Kempeinen Dentistry P.C.

New Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

Are you under a physician's care now? Oyes ONo If yes |

Have you ever been hospitalized orhad a major operation? Oives ONo If yes |

Have you ever taken Fosamax, Boniva, Actonel or any other Oves ONo If yes |

medications containing bisphosphonates?

Do you need to take an antibiotic premedication prior to Oyes ONo If yes |

dental visits?

Are you taking a blood thinner? Oyes ONo If yes |

Do you use tobacco? Oyes ONo If yes |

Are you taking any medication(s)incduding non-prescription Oves ONo
medicine? If yes, please list in the box below.

List of Medications:

Women: Are you...

Pregnant? If yes, what's your due date? Oves ONo If yes
Nursing? Oives ONo
Taking oral contraceptives? Oyes ONo

Are you allergic to any of the following?

DAcrylic DCIindamycin DLocalAnesthetics DPeniciIIin
[]Aspirin [JLatex DMetal DSqua Drugs
Other? Oyes ONo If yes |

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

AIDS/HIV Positive (OYes (ONo | Diabetes (OYes (ONo  |Heart Trouble/Disease (OYes (ONo | Mitral Valve Prolapse Oives ONo
Arthritis (OvYes (ONo | Dialysis (OYes (ONo  |Hepatitis C (OYes (ONo | Osteoporosis Oves OMNo
Artificial HeartValve (Oves ONo | Drug Addiction (Oves (ONo  |HighBlood Pressure Oves (OnNo  |PaininJaw Joints Oves OMo
Artificial Joint (OvYes (ONo  |Emphysema (OYes (ONo | IrregularHeartbeat (OYes (ONo | PsychiatricCare Oves ONo
Asthma (Oives (ONo  |Epilepsy or Seizures (Oves Ono  |Jaundice (Oves Ono  |Radiation Treatment OYes OnNo
Bleeding Problem (OYes (ONo  |Fainting Spells/Diziness (O Yes (No  |Kidney Problems (OYes (ONo  |Sleep Apnea Oves Oho
Breathing Problem (Oves (ONo  |Heart Attack (Oves (ONo  |Leukemia (OYes (ONo | Stomach/Intestinal Disease ()Yes (JNo
Cancer (OYes (ONo  |Heart Failure (OYes (ONo  |LiverDisease (OYes (ONo | Stroke Oives ONo
Chemotherapy (OYes (ONo  |Heart Murmur (OYes (ONo  |LowBlood Pressure (OYes (ONo  |Thyroid Disease Oves OMNo
Congenital Heart Disorder (Oves (ONo  |Heart Pacemaker (OvYes (ONo | Lung Disease (OvYes ONo | Tuberculosis Oves OMo

Do you have any other disease, condition, or problem not listed above?

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:



