Welcome to Portage Dental

Patient Name: SS#: - -~
Address: -__ Date of Birth: ! / Sex:MorF
City: State: Zip: Cell Phone #:
Patient or Parent's Employer:
City: State: Zip: Work Phone #:
How did you hear about us?:
Person to Contact in Case of Emergency: Phone #:
Relationship of Emergency Contact to Patient:
Name of Person Responsible for this Account: Phone #:
Refationship to Patient:
Address: ) : DateofBirth.__/ /  SexcMorF
~ Responsible Person's Employer:
City: State: Zip: Work Phone #:
Dental Insurance:__, - Co-Insurance___ Group#:
Name of Relative Not at Your Address:
Relationship Phone #:
Email: :
DENTAL HISTORY

We Would Like To'Know You Better
Date: / [/ Name:
What is your primary concern?:

Are your teeth sensitive to: (Please circle) Heat Cold Sweets  Biting Pressure

Do your gums bleed when you brush? Yes or No
Have you noticed any gum swelling around any teeth? Yes or No
Do you have an unpieasant taste or odor in your mouth? Yes or No
Any Problems of the Jaw: Clicking of the jaw Yes or No

Pain (joints. ear, side of face)  Yes or No
Difficulty opening orclosing  Yes or No
Difficulty chewing Yes or No

What would you like to change about the appearance of your teeth or smile?

Have you had a reaction to local anesthetic? Yes or No
If yes please describe the reaction:

Do you smoke: Yes or Neo
Do you feel you will eventually wear artificial dentures? Yes or WNo
Do you have any dental fears? Yes or No

Why did you leave your last dentist?

What is your present dental concern?

I certify that I have read and understand the above information. The above questions have been accurately answered to
the best of my knowledge. I understand that I am responsible for all charges whether or not paid by insurance.

' ! /

Signature Date




Time 10:39 AM PORTAGE DENTAL Date 6/19/2014
. Eaglesoft Medical History A{Copy)
Patiant Rarma: Birth Date: Date Created:

Athough dental parsonsel primarly treat the ares n and around your meuth, your mouth i 2 part of your entire hody. Heaith problems that you may have, or medication

List your general physician and the office phone number |

-

Rave you ever been hospitalized or had a major " Yes | Na Fves]|

aperaiion?

Have you ever had & serious head or neck injury? " Yes T No Fyes| !
Are you taking sny medications, pills, or drugs? T¥es TN “Fyes | i
Do you tnke, or hove you taken, Phen-Fen or Redw@ - Yes | o Fyes | ]
Have you ever taken Fosorm, Bonive, Ackonef or D Yes  No ¥Fves | - 3
any other medicolions containing bisphosphonates?

Are you on 3 special diet? C Yas " No

Do you use tohacco? T Yes T WD

HAVE YOU HAD MALARIA OR ARE YOU CURRENTLY  ~ Yes “ Mo KFyes| ]
BEING TREATED FOR MALARIA? ) ]

WHAT 1S YOUR ETHNICITY? [ "] omment | ‘ _ ]
| WHAT IS YOUR RACE? L

WHAT IS YOUR PREFERRED LANGUAGE? [ }

Martial Status

Women; Are you... _ -

T Pregnant/Trying to get pregnant? I Nursing? * [ Taking ora! contraceptives?

Are you lergic to any of the folowing?

" aspietn i Penicilin T Codaine Caove

27 metni T eatex " suifa Drugs [ Locat Anesthetics

Do you use controlied substances? Yes Mo .Eves| e ]
Other? i Fyas | i

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

ADS/HIV Positive . Yes T No | Cortisone Medicine . Ys5  No | Hemophiia Yes | No |Radiaton Tremmenss < Yas | Ho
Abheimers Disease . Yes N0 | Dizbetes . Yes ' No |Hepatitis A . Yes [ No |Racent Weight Lnss - Yes T No
Anaphyteds . Yes | No | Drug Addtion S Yes | No |Hepatwss B or € . Yes  No |Rensl Dialysis T Yes-'-No
Anemia . Yes -] No |Easily Winded CYes £ No  |Herpes " Yes - Mo | Rheurnatic Fever . Yes: - No
Angino - Yes . No [Emphysema . Yes T Mo |iigh Blood Presswe - Yes ' Mo | Rheumatism < Yes - No
ArthritisfGout . Yes "-No lEpllepsyor Selmres . Yes | No | High Cholesterol -Yes Mo |Scariet Fever I Yes [ Mo
Atificil Heart Velve . Yes | Ho | Expessive Bleeding -.-Yes ' No |y4ves or Rash . Yas-[ No |shingles ~Yes:_ Mo
Artifictal Joint . Yes-_ No | Excessive Thirst . Yes _ Ne |uypoglycernia " Yes: No |Sickle Cefl Disease I Yes Ko
Asthma - Yes . No |Fanting Spel/Diziness | Yés - No  |breguler Heartbeat -0 Yes _ ND | Sinus Trouble . Yes . No
Rioad Disoasa T Yes T No | Frequent Cough <T-Yes T #0  xidnoy Probloms <. Yes- -Ho | Spine Bifide 7 Yes - Ne
Biood Transfusion ~ Yes - No |Frequent Diarrhea L Yes £ No  fLevkemia " Yes T No |StomachfintestnaiDiessse ' Yes - Ho
Breathing Problame - Yas-_-NO |Froquentteadaches - Yes | N8 ]liver Disease .- Yes - Ho |Stroke D Yes -Ho
Bruise Easlly . Yes .. No | Genitel Herpes 7' Yes I No {tow Blood Pressure 1 Yes 1 No | Swelling of Limbs " Yes < Ne
Cancer :-Yes <. No | Glaucoma Yes - Ho  {Lung Disesse I Yes: Mo |Thyroid Disease JYes - No
Chematherapy - ¥es T Ne | Hay Fever - Yes _ No |mMmral valve Prolapse .- Yes -0 NO [ Tonsilitic I Wes [ Ko
Chest Peins o ¥es . Ng  (Heart Atack/Faliure . Yes | No | osteoporosis L ¥as [ Mo {Tuberculosis .- Yes o Ho
Cold Sores/Fever Blstors <" YES © NGO | Heart Murme <2 Yes - NG | Fain in Jaw Joints I-Yes . MO Tumeors or Growths “Yes . No
Congenital Heart Disorder - Yes - No | Honet Pacemaker -. Yes T No |parathyroid Dicemse © Ves _ No | Uicars U Yas Mo
Conwilsions -¥es. N0 {Heart TroublefDisease = Yes © N0 | Poychiatric Care . Yes: Ko |Venerval Disease - Yes | No
Yellow Jaundice - Yes . No

Have you aver had any serious Siness not listed . Yes I Mo Ives| ]
Weight C ]

Helght O3

Blood Praseure 1

Ta the bast of my imowludge, the questions on thi form have besn acourately answered. T understand that providing incomact information can ba dangerous to my (or
patent’s) heakh. It b rmy responsibity to inform the dental office of any changes in madical status.

Signsture of Patient, Parant or Guardan:

X Date:




