CONFIDENTIAL MEDICAL HISTORY

To provide the best and safest treatment

Mr/Mrs/Miss/Ms…………………………………………… SEX:  M / F

FORENAME……………………………………………………………………………………….

SURNAME..........................................................D.O.B........................................................

ADDRESS………………………………………………………………………………………….

………………………………………………………… POSTCODE…………………………….
TEL NO:HOME…………………………………….MOBILE………………………………..

EMAIL ADDRESS:………………………………………………………………………………

.................................................................OCCUPATION…………………………….............
YOUR G.P NAME & SURGERY……………………………………………………………..

LAST DENTAL APPOINTMENT………………………………………………………….
	
	YES
	NO
	IF YES, PLEASE GIVE DETAILS

	Are you pregnant?
	
	
	

	Are you allergic to any medicines or materials e.g. penicillin
	
	
	

	Are you receiving treatment from GP/Hospital?
	
	
	

	Have Liver or Kidney Disease or Hepatitis?
	
	
	

	Have you had rheumatic fever, or have you been advised you need antibiotic cover prior to dental treatment?
	
	
	

	Have you been told you have a Heart problem, Angina, Murmur or High Blood Pressure?
	
	
	

	Do you have a Pacemaker or had Heart Surgery?
	
	
	

	Suffer from Hayfever, Eczema?
	
	
	

	Suffer from Bronchitis or Asthma, or Lung Condition?
	
	
	

	Suffer from Epilepsy or blackouts?
	
	
	

	Have Diabetes? Which type?
Medication taken for condition?
	
	
	

	Have a blood condition,              
e.g HIV/Hepatisis /other?
	
	
	


AYLSHAM DENTAL PRACTICE , 21 RED LION STREET,AYLSHAM. NR11 6ER


	
	YES
	NO
	DETAILS

	Have you had a Joint Replacement or other Implant?
	
	
	

	Do you take Warfarin or other blood thinning medicines?
	
	
	

	Do you carry a Warning Card or Warning Bracelet?
	
	
	

	Do you take any Medicines?Injections ,Drugs ,Creams ,Steroids, Inhalers? Please list or provide copy of your prescription.
	
	
	………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


	How much of the following

Do you consume per day?
	Cigarettes

	How much of the following

Do you consume per week?
	Alcohol


SIGNED…………………………………………………        DATE…………………………..

	
	UPDATED MEDICAL CHANGES
	SIGN & DATE

	#
	
	

	#
	
	

	#
	
	

	#
	
	

	#
	
	

	#
	
	


