                                    CONFIDENTIAL MEDICAL HISTORY & PERSONAL DETAILS




Name ​​​​​​​​​​​​​​______________________​​​​​​​​​_____               Date _____________________________



            Telephone No. ___________________                D.O.B ____________________________ 



Occupation ______________________               Address ___________________________

Doctor’s Name ​​​​​​_____________________________________​​​​​​​​​               __________________________________

& Address        _____________________________________                Post Code ________________________

                







YES     NO                          Details
Have you ever had Rheumatic Fever or a Heart Murmur?

(     (   ​​​​​​​​​​​​​​​​​​​​​______________________​________________
Do you have Heart Trouble or High Blood Pressure?


(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Do you have any Chest Trouble, including infection


(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
e.g. Tuberculosis?

Have you ever had Jaundice or Hepatitis?



(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Have you ever had severe bleeding that required special 

(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
treatment such as hospital admission or blood transfusions 

after extractions, surgery or injury?






Do you smoke?






(     ( If yes, how many per day?


Are you at risk from HIV infection or tested HIV +ve?


(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Are you taking any tablets, medicines, ointment or other drugs?
(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Are you allergic to penicillin or any other drug or substance?

(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Are you attending or receiving treatment from a Doctor or 

(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Hospital?

Are you taking or have you taken steroid medication in the last
(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
two years?

Do you suffer from Asthma, Hayfever or Eczema?


(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Do you have Diabetes or Epilepsy?




(     (   ​​​​​​​​​​​​​​​​​​​​​____________​__________________________
Are you pregnant?  






(     (   If yes, when is your baby expected?


How did you hear about our practice? ________________________________________________________________





Do you require emergency treatment only?


    Yes 
(  No (
When was your last dental examination? ________________  Dental X Rays ________________________________

If you could change your teeth what would you like to achieve?____________________________________________ 

Would you like to be offered more cosmetic alternatives to conventional treatment?   Yes (   No  (
How would you describe your experience of dentistry to date ______________________________________________
Park


Dental


Care








