arthritis/Gout ives (Mo |Epilepsy or Ssizures (Oves (ONo  |HighCholesterol Cives Ono
Scarlet Faver (ves (ONo  |Artificial HeartValve Oives (Orio Excessive Bleeding Cives Ono Hives orRash (Cives ONo
Artificial Joint (J¥es (Mo |ExcessiveThirst Cives (Oto Hypoaglycemia Cives Ono Sickle Cell Diseass O ves Ota
Asthma ves (Oino Fainting Spells/Dizziness ) ves {No Irregular Heartbeat Crves Oro Sinus Trouble ives (Mo
Blood Disease (Oves (ONo |FreguentCough (ves ()Mo |KidneyProblems ives (Ono | Spina Bifida O Yes
Blood Transfusion Oves (o Frequent Diarrhea O ves (e Leukemia Oves Ono Stomach/Intestinal Disease () Yes
Breathing Problems Oves OMo Frequent Hezdaches O ves (ONo Liver Disease rves Ono Bruise Easily O ves
LowBlood Pressure Oves COiNo Swelling of Limbs Tves {ONo Cancer Oves ONo Giaucoma O ves
Lung Disease (Oves (UNo | Thyroid Disease Oves (ONo Chemotherapy Oves ONo Hay Fever (D Yes
Mitral Valve Prolapse (ODyes ONo Tonsiliitis (ives (OINo Heart Attack/Failure (Oves (ONo Tuberculosis (Cives
Cold Sores/FeverBlistes () Yes (UNo Heart Murmur (ves {)No Pain inJav Joints (Yes (O)No Tumors or Growths (ivYes
Congenital Heart Disorder () Yes (JNo Heart Pacemaker (Oves (o Parathyroid Dissase (Oves ONo Ulcers (Crves
Convulsions (Oves (ONo |Heart Trouble/Diseass ves N Psychiatric Care (OvYes (Mo | YellowJaundice (Oives
ADD/ADHD O ves ONo  |Autism Cives (Mo |Behavioral Issues Oives Oino | Earinfections (Cives Ono
Learning Disability Oves OinNo ObstructiveSleepapnez (Cives (Oto Speech Probiems Cives Ono
Have you ever had any serious illness notlisted above? Oves CiNo Ifyes |

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 nform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:

Signature of Doctor:

X Date:



