Planet Dental
MEDICAL HISTORY

Patient’s Full Name________________________________________________________Age:_______

Are you taking, or have you taken any weight loss medications (ex. PhenFen) ?..................................................Y__ N__
List any other medications that you are currently taking (Prescription/Over the Counter):__________________________________________________________________________________________

Are you allergic to any type of medications? Y_____N_____If so please list:__________________________________

_________________________________________________________________________________________________

Are you, or do you think you might be pregnant?.................... Y___ N____ If so, how many months?______________

Have you ever had an allergic/skin reaction to any of the following: METALS__ JEWELRY__ LATEX__ (Check All That Apply)
Have you ever had an adverse reaction to local anesthetic?.........................................................................Y___ N____

Do you smoke (cigarettes) ?................................................................................................................................Y___ N____

Do you use tobacco (chew)?................................................................................................................................Y___ N____

Do you use recreational drugs?...........................................................................................................................Y___ N____

Do you drink alcohol?............................................................................................................................................Y___ N____

PLEASE CIRCLE YES OR NO ANY/ALL OF THE FOLLOWING CONDITIONS THAT YOU HAVE HAD OR SUSPECT TO HAVE:


AIDS……………................................................................................Y N
Anemia………………………………………………………….….………...……Y N
Angina………………………………………………………………………….…..Y N
Arthritis………………………………………………………………………...….Y N
Artificial Joints (pins/metal plates)……………………….….…..…..Y N
Asthma…………………………………………………………………………….Y N
Cancer………………………………………………………………………..……Y N
Chemotherapy…………………………………………………….……..…....Y N
Cold Sores…………………………………………………………………….….Y N
Diabetes……………………………………………………………….………….Y N
Epilepsy………………………………………………………………………...…Y N
Fainting………………………………………………………………………..….Y N
Glaucoma…………………………………………………………….……….….Y N
Heart Attack……………………………................................................Y N
Heart Bypass……………………………………………………………..……..Y N
Heart Murmur…………………………………………………………….…….Y N
Heart Problems ………………..………………………….…...……...…..…Y N
Heart Stent…………………..………………………………….……………..……Y N

Hepatitis _____.................................................................................Y N

High Blood Pressure…………………………………………………………….Y N

HIV +……………………………………………………………………………………Y N

Kidney Disease…………………………………………………………………….Y N

Liver Problems…………………………………………………………………….Y N

Low Blood Pressure……………………………………………………………..Y N

Lung Disease……………………………………………………………………….Y N
Mitral Valve Prolapse………………………………………………………......Y N 
                                                                                       Nervous/Mental Disorder……………………………………………………..Y N
Pacemaker………………………………………………………………………….Y N

Radiation Treatment……………………………………………………………Y N

Rheumatic Fever………………………………………………………………….Y N

Stroke………………………………………………………………………………….Y N

TB………………………………………………………………………………………..Y N

Thyroid Problems…………………………………………………………………Y N

Venereal Disease…………………………………………………….…………..Y N
