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FACE THE FUTURE SMILING
Confidential Medical History

To obtain the best and safest treatment, your Dentist needs to know of any problems which may affect your treatment. Please
complete as much as possible. If you are unsure of any answers, please discuss with your Dentist

Please provide details in spaces below:

Yes No If yes, please specify;

Are you attending or receiving treatment from a Doctor,
Hospital or Specialist?

Have you had Rheumatic fever?

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

Do you have a pacemaker, or have you had any form of heart
surgery?

Do you suffer from Bronchitis, asthma or other chest
conditions?

Do you have Diabetes?

Have you had Jaundice, Hepatitis or any other Liver or Kidney
Disease?

Do you bruise easily or have you suffered from excessive

bleeding following an injury or any form of surgery or tooth |:| |:|
extraction?

Have you suffered any complications during or after a tooth
extraction; e.g. difficult tooth extraction or infection?

Do you suffer from fainting attacks, blackouts or epilepsy?

Do you suffer from any allergies to medicines, food or
materials?

Have you had a bad reaction to general or local anaesthetic? —

Are you pregnant?

Are you taking or have you taken steroids in the last 2 years? |:| |:|

Are there any aspects concerning your health that you think
your dentist should know about?

Are you taking any medicines prescribed by your doctor or of
your own accord?

Please give details;

Do you smoke? How many per day?

How many units of alcohol do you consume per week?

[\ =11 2 (=T RRPPRPIURURRRRRRNN B -1 = o ] ll 11 o 1 1 POt

Completed by: Self/Parent/ Guardian Signature.........ccceceeereerernrsnrserserseeseece. Dat@uneeeeeeennennes




	Name: 
	DOB: 
	Signature Date: 
	Check Box: Off
	Check Box16: Off
	Check Box18: Off
	Check Box21: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box1: Off
	Check Box4: Off
	Check Box2: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box17: Off
	Check Box19: Off
	Check Box20: Off
	Check Box22: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Text35: 
	Text37: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 


