C
hadwell Heath Dental Practice 

 Medical History Form Strictly Private & Confidential

Mr. Mrs, Ms Miss Surname:
 Date of Birth: ___/___/___ Occupation: _____________

First Name: __________________         e-mail address: _________________________________________ 

Address:
          Phone No___       ____________(Home)                            


                            __________________ (Mobile)


   Post Code:
                                       __________________(Work)    

NHS No:                              National Insurance Number:                          Ethnic Group:                              

Contact Name & Number in case of Emergency:                                                                                          

How long since you last had any dental treatment?                                                              Months/Years

GP Name & Address:                                                                                                                                       

 Have you or ever had:                              Please circle answers
· Rheumatic Fever
…..Yes/No                          Diabetes
………...Yes/No

· Epilepsy
…..Yes/No                          Asthma/Eczema/Hay Fever……. Yes/No

· Hepatitis A or B or C
….Yes/No                           Respiratory Disease/Bronchitis..Yes/No
· Abnormal Bleeding
….Yes/No                           Blood Disorder…………………….Yes/No
· High/Low Blood Pressure/Angina……Yes/No                          Heart Attack/Stroke…………….....Yes/No

· HIV/Hepatitis………………………..……Yes/No                          Hip/Joint Replacement……………Yes/No 
· Heart Murmur/Heart Surgery/Pacemaker…………Please Specify………………………………….…Yes/No

· Do you bruise easily after extractions, surgery or injury?……………………………………..………Yes/No

· Do you carry a warning Card………...Yes/No                         Suffer from mouth ulcers?………...Yes /No

· Have any mental health problems, depression, anxiety etc?………………………………………….Yes/No

· Do you smoke Yes/No? Give details how may per Day/Week?………………………………………..

· How many units of alcohol do you drink in a week? (A unit is a half measure of lager / a single measure of spirits or a glass of wine) Yes/No……………………………………………………………………………………………………….

Are you allergic to:

·                 a) PENICILLIN…. Yes/No                               b) ASPIRIN……. Yes/No
                     c) Food/Other?
Yes/No If yes, please state


· Are you an Expectant or Nursing Mother?                           If yes please give Due Date/Baby born Date:……………
· Any other illnesses
Yes/No. If yes, please state:
                           

Are you currently taking any Steroids/ Medicine/Drugs: Yes/No. If yes please name:


Completed by: Self/Parent/Guardian (please circle)-A parent or guardian must sign for under 16’s

Signature: ____________________________ Date: ________________

Checked By……………………………………………Dentist Name……………………………………………..

