Time 1132 PM 8 Linus Euler DDS Ing Dahe 4§23{2025
Eaglesoft Medical History
Patient Name: Birth Date: Date Created:

i Although dental personnel primarily reat the area In and around your mouth, your mowth is 8 part of your emtire body, Health problems that you may haee, or medisetion thet vou may be taking, ©

#re you under & physician's care now? € ves £iNo fyes - |
Have you ever been hospitalized or had & majer operation? £ ves o yes E : i s . e
Have you ever had 8 serious head or neck infury? £y ves O Ifyes | B 7 . " ‘ g !
Are you taking any medications, plls, or drugs? ) ves £3Mo If yes { E : |
Da you take, or have you teken, Phen-Fen or Redux? €3 ¥es Mo fven { =
Hawe you ever taken Fosamax, Boniva, Actons! or any other i ves YN0 Fyes ' : !
medications containing bisphosphorates? :
&re you on & special diet? £ ¥es €3 Np
Do youuse tobacco? £3Yes €302

£

Do you use controfied substances? £9 ves €3 M0 Hyes | : L : !

Ny . s e ) = i e

Veomen: Are ¥au, . e . )
% PregnantyTrying to get pregnant? 7 Nursing? 1 Taking oral contraceptives?

Are you allff{gﬁc vy of the following?

[ Aspiriy " [icadeine [ Acryiic |
[ | Suilfa Drugs {7 Local Anesthetics 5
Other? £3 e T r e E
C Do vou heree, or beeve vou bad, any of the Tollowing?
AIDSMHIV Positive Crves £3to | Corfisone Medicne {Yves £3Mlo | Hemophiia £ Yes {Jyto |Radiation Treatments £ Yes [JNo
Mzheimar's Disease faves £3tn  |Dishetes Cives Cido |Hepstilie A ives {yMo |RecentWeight Loss ives LMo
 Braphylaxis Cyves ChNo  |Drug Addiction CYves {)Ne |HepatilisBorC % ves £iNo | Reral Dlalysis €3ves L3No
 Anerdia Cuves $hno  |Easlly Winded £ives LMo |Herpes 5¥es £3No  |Rheumatic Fever 2% ves Citln
#ngina Tives £3ng  |Emphysema ¢y ves CyNo  |HighBlood Pressure Chives Civn  [Rbheumaliom £ Yes EiMo
 rthits/Eout Cites £olNo  |Eplepsy or Seleures £ ves LMo | High Cholestersl Eyves LINo |Susrlet Fever Lhves EiNo
#riifidal Heart Valve {3 Yes €9No |Excessive Bleeding ves £hMo |Hives or Rash €ives LhHe  |Shinges L yes Mo
 grificlsl Joint Lyves Mo  |Excessbve Thirst M ves £ino |Hypoglycemia Cives £Mo | Bicke Coll Disease ves oo
. Bgthma £3Yer £ Ne |Faintng SpelisDizaness.  {PYes £3Mo |Irregular Hearthest ives {SNo | Sinus Troukle hYes Cito
Blood Disease €9ves {3No |FrequentCough hves CiMo  [Widney Problems £3ves Mo | Gpina Bifida Enves e
Blood Transfusien € ¥es {3No |FrequentDiarhes Cyves £aMo |Levkemia ©ives {3Mo | Stomarh/intestingl Disease {3 Yes (3o
Breathing Prablems Coves {Ie |FrequentHesdaches Tves LHNo |Lver Dlsesse ives {IMo  |Stoke £sves )N
- Bruise Easly {5 ves {3 Mo | Berital Herpes Ehves oMo | Low Blood Pressure Cives (o | Sweling of timbe §aves L3No
- Cancer fhves £iNo  [Glaucoma yves Mo |Lang Disease £y ves Mo [ Thyrold Disease taves N0
: Chemotherapy Cives ChMo  |Hay Fever Cives £hNo | Mitral Valve Frolapss i ves (o | Tonsilitis £ es Calo
Chest Pains £Yes {INo |Hesrt Attack[Falure £ ves (Mo |Ostecporosis ives Qo | Tuberculosie hves Chvo
- Cold Sores/Fever Blistars (T Yes o |HesrtMurmur Crves €980 | Pain i Jaw Joints £9ves Mo | Turmors or Growths £fes £HMo
Congerital Heart Disorder £ Yes £3Mo | Heart Pacemaker € ves Mo |Parathyrold Disease 3ves Cino  |Ulcers €3 ves £alo
 Convisions {{j’% Yag £3Mp |Heart Trouble/Dissase ives LMo | Psychistic Care £3¥es Mo | Vemeresl Disease £ ver £hlo
” Yellow Jaundice £ fes €N
E Have you ever had any serious finess not isted above? - vYes OiNo Fyes |- o - : ‘_ 3 e : : S %
Comments: e

"o thie best of my knowledge, the questiens o this form have been acosrately answersd, § ursderstand that providing incorrectinformation can be dangerous to my (o patients) heelth, Ttismy
" responsibiity to inform the dental office of any changes i madical statue,

Sigratireof Patient, Parent o Guerdien;




Addendum

Patient Name;:

DOB:

Check (V) if you are currently experiencing problems with the following:

o Bad breathe

v Bleeding gums

o Clicking or popping in jaw

0 Food collection between teeth
o Grinding or clenching teeth

o Loose teeth or broken fillings
o Periodontal treatment

o Sensitivity to cold

1 Sensitivity to hot

Soda n Yes oo No

1f yes, how much?

