Planet Dental

Medical History (cont’d)

PLEASE INFORM THE DOCTOR / STAFF IF YOU ARE TAKING ANY OF THE FOLLOWING OSTEOPOROSIS DRUGS or ANY TYPE OF BLOOD THINNER:
FOSAMAX … BONIVA … ACTONEL … ASPIRIN … COUMADIN… WARFARIN

(CIRCLE ONE, IF ANY)

Have you ever had any Disease, Illness, Surgery, Condition, and / or Problem not listed on the previous page?...Y______N______
If yes, please explain: ___________________________________________________________________________________________

_________________________________________________________________________________________________

To the best of my knowledge I have answered every question completely and accurately, and will inform the Doctor / Staff of any and all changes in my health and / or medications. With this signature I further consent to the performing of x-rays, Dental Examination, Oral Cancer Screening and TMJ Evaluation.
___________________________________________                                                              _____________________

          Patient / Responsible Party Signature                                                                                         Date

FOR DOCTOR’S USE ONLY

Health History Reviewed By:_____________________________________________   _____________________
                                                                                    Doctor’s Signature                                                 Date

TO BE FILLED OUT AT RECARE APPOINTMENTS ONLY

Have there been any changes in your health or new allergies since your last Dental Exam? Y___ N___ If yes, please list:__________________________________________________________________________________________________________________

Are you taking any new medications? Y___N___ If yes, please list:_____________________________________________________________

Patient’s Signature:________________________________________________________________________Date:________________________

Have there been any changes in your health or new allergies since your last Dental Exam? Y___ N___ If yes, please list:__________________________________________________________________________________________________________________

Are you taking any new medications? Y___N___ If yes, please list:_____________________________________________________________

Patient’s Signature:________________________________________________________________________Date:________________________

Have there been any changes in your health or new allergies  since your last Dental Exam? Y___ N___ If yes, please list:__________________________________________________________________________________________________________________

Are you taking any new medications? Y___N___ If yes, please list:_____________________________________________________________

Patient’s Signature:________________________________________________________________________Date:________________________
