Confidential Medical History Form
Pleaze complate fhis form carefully; cerain medical condifions can affect vour denfal ireatment. Please
ask the Derlal nuvseRecopionst on duly if you have any probiems or questions regariing compladion

of this form
MriMst'MraiMiss/Ms Surname:
Male/Female: Forename:
[ Date of Birth: Contact Number{s):
Address: GP Name and Address:
Postcodea: Occupation:
PLEASE ANSWER ALL QUESTIONS
Flagsa tick a8 or f
YES [ Details

Have you ever had Rheumabic fever?

Do you have any allergles, if so what?

Do you suffer from Diabates?

Have you had any major surgery?

Abnrormal Bleeding?

s thare a history of bleeding disorders in your
farmnily 7

b2 you suffer from Hopatitis?

Breathlassness?

High Blood Pressure?

Do you sulter from Chronic Asthma/Bronchitis ¥

Haart Troubla?

Epilepsy?

Do you have any other llinesses, If so what?

Have you ever had an adverse reaction
to lacal or general anassthetic?

Do you carry 8 madical warning card¥

Do you have any auto immune symtoms?

I5 thare any chance you may be pregnant?

Are you taking any medication, il ¢ what?

Do you smoke, if 86 how many ?

Hew many units of alcohol 6o you conauma in o
woak?

Hew did you find cut about this practice?
Are you exempt from NHS charges please tick one of the following: (we will ask for proof)
UMDER 18 18 and full tirme Pregnant / Mursing Income-based Job
education Mother Seekers Allowance
HEAHES Certificate | Imcome Support Tax Credit Disabled Tax Credit
Exemption Card [ Exernption Card
Pension Guarantee
It:udil;
Putienis fe

CI3ES pro: ﬂ, R :142 oers D bg the Health At 1999,
SIGNATURE DATE



