WINGHAM DENTAL PRACTICE-CONFIDENTIAL MEDICAL HISTORY FORM
	Patient details: (BLOCK CAPITAL LETTERS PLEASE) *Title:(Mr/Mrs/Ms/Miss)_______________________________________________
*First Name:_________________________________________*Surname:________________________________________________
Male ☐ Female ☐  *Date of Birth:_________________________ Occupation:_____________________________________________
*Address:______________________________________________________________________*Postcode(ESSENTIAL):________________Telephone:(DAYTIME)_____________________Telephone:(MOBILE)___________________Email:_______________________________ Doctor’s name and address:__________________________________________________Doctor’s telephone:______________________



	Withholding medical information from us may put you at risk should something happen to you whilst you are in our care. In order to provide you with the most appropriate and safest treatment, your dentist needs to know about any current or previous medical conditions, since many of them can affect your dental treatments.



	Are you?
	YES
	NO
	Details

	Likely to be pregnant?[If applicable] If yes please give estimated due date.
	
	
	

	Currently attending or receiving treatment from a doctor, hospital or clinic?  (Including recent blood tests)
	 
	 
	 

	Taking any medicines prescribed by your doctor? (Tablets, creams, ointments, injections or inhalers, including contraceptives or hormone replacement therapy and any self-prescribed medicines? (continue overleaf base of page if necessary)
	 
	 
	Please list (names only):





	Carrying a medical warning card?
	
	
	

	Taking or have taken steroids in the last 2 years?
	 
	 
	 

	Allergic to penicillin, latex, foods, materials or any other substances?
	 
	 
	

	
	
	
	

	Have you?
	Yes
	No
	Details

	Had rheumatic fever, heart murmur or infective endocarditis?
	 
	 
	 

	Had liver disease (e.g. jaundice or hepatitis) or kidney disease?
	 
	 
	 

	Had high/low blood pressure, heart attack, angina or stroke?
	 
	 
	 

	Had a bad reaction to a general or local Anaesthetic?
	 
	 
	 

	Had a joint replacement or heart valve replacement?
	 
	 
	 

	Recently had a major operation or serious illness that required you to be hospitalised? 
	 
	 
	 

	Had brain surgery?
	
	
	

	Ever been suspected of or diagnosed with an infectious disease including HIV or vCJD?
	 
	 
	 

	
	
	
	

	Do you?
	Yes
	No
	Details

	Have arthritis?
	 
	 
	 

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

	Suffer from hay fever, eczema, asthma or had bronchitis?
	 
	 
	 

	Have fainting attacks, giddiness, blackouts or epilepsy?
	 
	 
	 

	Have diabetes?
	 
	 
	 

	Bruise easily, or bleed excessively e.g. after an extraction?
	 
	 
	 

	Weigh more than 21 stone (133kg)? if so, please state your weight
	
	
	

	Smoke / chew tobacco? If so how many?
	 
	 
	 

	Drink more than 14 units of alcohol per week? If so, how many units? 
	 
	 
	 

	Is there any additional information you’d like to share which could enable us to provide better care and support for you? (E.g. ADHD, autism, physical impairments, learning difficulties, nervousness etc.)
	
	
	



	Please indicate how you would like to be contacted you for appointment recalls (e.g. 6 monthly/yearly). Reminder notifications will be sent via your preferred method unless you don’t have an email or mobile number. In those cases, we can offer telephone reminders (please select one):                                 E-mail	☐ 	Text	 ☐	Letter 	☐ 


All details provided are strictly confidential and held in accordance with the Data Protection Act and GDP Regulations (GDPR) and will not         be shared with any other organisation. We will update this record at regular intervals. Should you wish to change your contact preference or your contact details change, please inform us. Ask for full details of our privacy policy at reception.
Completed by (please tick): Self ☐ Parent ☐ Guardian ☐ Signature:_____________________________Date:__________                                     
