	CONFIDENTIAL MEDICAL HISTORY FORM
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  *Title:                               *First name(s):                                                           *Surname: 
  *Date of birth:                                               Sex: Male / Female                     Occupation:



  *Address:

  *Postcode:                                              Telephone:                                            * Mobile:

  *Email:

  Doctor’s name & address:                                                                                          Doctor’s telephone: 

	Are you?
	Yes
	No
	Details

	Currently attending or receiving treatment from a doctor or the hospital?

(Including recent blood tests)
	 
	 
	 

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

	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):



	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 Jaundice, liver, kidney, disease or hepatitis?
	 
	 
	 

	Had high/low blood pressure, heart attack 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? 
	 
	 
	 

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

	
	
	
	

	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?
	 
	 
	 

	Smoke / chew tobacco? If so how many?
	 
	 
	 

	Drink alcoholic beverages? If so, how many units? (per week)
	 
	 
	 


  Please tell us how you would like us to contact you to recall you for appointments (e.g. 6 monthly/yearly) and to
  Remind you of your appointment (please tick):     Email
 

Text


Letter

  Completed by (please tick): Self ( )  Parent ( )  Guardian ( )  Signature:                                         Date:  

 All details provided will be strictly confidential, and held in accordance with the Data Protection Act and will not be shared with any other   organisation. We will update this record at regular intervals.
