
854 Dental Health: Confidential Medical History

In order to provide the best and safest treatment possible, your dentist needs to know of any issues which may affect your treatment. Please complete as fully as possible and sign at the bottom of each page.
Title:  ______   First Name:  ____________________ Surname: _____________________ 
Date of Birth: _______________________ Address:  _______________________________
__________________________________________________________________________

Post Code: _________________________  Daytime Tel No: _________________________

Emergency Contact/Next of kin Name & No: ______________________________________
__________________________________________________________________________

Occupation: ______________________ GP’s Name & Post Code ______________________

NHS No (if known) ______________________  E-mail address _______________________
	
	Yes
	No
	If yes, please give details below

	Are you attending or receiving treatment from ANY doctor, hospital clinic or specialist?
	
	
	

	Are you taking ANY medication? (tablets, ointments, eye drops, injections)

	
	
	*Please give details of name of medications on page 3 or provide a printed list


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

	Do you carry a warning card?
	
	
	

	Are you allergic to PENICILLIN?
	
	
	

	Do you have any other allergies that you are aware of? (medicines, foods, materials)
	
	
	

	Are you pregnant or a nursing mother?
	
	
	

	Do you suffer from hay fever, eczema?
	
	
	

	Have you had jaundice, liver or kidney disease? 
	
	
	

	Have you ever been diagnosed with a disease such as hepatitis or HIV?
	
	
	

	Have you ever suffered from a heart problem or undergone heart surgery? (angina, heart attack, atrial fibrillation, stents fitted) Please give details of when any surgery was performed
	
	
	

	Do you suffer from high blood pressure? If yes, is it stable?
	
	
	

	Do you have a pacemaker?
	
	
	

	Have you ever had your blood refused by the blood transfusion service?
	
	
	


Date: _________________________    Signature: ________________________

	
	Yes
	No
	Details

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

	Have you ever been hospitalised for any reason?

	
	
	

	Do you suffer from arthritis or osteoporosis?
	
	
	

	Do you currently take alendronic acid/ bisphosphonates or have you taken any in the past? If yes, when did you start taking them?
	
	
	

	Have you ever had chemotherapy or radiotherapy?

Do you have any history of radiotherapy, especially to the head and neck region?
	
	
	

	Do you suffer from asthma or any other chest conditions (bronchitis, pneumonia, COPD)?
	
	
	

	Do you have fainting attacks, giddiness, blackouts / epilepsy?
	
	
	

	Do you have diabetes or does anyone in your family?
(please give details of what type I or II)
	
	
	

	Do you have any blood/bleeding disorders? 
	
	
	

	Do you suffer from an auto-immune disease or genetic disorder?
	
	
	

	Do you ever suffer from cold sores?
	
	
	

	Are you aware that you may clench or grind your teeth during day or night?
	
	
	

	Have you ever had pain or heard clicking or popping sounds from your jaw joints?
	
	
	


SOCIAL HISTORY
(This could have an impact on your oral health, so please complete as accurately as possible)

	
	Yes
	No
	Please give details

	Do you smoke or have you ever smoked?

	
	
	Number of cigarettes per day:

	Do you chew tobacco or use any other tobacco products or recreational drugs (such as cannabis, cocaine, MDMA/ecstacy)?
	
	
	

	Do you drink alcohol?
	
	
	No of units/day:
Type of alcohol:



	Sugar intake:

	Do you add sugar to drinks?
	

	Do you snack on sweets, biscuits, cakes, crisps or nuts?
	

	Do you regularly drink carbonated drinks or fruit juice?
	


Date: _________________________    Signature: _________________________
List of Medications taken
(Please list any prescribed medications below. Alternatively, please provide updated printed list from your GP or pharmacist)
	Name 
	Amount/frequency

	
	


	Is there anything else that we would need to consider when treating you?

i.e. Dental anxiety, dietary regimes, hearing or sight impairment, mobility issues or cultural beliefs

	


Date: _____________________________           Signature: _________________________
Dentist’s signature: ____________________
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