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FIVE HEARTS

—DENTAL—






�





Surname (Mr/Mrs/Miss/Ms) ……………………………………………………………………………………………………………………………………………………….


Forename ………………………………………………………………………………………………………………………………………………...………………………………..


Address ……………….…………………………………………………………………………………………………………………………………..…………………………………


Postcode ………………………………………………………………………………   Email ………………………………………………………………………………………..


Home tel ………………………………………………………………………….   Mobile tel ………………………………………………………………………….…………


Date of birth ………………………………………………………………………..    Occupation ……………………………………………………………………………...


GP Name and address: ………………………………………………………………………………………………………………………………………………………………


……………………………………………………………………………………………………………………………………………………………………………………………………





FIVE HEARTS DENTAL�MEDICAL HISTORY QUESTIONNAIRE        





CERTAIN MEDICAL CONDITIONS CAN AFFECT DENTAL TREATMENT AND VICE VERSA. ALL DETAILS GIVEN WILL BE STRICTLY CONFIDENTIAL


Do you or have you ever suffered from:�
Yes�
No�
�
Have you ever had rheumatic fever or chorea?�
�
�
�
Have you ever had heart surgery?�
�
�
�
Diabetes (please specify whether any family history)�
�
�
�
Epilepsy, blackouts, giddiness or fainting�
�
�
�
Chronic bronchitis, asthma or other respiratory disease�
�
�
�
Hepatitis, Jaundice, Liver or Kidney Disease�
�
�
�
Excessive bleeding and/or bleeding disorders �
�
�
�
High blood pressure or Angina�
�
�
�
Any other serious illness or related medical condition�
�
�
�
Are you carrying a medical warning card?�
�
�
�
Do you suffer from allergies to ANY medicines (eg Penicillin), substances (eg latex/rubber) or foods?


IF YES PLEASE LIST BELOW�
�
�
�
Are you currently taking ANY prescribed medicines (eg tablets, ointments or inhaler, including contraceptives and hormone replacement therapy)? IF YES PLEASE LIST BELOW�
�
�
�
Are you currently pregnant?�
�
�
�
Have you ever had treatment that required you to be in hospital?�
�
�
�
Has steroid therapy been administered in the past 2 years? �
�
�
�
Have you ever had a joint replacement or other implant?�
�
�
�
Do you suffer from any infectious diseases (including HIV and hepatitis)?�
�
�
�
Do you regularly drink more than 21 units of alcohol per week?�
�
�
�
Do you smoke any tobacco products now (or did you in the past)?�
�
�
�
Do you chew tobacco, pan, use gutkha or supari now (or did you in the past)?�
�
�
�
Is there any other information which your dentist might need to know about, such as self-prescribed medicines�
�
�
�









Please note any changes to the form or medication here:


……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………





Medication/Notes: Please list:


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………


………………………………………………………………………………………………………………………………………………………………………………………………





IF YOU ARE NOT SURE OF ANY OF QUESTIONS, OR IF YOU MEDICAL CIRCUMSTANCES CHANGE, PLEASE INFORM THE DENTAL SURGEON.


SIGNATURE: …………………………………………………………………………………………………………………… DATE: ……………………………….





SIGNATURE: …………………………………………………………………………………………………………………… DATE: ……………………………….





SIGNATURE: …………………………………………………………………………………………………………………… DATE: ……………………………….





SIGNATURE: …………………………………………………………………………………………………………………… DATE: ……………………………….











