Time 1:43 PM

Patient Mame:

Pynenberg Scheske, D.D.5., 5.C.
Eaglesoft Medical History
Birth Date:

Date Created:

Date 2/5/2025

Are you under a physician’s care now?

£afes €3 MNo Ifyes |
Have you ever been hospitalized orhad a major operation? £ Yes Mo If yes {
i Haveyou ever had a serious head or neck injury? ¥ Yes ¥ Mo If yes i ‘
Are you taking any medications, pills, or drugs? ¥ Yes £ Mo If yes % :
Do you take, or have you taken, Phen-Fen or Redux? % Yes 3 No If yes { s
Havg you ever tak_er! Fos_amax‘ Bonaiug, Afto nel or any other T3 Yes €3 Mo If ves % :
medications containing bisphesphonates?
Are you on a special diet? 3 Yes ¥ Mo
Do you use tobacco? 3 Yes £ Mo
Do youuse controlled substances? 3 Yes £ Mo If yes !
% Women: Are you... o "‘
x ;{"": Pregnant/Trying toget pregnant? [T Mursing? giTaking oral contraceptives?
[ -
Are you allergic to any of the following? .
iEAspirin [ Penicillin: [ Codeine 7 Acrylic
! | Metal E3Llatex i ESulfa Drugs f=lo cal Anesthetic
Other? 7 Ifyes | :
”Aac;;;::‘ﬁave, or have you had, any 61‘ &1e following?
&IDS/HIV Positive £iYes {BMNo |CortisoneMedidne 3 Yes yNo |Hemophilia ©%Yes {yMo |RadiationTrestments %] Yes £§ Mo
Alzheimer's Disease 3Yes £3MNo |Diabetes % Yes ¥yNo [HepatitisA hYes § %Mo |RecentWeightloss f¥Yes {3Mo
Anaphylaxs 9 Yes LMo |DrugAddiction ChY¥es £3MNo |HepatitisBorC ©yfes {3No |RenalDialysis EhYes {3Mo
Anemia % Yes £3Mo |Easily Winded ©yYes {¥Mo |Herpes Ty Yes Mo |Rheumatic Fever §3Yes L 3Mo
Angina ThYes Mo |Emphysema 9 Yes 3No |HighBlood Pressure s ves {¥MNo |Rheumatism ExYes {3 No
Arthritis/Gout ChYes £INo |Epilepsy orSeizures 4 Yes £¥No  |High Cholesterol §yves {§No |Scarlet Fever £y res Chbo
Artificial Heartvalve i3 Yes {¥Mo |ExcessiveBleeding % Yes €yMo |HivesorRash €4ves {3Mo |Shingles g3ves 1Mo
Artificial Joint i Yes £3Mo |Excessive Thirst 3 Yes €¥No |Hypoglycenia £¥ves 3MNo |SickleCell Disease % Yes ) No
2sthma {yYes £3No |Fainting Spells/Dizdiness {7 Yes {3 No |IregularHeartbeat % Yes £3Mo | SinusTrouble i Yes L3 Mo
Blood Disease 3Yes £y¥Mo |FreguentCough £3vYes £¥No |KidneyProblems % Yes §£9Mo |SpinaBifida £3Yes £3MNo
Blood Transfusion Cives £yMo |FrequentDiarrhes ©hfes £3MNo |Leukemia ©¥res €3Mo |Stomach/Intestinal Dissase {3 Yes { §Mo
Breathing Problems €3Yes {yMNo |FrequentHeadaches % Yes §)MNo |LiverDisease 3 Yes £3Mo |Stroke % Yes (Mo
Bruise Easily iYes ©¥Mo | Genital Herpes %3 Yes {3MNo [LowBloodPressure £ ves ©3Mo | Swelling ofLimbs 7% Yes 43 Mo
Cancer {ivYes §3No |Glaucoma % Yes §3Mo |LungDisease £3ves CyMNo | Thyroid Disease hes {3 Mo
Chemotherapy &3 Yes {3MNo |Hay Fever % Yes €3 Mo |Mitral Valve Prolapse ihYes ¢%Mo |Tonsilligs FaYes £ 2 Mo
; ChestPains §pYes €¥Mo |HeartAttack/Failure YYes {3Mo |Qsteoporosis i¥Yes £%Mo |Tuberculosis % fes ¥ MNo
i iColdSoresfFeverBlisters  §TyYes 3Mo |Heart Murmur £33 Yes {¥No |PaininJaw Joints £y Yes £JNo |Tumors orGrowths £¥Yes €5 Mo
Congenital Heart Disorder  {% Yes {jNo |Heart Pacemaker % Yes £3Mo |Parathyrcid Disease §%Yes £3MNo |Ulcers 3 Yes {3 Ma
Canvulsions yYes 3No |HeartTroublefDisease CyvYes {INo |PsychiatricCare §hYes £INo |Venereal Disease £3Yes £ 2No
; YelloveJaundice % Yes { 3MNo
Haveyou ever had any serious illness notlisted above? i Yes Mo If ves } ,

Comments:

f
|
.
|
I

¢ Signature of Patient, Parent or Guardian: N

Date:

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

Although dental personnel primarily treat the area in and around your mouth, your mouth is a part of your entire body, Health problems that you may have, or medication that you may be taking, c




