


Medical History
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Some medical conditions and medicines used to treat patients can affect dental treatment. So that we are able to give you
the best and most appropriate treatment possible, we need to know whether you are having any medical treatment or
taking pills, medicines or drugs. It will also help if we know of any illnesses in the past. Please complete the questionnaire:

YES| NO FURTHER DETAILS

ARE YOU:

1. Attending or receiving treatment from a doctor,
hospital, clinic or specialist?

2. Taking any pills, tablets, or medicines? If ‘yes’
please list.

3. Pregnant, a nursing mother or taking the
contraceptive pill?

4. Allergic to any medicines eg penicillin, aspirin, local
anaesthetic, latex?

5. Taking or have taken steroids in the last 2 years?

6. Taking bisphosphonates for osteoporosis?
HAVE YOU:

1. Had any serious illness or operation in the last 3
years?

2. Had Rheumatic fever?

3. Had jaundice, liver, kidney disease or hepatitis?

4. Had heart trouble of any kind eg murmurs, birth
defects, angina, high blood pressure?

5. Ever reacted adversely to a general or local
anaesthetic?

6. To your knowledge had any close contact with an
AIDS sufferer, or a carrier of the AIDS virus?

DO YOU / DOES YOUR:

. Suffer from headaches/migraine?

. Clench and/or grind your teeth?

. Suffer from fainting spells, blackouts or epilepsy?

. Suffer from diabetes?

. Have lung problems or breathing difficulties?

O REG R REC AR A

. Bruise easily or suffer from excessive bleeding after
a cut or tooth extraction?

~

. Have stomach trouble?

8. Have any medical prosthesis, hip replacement,
artificial heart valve, pacemaker etc?

9. Smoke, if yes, how many a day?

10. Consume alcohol, if yes, how many units per week?

11. Is there anything else you think the dentist should
know?
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