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PatientName: (5653) Joan Keith

Evelyn M. Bryan D.M.D., P.C.
Eaglesoft Medical History

Brth Date: 8/2/1937

Date Created: 4/16{2026

Date 4/16/2026
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Areyoumduaphvsdmsmmw? OY&G ON° [fyes E [
Have you ever been hospitalized or had a major operation? Qrves ONo If yes | i
Have you ever had a serious head or neck injury? QYes ONo Ifyes | | ’
Are you taking any medications, pills, or drugs? OYes ONo If yes E t
Do you take, or have you taken, Phen-Fen or Redux? Chves O No Ifyes | - T
:
Have you ever taken Fosamax, Boniva Mndoranyomer 'e fyes : b
medieaions con ’ pd O Yes O No Ifyes .
Are you on a specal diet? O Yes ONo
Do you use tobacco? OYes ONo 1
Do you use controlled substances? OY& UN° Ifyes | b
D—— B ) T
[ Pregnant/Ti rying to get |:ureg1'\ant7 [ Nursing? | Taking oral contraceptives? '
|
Are you aflergic to any of the following? ) B - |
[ Aspirin [ Penicilin [~ Codeine [ Agyic s
[ Metal [ Latex [ Sulfa Drugs [T Local Anesthetics i
Other? Cl tyes | I
Do youhave, or have youhad, any of the folowing? ) - - T
AIDSHIV Positive O Yes ONo Cortisone Medicine O Yes QONo |Hemophiia QvYes O No |Radiation Treatments QYes Qo
Alzheimer's Disease QYes ONo |Disbetes OYes ONo  |Hepatitis A OYes ONo |RecentWeightLoss Oves OMo
Anaphylaxis QO Yes ONo |Drug Addiction CiYes (OINo  |HepatitisBor C QOYes ONo |Rena!Dialysis Qves ONo
_Anemia QO Yes ONo |Easly Winded QO Yes ONo |Herpes O Yes (G No  |Rheumatic Fever Oves ONo
_Angina O Yes 3No |Emphysema OYes ONo |High Blood Pressure O Yes QONo |Rheumatism Orves ONo
! Arthritis/Gout QO Yes (ONo |Epilepsy or Seizures QOYes (ONo |High Cholesterol ) Yes ()No |ScarletFever QvYes ONo
 Artifidel Heart Valve O vYes CyNo |Excessive Bleeding O ves ONo  |Hives or Rash O Yes (ONo |Shingles O ves ONo
Artificial Joint QO Yes ONo |Excessive Thirst {Yes ONo  |Hypoglycemia QO Yes ONo |Sidde Cel Disease DvYes ONo
Asthma (O Yes O No  |Fainting Spels/Dizziness (D) Yes (O No  |Imegular Heartbeat OvYes (No | Sinus Trouble QvYes ONo
Blood Disease O Yes O)No |Frequent Cough O Yes O No |Kidney Problems QOYes ONo | SpinaBifida OYes ONo
Blood Transfusion O Yes ONo |FrequentDiarrhea OvYes ONo  |Leukemia O Yes QNo |Stomach/Intestinal Disease () Yes () No
Breathing Problems (O Yes ONo |FrequentHeadaches O Yes ONo |LiverDisease OYes ONo |Stroke OYes ONo
Bruise Easly O Yes ONo |Genital Herpes OVYes ONo |Low Blood Pressure QvYes ONo |Sweling of Limbs QO Yes ONo
Cancer OYes ONo |Gaucoma O Yes ONo |LungDisease O Yes ONo |Thyroid Disease QO Yes ONo
Chemotherapy OYes ONo |HayFever Oves ONo |Mtral valve Prolapse QOYes ONo  |Tonsditis QYes ONo
Chest Pains O Yes O No  |Heart Attack/Falure O Yes O No |Osteoporosis OvYes ONo  |Tuberadosis O Yes ONo
-Cold SoresfFever Blisters (O Yes (ONo  |Heart Murmur QYes ONo |[Painin Jaw loints OYes ONo |Tumorsor Growths QYes ONo
' Congenital Heart Disorder () Yes () No |Heart Pacemaker QO Yes O No |Parathyroid Disease OvYes ONo |Ulcers QvYes ONo
‘Convulsions OYes OQNo |HeartTrouble/Disease OvYes ONo |Psychiatric Care QvYes ONo |VenereslDisease OvYes ONo
Yellow Jaundice O Yes ONo
Haveyweverhadanysermlhessmtlishedabove? O Yes O No Ifyes | 1 :
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[Toﬂ-nebestofmy mmdge,ﬁxemeshommﬂusfomhavebeenmately answaed I understand ﬁatprovzdlnghmecthformaﬁoncmbedangerouswmy(orpaﬁent’s) health Itis my

| responsibility to inform the denta! office of any changes in medical status.
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