PATIENT'S DENTAL HISTORY and INFORMATION SHEET

I understand that any information supplied will be treated as STRICTLY CONFIDENTIAL

NAME (in full) .....................................................................................................................

DATE OF BIRTH .............................................

ADDRESS ..................................................................................................................................................................................................................................................................................................................................................... POSTCODE ....................................................

Tel.No's (Home) ..............................................
(Business) ...............................................

OCCUPATION ................................................

DOCTOR'S NAME ..............................................................................................................


ADDRESS......................................................................................................................................................................................................


TEL. No. ..........................................................

Please answer the following questions carefully to enable your dentist to give you the best possible treatment.

1. When was your last visit to a Dental Surgeon ? ..........................................................................................................................................

2. Have you had complete X-rays taken ? ..................

If yes, when? ..........................................................................................

3. Are you under the care of a Doctor at present ? ....................

If yes, for what purpose ? ......................

4. Are you taking any Medication or Drugs now i.e. medicine, pills, tablets, ointments, injection, etc. either from a doctor or on your own accord ? .....................

If yes, please State........................................................................................................................................

 5. Are you allergic to Penicillin, antibiotics, food or other substances ? ....................

If yes, please state .......................................................

6. Have you had any serious childhood illness ? ..................

If yes, please state ................................................................

7. Do you have, or have you had any of the following ? Please tick appropriate box(es).

	Heart/Blood Pressure Trouble
	
	Chorea (St Vitus' Dance)
	

	Hay Fever
	
	Heart Murmur
	

	Eczema
	
	Heart Pacemaker
	

	Asthma
	
	Heart Surgery
	

	Diabetes
	
	Chest Troubles
	

	Jaundice
	
	Bronchitis
	

	Liver/Kidney Trouble
	
	Arthritis
	

	Rheumatic Fever
	
	Joint Replacement(s) (Hips, Knees etc.)
	

	Any other allergy (please state on line below)
	
	Ear/Eye Trouble
	


8. Do you bruise easily ? .........................

9. After an extraction, surgery or injury have you or any member of your family bled for such a time as to cause concern ? ........................ 

10. After a general/local anaesthetic (including dental gas or injection in the arm) have you ever had an abnormal reaction ? .................

11. Do you suffer from fainting attacks, giddiness or blackouts ? ............................

12. Has your doctor issued you with a warning card ? ..............................

13. Are you pregnant ? ....................

If yes, when are you expecting ? .......................................................................................................... 

14. Is there any other information concerning your health you should bring to the dentist's attention ? ……………………………………..

15. People who share needles for drug injections, haemophiliacs and homosexuals endure a higher than normal risk of contracting blood borne viruses such as A.LD.S. and Hepatitis. Do you fall into such a group ? Yes/No

16. Do you know that you have contracted a blood borne virus such as A.I.D.S. or Hepatitis?
Yes/No

SIGNED BY .........................................................DATE ..............................................................

 DO YOU WISH TO BE TREATED PRIVATELY OR UNDER THE NATIONAL HEALTH SERVICE? ........................................................

IF YOU ARE A VISITOR TO THIS COUNTRY PLEASE STATE HOME ADDRESS ......................................................................................

