TIME 11:05 AM

PATIENT REGISTRATION

iD: Chart D

First Name:

Patient Is: [ Policy Holder

|:| Responsible Party

Last Name:

DATE 7/3/2024

Middle Initial:

Preferred Name:

——— Responsible Party { if someone other than the patient )

Last Name:

Middle Initial:

First Name:

Address:

City, State, Zip:

Home Phone:

Work Phone:

Address 2:

Ext:

Birth Date:

[_Responsible Party is also a Policy Holder for Patient

Soc Sec:

Drivers Lic:

DPn’mary Insurance Policy Holder

I:] Secondary Insurance Policy Holder

Patient Information

Address:

City:

State / Zip:

Home Phone:

‘Work Phone:

Address 2:

Ext:

Birth Date:

Gender: [_|Male [ |Female [ ]Unknown

Age:

E-mail:

Marital Status:[_|Married

[]single

Soc Sec: Drivers Lic:

[ IDivorced [ |Separated [ |Widowed

[ 1 would like to receive correspondences via e-mail,

Employment |:|Fu]1 Time
Status:

Student Status: [ [Full Time
Medicaid ID:

Section 2

Section 3

[JPart Time [ Retired

[ |Part Time
Pref. Dentist:

Perio-maint. D4910

Employer ID:

Pref. Pharmacy:

Carrier TD:

Pref. Hyg:

—— Primary Insurance Information

Name of Insured:

Relationship to Insured: [ |Self [ |Spouse [ |Child

Insured Soc. Sec:

Insured Birth Date:

Employer:

Ins. Company:

[JOther

Address:
Address 2:

City, State, Zip:

Address:

Address 2:

City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Secondary Insurance Information

Name of Insured:

Insured Soc. Sec:

Employer:

Address:
Address 2:
City, State, Zip:

Rem. Benefits:

Rem. Deduct:

Insured Birth Date:

Relationship to Insured: |:| Self |:| Spouse [ ]Child

Ins. Company:

[ other

Address:

Address 2:

City, State, Zip:




Time 10:55 AM Fowlerville Family Dentistry Date 7/3f2024
Eaglesoft Medical History(Copy 2024)
Patient Name: Birth Date: Date Created:

g Allhough dental personnel prlmarlly treat the areain and around yuur n:uuth, yuur mouih isa part of yaur entire budy Health prablems that vnu may have, or medimﬂon H-nat vnu may he taldng,

‘..mWuunderaphyman‘saremm A Ifyes | e S [ -
Have you ever been hospitzlized or had a major operation? € Yas Mo Ifyes lwm—" ’ ’ R T l
Have you ever had a serious head or neck injury? Yes () No If yes | - I
Are you taking any mediations, pills, or drugs? €ives O No Ifyes | |
Do you take, or hava you taken, Phen-Fen or Redux? 3 Yes CaNo Ifyes | L |
Have you ever taken Fozamax, Boniva, Actonel or any other D ves ONo Ifyes E |

medications contzining bisphosphonates?

Are you on 2 spacial diet? D Yes O Mo
Do you use tobacca? Cives GNo
Do you use controfled substances? Yes (3o Ifyes

" Wamen: Are ¥ou.. )
[CIPregnantfTrying to get pregnant? [ nursing? [CITaking oral contraceptives?

< Are you allérgic to any of the following?

£ Aspirin 23 Penicillin [ Codeine 3 Aaylic
CiMetal . tatex {iSulfa Drugs [F Local Anesthetics
| 3 Amoxicilin
| Offer?’ IFyes | i = ]

Doyouhave, orhave youhad, any of the folowing?

AIDSMIV Pasitive Yes {3No |Cortisone Medicne T3 ¥es OINo |Hemophifia Tyves CiNo |Radiation Treatments Laves Mo
Alzheimer's Disease Yes CHNo |Diabetes {hvee )No |Hepatitis A Cives CINo |Recent Weight Loss ChYes €3N0
Araphylaxis ¢ Yes CyNo {Drug Addiction Yes (QNo |[HepatitisBorC Yes (INo |RenalDialysis O fes Mo
Ariemia Yes (YNo |Easily Winded ) Yes (INo |Herpes Cyves (INo  |Rheumatic Fever ves O
Angina Cives (3No  |Emphysemm €Yes {JNo |High Blood Pressure Yes (JNo |Rheumatism O ves OG0
i | ArthriisfGout ChYes 3No  |Epllepsy or Seizures ©hYes €YNo [High Cholesteral {3 Yes £INo |ScarletFever Cives CINo
: Artficial Heart Valve Ci¥es €INo |Excessive Bleeding Yes ()No |Hives or Rash Yas (INo |Shingles ) Yes CiNo
: ;thl_ﬁdal Jpint £yYes (3No |Excessive Thirst ) Yes (YNo |Hypoglycemia 3 Yes INo |Sickle Cell Disease iYes Mo
Asthma Yes (Mo |Fainting Spells/Dizziness  (HYes (DINo |Iregular Heartbeat Yes CINo |SinusTrouble Yes )Mo
Blood Digease ©¥es N0 |Frequent Cough 3 Y¥es €)No  |Kidney Problems Yes ©INo |SpinaBifida Yes )N
Blood Transfusion CiYes QMo |FrequentDiarrhea Chves Mo |Leukemia GyYes (YNo |Stomachfintesting Disease (T)Yes € Mo
Breathing Problems 3 Yes (Mo | Frequent Headaches €yv¥es (INo |Liver Disesse ©iYes INo |Stroke O Yes {INo
Bruise Easily D Y¥es O Mo | Genital Herpes £)Yes €No |Low Blood Pressure @ Yes CINo |Swelling oflimbs Cyves Mo
Cancer ves (Mo |Glaucoma ves ©No |LungDisease ©rves (INo |Thyrold Disease hves O Mo
. | Chemotherapy ChYes ()Mo |HayFever Yes Mp |Mitral Valve Prolapse Yes (JINo |Tonsilits Qves CIMo
. | Chest Pains ¥es YN0 |Heart AttackFaiure €3} Yes (yNo | Osteoporosis ©3fes CYNo | Tuberculosls D Yes Mo
* | Cold SoresfFever Blisters () Yes (Mo |HeartMurmur ChYes INo | Painin Jaw Joints Yes (D No |Tumors or Growths Yes ()Mo
Congenital Heart Disorder () Yes (o |HearfPacemaker i} Yes () No  |Parathyraid Disease Yes £INo |Ulcers S ¥es O)No
Convulsions ) Yes (Mo |Heart Trouble/Disease € Yes (ONo |Psychiatric Care @ Yes (INo |Venerea!Disesse Cives Mo
Yellow Jaundice Yes (iMoo |TIA Yes ()Mo [AdvereseReactiontolocal (ThYes ()Mo |HeariStent Yes )Mo
Witral Valve Prolapse ) Yes (JMo |Blood Thinning Medication Yes hMNo enesthetic
Have you ever had any serious ilness not isted above? €)Yes 59 No Ifyes |_______‘ e - : o . 1

Comments:

To the best of my knowledge, the questions on this firm have been accurately answered. Iunderstand that providing incorrect information can be dangerous to my {er patient's) health. Itis my
responsibility to inform the dentzl office of any changes in medical status.

| - Slgnature of Patient, Parent or Guardian: -

X | oo ' SRR L . Date:




