Chadwell Heath Dental Practice & Sedation Clinic                   

  1054 High Road, Chadwell Heath, Romford, RM6 4BB.
                                Tel: 020 8599-0040/1611 Fax: 020 8599-7189  

Confidential Medical History Questionnaire. 

It is important that you complete this section as fully and correctly as possible, so that we may ensure that the operation and IV conscious sedation are adapted appropriately.

1)  If the patient is under 5 years of age has the patient had a cold, cough or temperature during the past 7 days
Yes/No
2) Do you suffer from or have you had any of the following? 


Heart attacks/Angina/Strokes/Chest pain
Yes/No

Heart “Murmurs”/Heart operations
Yes/No

Rheumatic Fever
Yes/No

Lung operations/Shortness of breathe
Yes/No


Diabetes
Yes/No

Epilepsy/Fits/Blackouts
Yes/No

Muscle or Nerve disorders (MS, Myopathy etc.)
Yes/No


Bleeding disorders/Haemophilia/Anticoagulants
Yes/No


Ladies are you PREGNANT
Yes/No
If you have answered YES to any of the above questions this may mean we are unable to give you an anaesthetic as an outpatient. Please contact the Clinic now.

3) In addition, do you suffer from or have you had any of these problems?     


Jaundice/Hepatitis/Liver diseases/HIV.…………………………………………YES/No

Kidney disease
Yes/No


Asthma/Bronchitis/TB
Yes/No


High Blood Pressure
Yes/No


Stomach/Bowel disorders, including ulcers
Yes/No


Pacemaker
Yes/No


Any previous operations
Yes/No
4) 
 Are you ALLERGIC to anything?…………………………………………...Yes/No
   If YES, please list here:   
   
    
 


5) Are you taking any Tablets, Inhalers, Medicines or Injections (including the Pill)?

                                                                                                                                   Yes/No
   If YES, please list them here: 
                                                                                                 

6)  Have you or anyone in your family had a reaction or complications
     to any sort of anaesthetic?
Yes/No
7)  Do you suffer from Sickle Cell?  Does anyone in your family?
( Yes                       ( No               ( Not been tested. 

8)
Do you smoke?
Yes/No

9)    How much alcohol do you drink in a week?
.........

10)  Are you wearing?

     Full or Partial dentures/Dental/Bridge Work
Yes/No
     Contact Lenses
Yes/No

Information for Patients Having Intravenous Conscious Sedation

Intravenous conscious sedation is a technique used by your dentist, which will help you to relax and alleviate anxiety during your treatment.  It is usually given by a small injection in the back of the hand or arm.  Unlike a general anaesthetic you will not be asleep, but will feel slightly drowsy during treatment and may continue to do so for several hours afterwards.  The majority of patients remember very little of the treatment carried out under intravenous conscious sedation.

It is important that the following rules are observed otherwise your sedation appointment may be cancelled:

· You MUST be accompanied by a responsible adult who MUST remain on the premises throughout your appointment, escort you home afterwards and arrange for you to be looked after until the following morning. 

· Your escort MUST NOT be responsible for any other person except you on the day of your sedation, including young children and elderly relatives.

· Your escort MUST take you home after treatment by either private car or taxi rather than by public transport.

· You MUST NOT have anything to eat or drink for six hours prior to your appointment (unless you need a small glass of water to take your regular medication).

· Please remove any nail varnish and items of jewellery e.g. rings, watches prior to your visit as these may interfere with monitoring equipment. 

· Please wear short sleeved, loose fitting and comfortable clothing for your appointment. 

· If you are taking any medicines they should be taken at the usual times and should be brought with you so that the dentist may know what you have taken. 

· Any illness occurring before the appointment should be reported immediately, as this may affect your treatment. 

· You MUST NOT drive or operate machinery for 24 hours after sedation. 

· You MUST NOT drink alcohol the night before and 24 hours after sedation. 

· You MUST NOT be solely responsible for young children for 24 hours after sedation and alternative child care arrangements should be made. 

