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Like all dentists, we may ask patients for information about their general health and any medicines being taken, to help
us to treat them safely. Please write your contact details below, answer the health questions and then sign the form on
the back page. If you have any questions about the form content, or feel you cannot answer some of the questions,
please seek clarification from the Dentist treating you. We will show you the form at later visits so you can tell us
whether there has been any change in your general health. All information will be kept strictly confidential.

<alll - Title ALl il
Surname

Js¥ ~¥ First name

Bl 2,6 Date of Birth

ols=ll Address

s )l Post Code
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If we need to contact you by telephone and are unable to speak to you directly, do we have your
consent to leave a message either on an answering machine or with the person who answers the
phone at the number you have given us? YES NO
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Jodl o s4li 2y Home Tel No

Jaall gl o8, / leall 3y J3MA -l 541l 3 ) Daytime / Work Tel No

Jisall 28, Mobile Tel No

4w Aallas Al &6 Date of last dental treatment

Are you exempt from dental charges? YES NO
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bl au) Doctor's name
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Doctor’s address
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Give details
Jaalill

Yes

Are you currently...
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01. Pregnant
tdala ()

02. Receiving treatment from a doctor, hospital or
clinic?
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03. Taking any prescribed medicines (e.g. tablets,
ointments, injections or inhalers, including
contraceptives and hormone replacement therapy)?
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04. Carrying a medical warning card?
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05. Have you taken any steroids in last 12 months?
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Do you suffer from ...
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06. Allergies to medicines, food or substances?
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07. Hay fever or eczema?
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08. Bronchitis, asthma or other chest conditions?
995);\ 3.,3)3.‘4 &Lﬂh\.@_ﬂ\ 9.5\ }\ B8 c:&:\:\\}é\ %u...'ﬁ\ g._al.s_’m (/\

09. Fainting attacks, giddiness, blackouts or epilepsy?
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10. Heart problems, angina, blood pressure problems,
stroke or heart murmur?
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11. Diabetes (or does anyone in your family?)
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12. Arthritis?
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13. Bruising or persistent bleeding following injury,
tooth extraction or surgery?
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14. Any infection or diseases? Including HIV and
Hepatitis? ;
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Give details
Jaalill

Yes

Did you, as a child or since, have:
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15. Rheumatic fever or chorea?

16. Liver disease (e.g. jaundice, hepatitis) or kidney
disease?
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17. Any other serious illness?
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18. Have you ever had your blood refused by the
Blood Transfusion Service?
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19. A bad reaction to general or local anaesthetic?
9&5)3.\;4}\@;4)4)3.\;4.\;\ c\ﬁ;&n@\;ﬁ\g\(\q

20. A joint replacement or other implant?
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21. Treatment that required you to be in hospital?
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22. Heart surgerS/?
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23. Brain surgery?
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24. Growth hormone treatment before the mid-
1980's?
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25. A close relative (parent, sibling, child, grandparent
or grandchild) with Creutzfeldt Jakob Disease (CJD)?
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26. Any history of behavioural problems?
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Units per week
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Drinking dsasl s

27. How many units of alcohol do you drink per week? (A unit is
half a pint of lager, a single measure of spirits or a singles glass
of wine/aperitif)
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Smoking and Chewing
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Quantity
1S

In Past No
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Yes

28. Do you smoke any tobacco products now (or did you in the
past)? How many times per day?
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29. Do you chew tobacco, pan, use gutkha or supari now (or did

you in past)? How many times per day?
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Please give any other details which your dentist might need to know about, such as self-
prescribed medicines (eg Aspirin) ;
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Form completed by (Please tick)

Self 0
Parent O
Guardian O
SIGNALUIE e
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MEDICAL HISTORY UPDATE
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Please check that the health information on this form is still correct (including information on
smoking and drinking). If not, amend as necessary or note any changes below.
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Patient’s Initials Changes No change Date

Gyl aul (e Y el il owai Y G

i all

Space for extra details
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| confirm that the details given above, to the best of my knowledge are correct, and will inform the
dentist when any of the above change.
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date & Patient signature sl
Updated Updated
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