The Park Dental Practice
Confidential Medical History Form.
Personal Details
	Title:
	Forename:
	Surname:

	Date of Birth:
	Sex:  F / M
	Occupation:

	Address:
	Postcode:

	Home Tel:
	Work Tel:
	Mobile No:
	

	E-Mail Address:                                                                  
	
	


	Why did you choose The Park Practice?
	

	Where/When was your last dental treatment?
	

	Do you have an exemption from dental charges?
	


Medical Questions
	ARE YOU:
	YES/NO
	DETAILS:

	1. Attending or receiving treatment from a doctor

Hospital, clinic or specialist?
	
	

	2. Taking any medicines from your doctor?

(tablets, ointments, injections or inhalers)
	
	

	3.   Allergic to any medicines, food or materials?
	
	

	4.   Concerned about any aspects of your health

      you think your dentist should know about?
	
	

	5.  Do you Smoke? If yes, how many cigarettes per week?
	
	

	6. What is your average weekly alcohol intake?
	
	


	Have you had any problems with:
	YES/NO
	DETAILS:

	1.  Heart
	
	

	2.  Blood pressure
	
	

	3.  Bronchitis, asthma or any other 

     chest condition?
	
	

	4.  Liver
	
	

	5.  Fainting attacks
	
	

	6.  Bleeding after surgery or tooth extraction
	
	

	7.  Headaches/migraines, neck or back pain
	
	

	8.  Diabetes
	
	


	Completed By: Self/parent/guardian
	Signed:
	Date:

	Completed By: Self/parent/guardian
	Signed:
	Date:

	Completed By: Self/parent/guardian
	Signed:
	Date:

	Completed By: Self/parent/guardian
	Signed:
	Date:


