Time 1118 AM Thilrdl City Community Clivic Date 10/18/2018
Eaglesoft Medical History
Patient Mame; Birth Dater Diate Created:

Although dental personnel primarily treat the areain andl around your mouth, your mouth is 2 part of your entire body, Health probiems that you may have, or medication that you may ba
tekdng, could bave an impertart interrelationship with the dentistry you will receive, Thank you for answering the Following guesiions.

Are you under a physican's care now? Cives Do Ifyes | I S R RS

Hawe you ever been hospitalized or had & major operation? Cives o Ifyes f o ST S : T R ;
Have you ever had & serious head ar neck injury? Cives () ho 1f ves i : i
Are you taking any medications, pils, or drugs? Cives Ol Hyes I _ I
Do you take, or have you taken, Phen-Fen or Redux? CiYes (b If yes l l
Have you ever taken Fosamax, Sonlve, Actone! or any other ives Obio f veg [ i I
medications containing bisphosphonates?

Are you on a spacial det? Oves (o

Do you use tobacoo? {Civee (Mo

Do yeit use controlied substances? Cives OiNo Ifyes |

. Women: Areyou., e e e -
!} PregnartfTrying to get pregrant? [Mursing? [TI7aking oral contraceptives?

Are you allergicto any of the following?

I Deaidins T s P
[Imetsl [CJratex ) suifa Drugs [JLocal Bnesthetics
Other? | IFYESEI s RS ”.:.:.: S ’

- Do yourhave, o have you bed, any of the following? | e S — R e
AlDSﬂ-iIVPBSIWE Cives (O Mo |Cortisone Medicine (¥es (JNo  |Hemophiia {3ves CiNo | Rodislion Treatments. {:} Yes Q Mo
éA]zheimer‘s Diseage (i¥es (OINo  |Dicbetes (ves (ONo  |Hepatitis A (Trtes ('No | Recent Weight Loss Tives (Mo
Anaphylaxis Cives (Mo  |Drug Addiction CaYes (JHo  |Hepatits Bor G Cives (Mo | Renal Dialysis Oyves CiNo
Anentia Cyvee (ONo | Easily Winded {Oves (Jne  |Herpes (Cives (Mo |Rheumatic Fever Oives ING
Angina ivee (Mo |Emphysena {Oves (s |Hiab Blood Pressure Cives (No  |Rheunatism Oives 3o
Arthritis/Gout Cives {OMo | Epilepsy or Salaures Oives Cimg | High Cholesterol Oives (Ono | Searlet Fever Cives i
A tificial Heart Valve (Cives (Mo | Excessive Bleeding {ves (ko |Hives or Rash Cives (Mo | Shingles Cives OiNo
! frtifidal Joint {ves (Tivo | Excessive Thirst {J¥es (Me  |Hypoglyceria Cives (o |Sicie Cell Disease Cives ive
- Agthma (J¥es (Mo | Fainting SpellsjDizziness  (ives (IMo | Trregular Heartbeat Cives (INo | Sius Trauble Civee Citdo

Bload Digesse Udt¥es (Mo |Freguent Cough (ives (JRo  |KidneyProblems CiYes (JINe  |Spina Sifida Civee (o
: Blood Transfusion (Oves (IMo |FrequentTiasthea ives (ONo  |Leukenia Oves ONo | Stomadyintestnsl Disease  (MYes (JNp
Ereathing Problems (ives (OMp | Frequent Hesdaches fves (Mo |Liver Disease Oyves Ono | Stroke Cives (INa
| Bruise Easly (fes (Mo | Genitsl Herpes {O¥es (Mo | Low Blood Prassure (rves (ONo | Sweling of Limbs Cives Civlo
Caneer Civee CiNe |Glsucoma {ives (Mo |LungDisease (Cives (Mo | Thyrold Disease Cives (ito
Chemotherapy Cives {No  |HayFever Dives (io | Mitrad Valve Prolapse {Cives (ONe | Tonsilitis {Oives (CIno
- Chest Paing Cives (iNo  |Heart sttackfFaiire {ves (Mo | Osteoporosis Oives (UiMe | Tubercudosis Dives Oiblo
'Cold SoresfFever Blsters  (OYes (Mo | HeartMormur Caves (bl |Paln in Jaw Joints yves (e | Tumarsor Growtins Cives O
‘Congenital Heart Disorder  {JYes (Mo  [Heart Pacemaker {ves (Mo |Parathyroid Diseasa Cives [ivio | Uleers Cives (ORo
: Canvidstons (Oives ((3Mo | Heart Trouble/Discase ves ONo | Peyciatric Care Cives (Mo | Venereal Diseage {Cives {IMo
: Yellow Jaundice Oives Oivo

Have you evar had any serfous Iness rot Tsted above? Cives Cibo [fwg!' L e e B e I

- c;_-,mments et o s i o

 To the best of my knowledge, the questions wn this form hava been scouratsly answered, 1 understard that providing incorrect nformation can be dangerous to my {or patient'sy health, Itismy |
responsibiity o inform the dental office of any changes in medical status, i

-Slgnature of Patient, Parent or GUaPGIANE - - e

X Date: _



Third City Community Clinic: HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected
health information.

The notice contains a patient’s rights section describing your rights under the law. You ascertain that by
your signature that you have reviewed our notice before signing this consent.

The terms of the notice may change, if so, you will be notified at your next visit to update your
signature/date.

You have the right to restrict how your protected health information is used and disclosed for
treatment, payment or healthcare operations. We are not required to agree with this restriction, but if
we do, we shall honor this agreement. The HIPAA (Health Insurance Portability and Accountability Act of
1996) law allows for the use of the information for treatment, payment, or healthcare operations.

By signing this form, you consent to our use and disclosure of your protected healthcare information
and potentially anonymous usage in a publication. You have the right to revoke this consent in writing,
signed by you. However, such a revocation will not be retroactive.

By signing this form, | understand that:

Protected health information may be disclosed or used for treatment, payment, or healthcare
operations. B The practice reserves the right to change the privacy policy as allowed by law. & The
practice has the right to restrict the use of the information but the practice does not have to agree to
those restrictions. @ The patient has the right to revoke this consent in writing at any time and all full
disclosures will then cease. B The practice may condition receipt of treatment upon execution of this
consent.

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone?  YES NO
May we discuss your medical condition with any member of your family? YES NO

If YES, please name the members allowed:

This consent was signed by:
(PRINT NAME PLEASE)

Signature: Date:

Witness: Date:




