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                     CONFIDENTIAL MEDICAL AND SOCIAL HISTORY FORM
Title
        First name
                                                     Surname
Date of birth

                                                                             Sex M/F

Address

Telephones: - Home
                                          Mobile

    
               Work
Email address

Occupation
                                                         Expectant Mother         Yes/no         
Your doctor’s name and address
	*All Patients Please Complete Medical Form*
This is a legal requirement and needs to be fully completed prior to seeing the dentist.
	Y
	N
	Details: 

Continue below

	Do you take any medication? If so, please list your medication below.

Attach a repeat prescription if possible.


	
	
	

	Have you been on any steroids or immunosuppressants in the past two years?  
	
	
	

	Are you allergic to any medicines or materials?  (e.g. Latex, Penicillin)
	
	
	

	Have you ever suffered from jaundice or hepatitis?
	
	
	

	Do you suffer from; Diabetes, asthma, epilepsy, fainting attacks or blackouts?  Please specify.
	
	
	

	Do you have any history of angina, high blood pressure, heart murmur, heart surgery or cardiac pacemaker? Please specify.
	
	
	

	Do you have any blood clotting disorders or take any blood thinning drugs? (e.g. Warfarin, Clopidogrel)
	
	
	

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

	Do you smoke? If so how many a day and how long have you smoked for? 
	
	
	

	How many units of alcohol do you drink per week?
	
	
	

	Have you a family history of gum disease?
	
	
	

	Do you have a high or frequent sugar intake? (or sweet foods)
	
	
	

	Do you have a high or frequent dietary acid intake? (e.g. Coke, fruit juice)
	
	
	

	Please write below the name of any person to whom we may divulge details of your appointments and X-rays



If you are a new patient, when did you last have dental treatment?
Signed:








Date:

