Meit Hwar See, DDS, PLLC

Eaglesoft Medical History
Patient Name: _ GrthDate: Date Created:

Although dentat 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, could have an mportant interrelationship with the dentistry you will receive, Thank you for answering the following questons.,

Are you under a physician's care now? (iYes (UiNo If yes

Have you ever been hospitalized orhad amajor operation?  (Tives (INo if yes

Have you ever had a serious head or neck injury? (ives (_iNo If yes

Are you taking any medications, pills, or drugs? Cives CiNo If ves

Do you take, or have you taken, Phen-Fen or Redux? Cives (iNo If yes it a bl
Have you ever taken Fosamax, Boniva, Actonel or any other  (Tives (CiNo If yes

medications containing bisphesphonates?

Are you on & special diet? (Cives (CiNo

Do you use tobacco? (Cives (OiNe

Do you use controlled substances? (Oives (OiNo If yes

‘Women: Are you...
[JPregnant/Trying to get pregnant? [JNursing? [[JTaking oral contraceptives?

Areywale;gctomvofﬂ'_tefolo“ﬂg’

Aspirin Peniciflin Codeine Acrylic

O L

[JMetal [JLatex [JSuifaDrugs [JLocat Anesthetis
Other? O 1f yes o

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

AIDS/HIV Positive ()Yes (_)No |Cortisone Medidne (Cives (CiNo  |Hemophilia ives (ONo  |Radiation Treatments Cives o
&lzheimer’s Disease Oves Ono  |Diabetes (Cives (Mo [Hepatitis & (ives (CiNo  |RecentweightLoss ives Oino
anaphylaxs (Oives (CiNo | Drug Addiction ives (Mo |HepatitisBorC (Cives (CiNo | Renal Dialysis (Oves Cio
Anemia (iYes (()No |Easily winded Herpes (ives (O)No  |Rheumatic Fever Oves Oho
Angina (Cives (UiNo  |Emphysema High Blood Pressure ives (INe Rheumatism Oives ONo
arthritis/Gout (OYes (U)No | Epilepsy or Seizures ives (C)No |High Cholester (ives ()Mo | Scariet Fever Oves Oho
Artificial Heartvalve (OYes ()No |ExcessiveBleeding (ives (iNo |HivesorRash (Tives (Do | Shingles Cives (Mo
Artificial Joknt Oves ONo  |Excessive Thirst iYes (ONo  |Hypoglycemia Cites (iNo  |Sickle Cell Disease Oves ONo
Asthma {)Yes ()No |FaintingSpells/Dizmness  ()ves (INo |IrregularHeartbeat (Cites (iNo | Sinus Trouble {ives (iNo
Blood Disease (ives (O)No  |Frequent Cough (Cives (’No |Kidney Problems iYes (TiNo | SpinaBifida OYes Oo
Blood Transfusion (Cives (CiNo  |FrequentDiarrhea (ives (UiNo  |Leukemia (_)Yes (_INo |Stomach/lintestinal Disease  )ves ( INo
Breathing Problems (C)ves (O)Ne  |FrequentHeadaches (Yes (CINo |LiverDisease (Cives (iNo  |Stroke Oives Civio
Bruise Easily (OYes (ONo | Genital Herpes ives (Mo |LowBlood Pressure ives (ONo | Swelling of Limbs "Oves Omo
Cancer ives (Mo Glaucoma (Cives (INo Lung Disease (Cives (TiNo Thyroid Disease (Oives (iNo
Chemotherapy (iYes ()Mo  |Hay Fever (ives (OiNe | Mitral valve Prolapse (Cives (iNo  |Tonsilliis Oives OiNo
Chest Pains (CiYes (O)No |Heart attack/Failure ives (ONo | Osteoporesis Oves OiNo | Tuberculosis Oves OMo
Cold Sores/FeverBlistas (Oves (INe |Heart Murmur (ives CiNo  |Paininlaw Joints (ives (O)No | Tumors or Growths Cives (iNo
Congenital Heart Disorder ()Yes (INo |Heart Pacemaker (Oives (ONo  |Parathyroid Disease Oives (O |Ulcers (Oives (OiNo
Uit (OYes ONo  |HeartTrouble/Disease (OiYes (DN |Psychiatric Care (Cites ((iNo  |venereal Disease Oves (OiNo

