Time 5:32 PM RODNEY SHIVERS, D.D.S. Date 18/6/2015
Eaglesoft Medical History
Patient Name: Birth Date: Date {reated:

Although dental personnel primarly treat the area in Sﬂé awund your mouth, your mouth i 2 part of your entire body. Hea?th problems that you may have, or
medication that you may be faiing, could have an mporiant ntesehmné‘ga with the dentistry you will receive. Thank you for answering the following questions.

Are you under a physician's care now? (i Yes Ciio Fyes | _ é
Have you ever been hospitalized or had a major i Yes { yHb ¥ves|
operation?

Have you ever had a serious head or neck injury? " Yes OHo ¥ yes |

Are you taking any medications, pills, or drugs? ) Yes {ito Hyes |

Do you take, or have you taken, Phen-Fen or Redw® () Yes (Mo I yes | ]

Have you ever taken Fosamax, Boniva, Actonel or iYes (Mo ¥yes
any other medications containing bisphosphonates?

Are you on a special diet? i Yes (Mo

Do you use tobacco? iYes (oMo

Wm. Are you... )
["IPragnant/Trying to get pregnant? (I nursing? [ 1aking oral contraceptives?

Are vou allergic to any of the folbwing?

[: Aspirin [ penicifiin ' L] codeine ‘ ] Acrylic
[Cmetal [Jiatex [ sulfa Dmgs {_ILocal Anesthatics
Other? O ¥ ves | . §

Do you use controlled substances? {0 ¥es (o Fves

Dﬁ yau have, of have wm had, any of the foﬁavmg?

AIDS/HIV Positive (3Yes (CNo | Cortisone Medicine Hemophilia Radiation Treatments

Alzheimer's Disease (U Yes {JNo | Diabetes Hepatitis A Recent Weight Loss

Anaphylaxis O Yes ijﬁ Mo | Dprug Addiction Hepatitis 8 or C Renal Dialysis CiYes Oilo

Anemia {OYes (3No | gasily winded Herpes Rheumatic Fever {1 Yes (ilo

Angina (Oves (o | Emphysema High Bload Pressure Rheumatism {Yes (Mo

Artheitis/Gout (O Yes (JNo  |Epitepsy or Seizures High Cholesterol Scarlet Fever {JYes (no

Artificial Heart Valve (0 Yes (UNo | Excessive Bleeding Hives or Rash Shingles (0 Yes {ito

Artificial Joint {3Yes ONo | Excessive Thirst Hypoglycemia Sickle Cell Disease O Yes Do

Asthma {3Yes (OHo |Famting Spels/Dizziness () Irregular Heartbeat Sinus Trouble (i Yes { 1Mo

Blood Disease (3Yes (ONo | Frequent Cough Kidney Problems Spina Bifida o {iNo

Blood Transfusion {Yes (3No | Frequent Diarrhea teukemia Stomachintestinal Di

Breathing Problems () Yes (UNo | Frequent Headaches Liver Dissase Stroke

Bruise Easily (OYes ()No | Genital Herpes Low Biood Pressure Sweelling of Limbs

Cancer (3Yes (ONo | Glaucoma tung Disease Thyroid Disease

Chemaotherapy (OYes (UNo | Hay Fever Mitral Valve Prolapse (. Yes (JHo | Tonsillitis {1 Yes (iHo

Chest Pains (Yes (Mo | Heart Attack/Failure Osteopoerosis Yes (Mo | Tuberculosis () Yes (iHo

Cold Seresf/Fever Bisters () Yes (3No | Heart Murmur {3 Yes { 3 Ho | Pain in Jaw Joints (JYes (OMo  |Tumorsor Growths () Yes (jHe

Congerital Heart Disorder (3 Ves (No | Heart Pacemaker (3Yes (3No |Parathyroid Disease (0 Yes (JNo | Ulcers (3 Yes (1Ko

Convulsions {3 Yes (ONO  |Heart Trouble/Disease L Yes (1Mo |Psychiatric Care (JYes (NG |Venereal Disease {3 Yes (o
Yellow Jaundice {(JYes {ine

Have you ever had . any serious iiness not listed CYes Mo X ves M - |

&mw

To the best of my knowledge, the guestions on this form have been accurately answered. I undesstand that providing incorrect information can be dangerous to my (o7
patient’s) health. It s my responsibiity to inform the dental office of any changes i medical status.

Signature of Patient, Parent or Guardian: -

X Date:




RODNEY E. SHIVERS, D.D.S.

We would like to welcome you to our office. We are pleased you have chosen us to work
with you in maintaining your dental health. If you have any questions regarding this form,
please ask our staff for assistance.

Name
FIRST MIDDLE INITIAL LAST
Address
City State Zip Code
Home # Office # Cell #
Birthdate SSN Male Female
Single__ Married ______Divorced _____ Widowed______

Emergency Contact

Relationship Contact #

**Would you prefer e-mail or text notification of upcoming appointments?
(Please circle your preference)

If you prefer e-mail, please list address associated with cell #

Whom may we thank for referring you to our office?

INSURANCE INFORMATION

Name of Insured (if other than patient)

Relationship to Patient SSN or ID#

Employer Insurance Co.

[ assign my dental insurance benefits to Rodney E. Shivers, D.D.S. and authorize release of
any necessary dental records to my insurance company to assure payment.

Signature Date

(Signature of parent or guardian if patient is a minor)