· You MUST NOT sign any legal documents for 24 hours after sedation. 

· If you know or suspect you are pregnant please notify the clinic as soon as possible – treatment under conscious sedation is best avoided during pregnancy. 

If you have any queries please telephone the clinic on 0208 599 0040/1611

NB:
Please give this information sheet to the person acting as your patient escort.

Instructions for Persons Acting as Escorts for Patients 

Receiving Treatment under Conscious Sedation

As an escort, there are some things YOU need to know:

1. You MUST come to the clinic with the person you are escorting, and remain on the premises for the whole duration of their treatment.

2. You MUST not bring any children with you.  Patients who attend with other children WILL have their treatment postponed.

3. The effects of the sedation will last for approximately 24 hour and during this time the patient 


MUST NOT be left alone. 

4. The patient must:

NOT DRIVE ANY VEHICLE


NOT OPERATE ANY MACHINERY

NOT OPERATE ANY DOMESTIC APPLIANCES

NOT LOOK AFTER CHILDREN

NOT TAKE ANY IMPORTANT DECISIONS OR SIGN DOCUMENTS

NOT DRINK ALCOHOL

NOT TAKE ANY RECREATIONAL DRUGS

REST QUIETLY AT HOME FOR 24 HOURS

TAKE ANY PRESCRIBED MEDICATION AS NORMAL

FOLLOW ANY INSTRUCTIONS RELATING TO THEIR DENTAL TREATMENT

By agreeing to act as an escort it is YOUR responsibility to ensure that the patient obeys the post-operative instructions. 

Please sign and date this form to indicate that:

· YOU understand the instructions

· YOU agree to ensure that the patient complies with the instructions

· YOU will be with the patient, or have made arrangements for a responsible adult to be with the patient for the 24 hours following their treatment. 

· If the patient is to be left with another responsible adult, you have made them aware of the post-operative instructions.  

Consent for Treatment under Conscious Sedation 

PATIENT / PARENT / GUARDIAN

· Please read this form and the accompanying instructions and information sheets carefully.  

· If there is anything that you don’t understand about the explanation, or if you want more information, you should ask the dentist who is assessing you.   

· Please check that all the information on this form is correct. 

I am the patient / parent / guardian (delete as appropriate)

· I agree to the dental treatment proposed, which has been explained to me by the dentist named on this form.
· I have been given a clear and full explanation of the conscious sedation techniques available to me and the advantages and disadvantages of each one.
· I agree to proceed and confirm that I have received written instructions and information. 
· I understand that the treatment for which I give my consent may alter once the procedure has begun.   Any alterations will only be carried out if necessary, if they are in my best interests and if they are clinically justified.
· I understand that the procedure may not be carried out by the dentist who has been treating me so far.  
· *I understand that during treatment sometimes it may be unavoidable that crowns, fillings and teeth (baby teeth) may become loose and accept that the dentist/anaesthetist will inform my escort should such event take place.* 
· I have told the dentist about any additional procedures that I would NOT wish to be carried out straightaway without having the opportunity to consider them first. 
Signature……………………….Date…………………General Information…………………………………..
Name and relationship to patient (if the person signing is not the patient)

DESCRIBE THE PROPOSED TREATMENT OR INVESTIGATION

Filling of……….adult teeth and………..baby teeth  


(* = Possible removal of teeth if completely un-saveable)

Extraction of………..adult teeth and………….baby teeth

USING INTRAVENOUS CONSCIOUS SEDATION AND LOCAL ANAESTHETIC (NUMBING)

I confirm that I have explained the proposed treatment or investigation and the conscious sedation technique to the patient or parent/guardian of the patient in terms, which is my judgement, have been understood.  I confirm that I have discussed all appropriate treatment and conscious sedation options and have given the patient or parent/guardian of the patient the necessary information to make an informed choice regarding their treatment.  

Signature……………………….Date…………………General Information…………………………………..

Dentist:  …………………………………………………………………………………………………

**Please speak to the dentist**
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