thank you for selecting us

surname [Mr/MEs/MISS/MS) ..o e
Forename .o.oooveee. O SN ) STy WA ST S

AGAIESS ...ttt e
.............................................................. Postcode.. ...,
Tel no. [home)....coiieeeeeceeeeeeeen, Tel no. (business) .......ccccoouvvvvuvveennn...
Date of Birth...c.ccvvviiciirecece, Occupation ..o vevcveiieeeeee e,

Certain medical conditions can affect dental treatment and vice versa
F&asecompbtelthonnbyHcMngtheappmprmlebuxesandansweﬂngthequesﬁnns

All details will be strictly confidential
Do you have or have you ever suffered from:

yes no

Rheumatic fever?....... ... .. ] on
Any heart complaint. heart surgery or stroke?....................... .. O o
Diabetes? .. ... o OO
Epilepsy or fainting attacks?....... ... ... oo
Chronic bronchitis orasthma? ............................. .. .. O o
Hepatitis? ... ..o OO
EXCE55VE Dletding M e v comme smess vgmt 5 5550 1r e e et s o o
High-blood pressura®.... coe e i 55605 5000 v esms mmmes smsces ey 1 oo
Any other serious illness?.................... ... OO
Do you carry a medical warning card? ..................... . ... ... oo
Are you allergic to any medicine, tablets, substances or latex? (list below ) 0 O
at present taking any medicine or tablets? (list below in notes] .. 0 O
pregnant. .. ... .. oo

In the past 2 years have you undergone any operations? .............. oo
been treated with hydro-cortisone or corticosteroids?... ... .. O O

Have you ever had a joint replacement operation?...... ......... ... OO
Please tick or tell the dentist if you are HIV positive................... m
What is your average weekly consumption of alcohol?......................
If you smoke, what is your average perweek?................ ... ... ...

If you are not sure of any of the questions, or if your medical circumstances
change, please inform the Dental Surgeon

Ref: Medical History Questionnaire 09/09 ¢ Admor, Tel; 01903 858910



Please check that all the information on this form is still correct.
Record the review plus any changes below.

Date of review

Changes advised

Patient’s Signature

Any Changes?
Yes [J No O

Dentist’s Signature

Date of review

Changes advised

Patient’s Signature

Any Changes?
Yes O No O

Dentist's Signature

Date of review

Changes advised

Patient’s Signature

Any Changes?
Yes No [

Dentist’s Signature

Date of review

Changes advised

Patient’s Signature

Any Changes?
Yes [ No [

Dentist’s Signature

Date of review

Changes advised

Patient’s Signature

Any Changes?
Yes OJ No OO

Dentist’s Signature

Date of review

Changes advised

Patient’s Signature

Any Changes?
Yes OJ No [

Dentist’s Signature