Yellow Jaundice Yes (iNo
Haveyou ever had any serious iliness not listed above? Cives (iNe If yes

Comments:

To the best of my knowledge, the questions on this form have been accurately answered, Iunderstand that providing incorrect information can be dangerous to my {or patent’s) health, Itismy
responsbility to nform the dental office of any changes in medical status.

Signature of Patient, Parent or Guardian:

X Date:



1D:
First Name:

Paticnt Is:[_|Policy Holder

Responsible Party ( if someone other than the patient )

Chart ID:

D Responsible Party

PATIENT REGISTRATION

Last Name:

Preferred Name:

UILFORD FAMILY DENTISTRY
&ar HWAR SEC, DDS, PLLC

iT HWAR SEE, DDS
T’JE'EQ W. MARKET ST. SUITE 2106

GREENSBORO, N.C. 27407

Middle Initial:

Medicaid ID:

Pref. Dentist:

First Name: Last Name: Middle Initial:
Address: Address 2:
City. State, Zip: Pager:
Home Phone: Work Phone: Ext: Cellular:
Birth Date: Sec Sec: Drivers Lic:
[ IResponsible Party is also a Policy Holder for Patient DPrimar_\‘ Insurance Policy Holder [ 1Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager:
Home Phone.,' Work Phone: Ext: Cellular:
Sex: E Male ::I Female Marital Status:[_|Married [ | Single [ IDivorced [ |Separated j Widowed
Birth Date: Age: Soc Sec: Drivers Lic:
E-mail: DI would like to receive correspondences via e-mail.
Section 2 Section 3
Employment ™ pyj) Time []Part Time [Retired Refetred By
Status: Previous Dentist
Student Status: DFull Time __l-__]Parl Time Emergency Contact

Emergency Contact #

Employer ID: Pref Pharmacy:
Carrier [D: Pref. Hyg:
Primary Insurance Information
Name of Insured: Relationship to Insured:[_|Self [ |Spouse [ |Child [ |Other
Insured Soc. Sec: Insured Birth Date:
Emplover: Ins. Company:
Address: Address:
Address 2: Address 2;
City, State, Zip: City. State. Zip:
Rem. Benefits: Rem. Deduct:
Secondary Insurance Information
Name of Insured: Relationship to Insured: || Self [ Ispouse [ ]cChild [ _|Other
Insured Soc. Sec: Insured Birth Date:
Emplover: Ins. Company:
Address: Address:
Address 2: Address 2:
City. State, Zip: City, State, Zip:
Rem. Benefits: Rem. Deduct:




Guilford Family Dentistry
Dr. Meit Hwar See, DDS, PLLC
4929 W. Market St. Suite 2106, Greensboro, NC 27407
Phone: 336-235-2808 Fax: 336-235-2715
guilfordfamilydentistry@hotmail.com
Authorization for Record Release/Receive (Both Medical and Dental

I, (print Patient or Guardian name) hereby authorize the
doctors and staffs of the Guilford Family Dentistry to receive records or knowledge of concerning my
dental health from

(Full Doctor Name)

- Address

practice phone number

| also authorize the doctors and staffs of the Guilford Family Dentistry to release records or knowledge
of concerning my dental health to

Full Doctor Name

Address

practice phone number

| also authorize the doctors and staffs of the Guilford Family Dentistry to receive records or knowledge
of concerning my medical health from

Full Doctor Name

address

practice phone number

| also authorize the doctors and staffs of the Guilford Family Dentistry to release records or knowledge
of concerning my medical health to

Full Doctor Name

address

practice phone number

Signed Patient or Guardian name

Print Patient or Guardian name

Date




