Time 11:38 AM Los Altos Dental Group s Date 8/29/2018
Eaglesoft Medical History
Patient Name: Eirth Date: Date Created:

Although dental personnel primarily treat the ares in and around your mouth, your mouth is & 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 questians.

Areyou under a physician's care now? (Oves OiNo If yes I i ) 8.
Haveyouever beenhospitalized orhad amajor eperstion?  (7)yes (TiNo If yes L Lot - ) - -

Have you ever had a serious head or neck injury? Cives (ONo Ifyes | s ) ‘
Areyou taking any medications, pills, or drugs? Oives (ONo If yes 1{ ol Bcomell o ) , ) . ‘
Do youtake, ar have you taken, Phen-Fen or Redux? ves ()Mo If yes i ’
Have you ever taken Fosamex, Boniva, Actonel or any other  (Tyyes o Ifyes | ;
medications containing bisphosphonates? - R v e )
Areyou on a special diet? (':‘, Yes C'NO

Do youuse tobacco? Cives (Mo

Dayouusecontrolled substances? Cives Oho - ‘ S ﬁw S— _ _ S S iy 1

Women: Are you..,

[]Fregnant/Trying to get pregnant? [ Mursing? DTaking oral contraceptives?

are you sllergic to any of the following?

[JAsgiri [C]Penicillin [JCodeine [J&erylic
[MMetal [JLatex [[]5ulfa Drugs [[JLocal &nesthatics
others O — iw s L . I
Do you have, or have you had, any of the following?
AIDS/HIV Pasitive Oives (Mo |Cortisone Medidne (ves (JJNo  |Hemophilia (Oves (JiNo  |Radistion Treatments Oves Cive
slzheimer's Disease (ives (Mo Diabetes ives (Mo Hepatitis 4 Cives (JiNo Recent WeightLoss ives )Mo
anaphylaxs (J¥es (Mo |DrugAddiction {Dves (Mo |HepatitisBorg Coves imo |Renal Dialysis Cites O
£nemia (Jtes ()Mo |EasilyWinded ()fes (JMo  |Herpes (fes (Mo |Rheumatic Fever (ives (Mo
tngina Cives Cime Emphysema (1ves ¢ IMNo High Bload Pressure (ives (CiMo Rheumatism ves (imMo
Arthritis/Gout (Cives (JMe |Epilepsy or Seizures (ves (Mo |High Cholestero| (Oves (CINo  |Scarlet Fever ives (it
Artificial HeartValve Mo  |ExcessiveBleeding {Yes {_JMo |HivesorRash (Oves (Mo Shingles (ves CiMe
Artificial Joint Mo Excessive Thirst Tites (iNo Hypoglycemia Cives (Citlo Sickle Cell Disease Cives CNe
Asthma (Mo [Fainting Spells/Diminess  (Tives (Omo  |IrregularHeartbeat (ves (CiMo | Sinus Trouble (Oives ko
Blood Disease (Mo |Frequent Cough ves (JMo  |Kidney Problems (ives (OiNo | Spina Sifida Oves (Do
Blood Transfusion Ino FrequentDiarrhea (ives (Mo Leukemia (Oives (TiMo Stomach/Intestinal Disease  (iyes (Mo
Breathing Froblems (Cives (No FrequentHeadaches (¥es (Mo Liver Diszase Oves One Stroke {Jyes (Mo
Bruise Easily (iYes ((INo | Genital Herpes Jves (JJMo |LowBlood Pressure ves Oirio Swelling of Limbs ives (Mo
Cancer (ives (Mo | Glaucoma (Oves Mo [Lung Disease Cives (Mo |Thyroid Disease Cives o
Chemotherapy (ives (Mo |Hay Fever (rtes (OINo | Mitral Valve Frolapse (Oives (Tide | Tonsilliss e
Chest Pains (Oives (Mo Heart attack/Failure (Yes (Mo Osteoporosis iNa Tuberculosis Oitg
Cold Sores/FeverBlisters  (ives (iNg Heart Murmur (Tives (Cino Pain in Jaw Joints iNo Tumars or Growths [
Congenital Heart Disorder  (CUives ()Mo |Heart Pacemaker Dves (OMo  |Parathyroid Disease (Crves (Mo |Ulcers ves (Mo
Convulsions Jves ((JNo  |Heart Trouble/Disease (Oves (Mo |Psychiatric Care {OMo | Venereal Disease (Yes (Mo
Yellovi Jaundice (ives (Mo
Haveyouever had any serious illness not listed above? Cives (OMe If yes r B - T ) i N -
Commenits:

To the best of my knowiedge, the questions on this form have been accurately snswered. I understand that providing incorrect information can be dangerous to my {or patient's) health, Itic my
responsibility to inform the dental office of any changes in medical status,

Signature of Patient, Parent or Guardian:

X Date:



PATIENT CONSENT FORM

l.understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), |
have certain rights 1o privacy regarding my protected health information. | understand that this
information can and will be used to:

* Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

o Obtain payment from third-party payers.

* Conduct normal healthcare operations such as quality assessments and phys:cian
certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | have been given the right to
review such Notice of Privacy Practices prior to signing this consent. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that | may
contact this organization at any time at the address below to obtain a current copy of the Notice of
Privacy Practices.

I understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out ireatment, payment or health care operations. | also understand you are not
required fo agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

| understand that | may revoke this consent in writing at any time, except to the extent that you have
taken action relying on this consent.

Patient Name:

Signature:

Relationship to Patient:

Date:
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