Cigar/Cigarette/Pipe o Yes o No
If yes, how much?.

Periodontal Treatment o Yes o No

If yes, how much?

What type of toothpaste do you wse?

" How often do you brush?

o

| have a: Electrical toothbrush
Manual tooth brush

0

Reason for today’s visit:

Date of last dentdl care?

o Bite nalls
o Mouth Breather
o Bulimia/Anorexia
o Thumb/ Finger Sucker
o Tongue Thrust
o Broken teeth
o Special diet
o Bensitivity to sweets
o Sensitivity when biting o Sores
or growths in your mouth

Gurn o Yes o No

If yes, how much?

Smokeless Tobacco r Yes m No
If yes, how much?

Would you like whitér teeth? o Yes o No

What type of mouthwash do you use?

How often do you floss?

I3 there anything about your smile that
youwould like to change?

Former Dentist:

Date of last dental x-rays?




Welcome

We are pleased to welcome you to our practice. Please take a few minutes to fill out this
form as complately as you can, If you have any questions we will be glad to help you, We
look forward to working with you in malntain your dental health.

Patient fuformatiom
Today's Dater .

Name: - s

Preferred or Nick Name:

Date of B s B e e e
Sociad Security Numbers . o e e
Maleu Pemalew

Married o Singlew  Separated o Widowed o

AAPESST e e e e
CHYE s o
Sateds . e Lhp
Homwe Phoner ., - e
CL] PROTIEY oo roriee s s .
Balh . .. e
Eroplover: . . .. e e e e
Emergoncy Contach . e

Bmergency Contact's Fhone #s__ .

“F PATIENT 1S A MINOR:

MOHETS NIITIES: oo s i e e

Mothears' Cell: -

Father's Name: I
Pathers Cellr . . . e e

 Policy Holder;

ngurance Companys

Mermber 10;

fsurance Intormatiom

Polloy Holder:

(e of Birth:

Soctal Security Number:

Ralationship to Patlent:

Employen

Ingurance Corrpamy

Mamibser 107

Secondary BFiguratice:

Date of Birth:

Sodial Security Number;

Relationshipto Patient:

Emiployer:

Frow gid you hear about us?

family/Friend o [nsurance s Internetlo
Doeror Refermal o

Name of referral;




Andrew Euler D.D.S
2401 Frederick Avenue * St. Joseph, MO 64506

Notice of Privacy Practices Patient Acknowledgement

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

By signing this form, I understand that:

o Protected health information may be disclosed or used for treatment, payment or
healthcare operations

e The practice reserves the right to change the change the privacy policy as allowed by
laws

@ The practice has the right to restrict the use ofinformation, but the practice does not
have to agree to the restrictiong

e The patienthas the right to revoke thig consent in writing at any time and full
disclosures will then ceass

» The practice may condition receipt of treatment Upon execution of this consent

May we discuss any dental matter with any other individual? o Yes oNo If VES,
please list all the names of the individuals we can talk to on your behalf:

1 have received a copy of this office’s Notice of Privacy Practices.

Print Name:

Signature:

Date:




Payment Policy

We accept the following forms of payment: Cash, Check, Credit Card,
We will file your fnsurance as a courtesy to you. ESTIMATED copay ts due the day of
gervice,

We work 100% for you, not the insurance company. We-de not comprotmisg ouraten davds
by offering anything less than the care you deserve. As the cost of qualfty health hag risen,
imost insurance relmbursements have remained relatively flat. Therefore, niost dental
procedures have ou t-of-pocket co-pays. Qur fees are determined on the care, Judgement
and skill of the provider

Please inttial:
| understand payment Is: due on the date of service.
T undergtand Fam responsible forthe Full fee regardless of insutance,

{ wrderstand the sstimated co-pay js.only an estimate an d-Towe any
balance left after insurance pays

| understand that it is my responsibility to inform your pffice of any

tasurance,
Signature: Date

T authorize Buler Family Dental to submit to my insurance Company anhd 1 authorize my
Insurance Company to pay Buler Family Dental directly.

Date:

Signature:



't:l“iie‘._‘purp’e‘s&fcsf treatnrent, to vbtainpayment for breatitent, and farh
Certain Clrcumstinces

Your protected health information can b disclosed without your wiftten guithorization b certata limited
Blrctrnsta sy

« When requested by alaw @nforcemm \ :agmt:y

+ For any purpese other than treatiment, obtaining payivent, healtheare opevations; or certaln ciroumstances,
we will ask for your written authorization before using or disclosing your protected health information. If you
chionse to sign anauthorization to disclose protested health information, you cansevoke that authorization tn
welting atany dme.
Patlent Rights

« Yy have theright to
« You have thevight to raqu&sf Eha
health inforpmation®

» You Teve the gt b request in writing to ameid, correct; or deleteany vecorded health information within

ltemate miean

i indisclosives o
g5 - mm:ie by .
“Conditions and limitations mag apply; obtatr addtionali nformation fen ﬁmw desk.

Changes To This Notice: We veserve the right to change privacy practices and the conditions of this notice at
any time and without prior nofice. In the event of changes, an update notice will be posted and a copy will be
seultd you,



