Toothshine Dental Clinic Confidential Medical History Form

	Personal Details

	Title:  Mr  /  Mrs  /  Ms  /  Miss  /  Master  /  Dr
	Sex: Male / Female
	DOB:       /       / 

	First Name: 
	Last Name: 

	Address: 
	Postcode: 

	Home Telephone Number: 
	Mobile Telephone Number: 

	Email Address: 
	Occupation: 

	How did you hear about us?  Family  /  Friend  /  Colleague  /  Staff  /  Walked By  /  NHS  /  111  /  Lab




       Website  /  Google  /  Facebook  /  Instagram  /  School Folder  /  Referral

	Emergency Contact Details

	Name: 
	Relationship To You: 

	Home Telephone Number: 
	Mobile Telephone Number: 

	Doctors Practice Details

	Practice Name: 
	Telephone Number: 

	Address: 
	Postcode: 

	Medical History (please circle as appropriate)
	Yes
	No
	If Yes, please give details

	Lung disease (asthma, bronchitis, shortness of breath)?
	
	
	

	Heart disease (angina, rheumatic fever, murmur, high blood pressure)?
	
	
	

	Blood disorder or blood refused by transfusion service?
	
	
	

	Excessive bleeding?
	
	
	

	Diabetes (or anyone in your family)?
	
	
	

	Fainting attacks, giddiness, blackouts or epilepsy?
	
	
	

	Liver disease (hepatitis, jaundice) or kidney disease?
	
	
	

	Arthritis, neck or back problems?
	
	
	

	Stomach trouble, ulcers, hiatus hernia, heartburn?
	
	
	

	Do you suffer from any infectious diseases (Hepatitis, HIV)?
	
	
	

	Any other medical conditions or health concerns?
	
	
	

	Any form of mental illness (depression, stress, eating disorders)?
	
	
	

	Have you ever had an operation?
	
	
	

	Are you receiving treatment from a doctor, hospital or clinic?
	
	
	

	Are you taking or have taken steroids in the past?
	
	
	

	Have you ever had a bad reaction to general or local anaesthetic?
	
	
	

	Have you ever suffered from allergies to medicines (e.g. penicillin), substances (e.g. latex / rubber) or foods?
	
	
	

	Are you or could you be pregnant?
	
	
	

	Do you carry a medical warning card or bracelet?
	
	
	

	Do you have a hearing aid, pacemaker or implants?
	
	
	

	Do you currently smoke? If so, please state number per day.
	
	
	

	Have you ever smoked in the past? If so, state number per day.
	
	
	

	Do you drink alcohol? If so, please state units per week.
	
	
	

	Are you currently taking medication? If so, please state.
	
	
	

	Please give any other details that we might need to know such as self-prescribed medicines or any other disabilities you may have.
	
	
	

	What is your current weight? If 23 stone or above, please inform the dentist, nurse and reception as well.
	
	
	

	We ask for your personal and health information to help us treat you safely. We will use this information and form at later visits to discuss any changes to your general health. All information will be kept strictly confidential by us and by you completing this form you give us consent to store your data and contact you.

	Completed by: Self / Parent / Guardian (if below 18, Parent/Guardian to complete with patients details)

	Signature: 
	Date:        /        / 


