
it all starts with a smi e...

CONFIDENTIAL MEDICAL HISTORY FORM
To obtain the best and safest treatment your dentist needs to know ofany medical problems which may affect

your childs treatment.

Title: Full Name:
Drte ofBirth: Sex: Male / Female Mobile No:
Address:

Postcode:

Tel No: Home: Emril:
Your Doctors Name & Address:

Your Dentists Nlme & Address

How did you here ebout us:

Please comDlete for your child: Yes No Details
Attending or r€ceiving trerlment from r Doctor'
Hospital, or specirlist for any medical cere:

Taking sny medicines from your Doctor, (tablets'
ointments, irjections, inhalers)Please include rmount'
dosage and timings.

Taking or have you taken steroids in the hst two years

Allergic to atry medicines' foods or mrterials in
Darticuhr Denicillin?

Have Thev:
Hsd jaundice, liver, kidney disease or hepatitis?

Ever been told you have a h€art murmer or heart
oroblem. Pacemaker or any heart treatment?
Have you ever beetr diagnosed with any medicel
Condition or syndrome?
Had a bad rerction to a genersl or local snsesthetic?

Been in hospitalised? Ifyes whot for and when?

Do You:
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Yes No
Believe your child is in good berlth? lf no give details

Hsve rrthritis?
Suffer from hayfever' sczema or any other aller&y?

Suffer from bronchitis, asthma or other chest condition
? and who are You under th€ clre of?
Hrve flinting attacks, giddiness' blackouts or epilepsy?
What treatmcnt do they currently have or mry
DotentitllY need?

Carry a warning card?

Are ther€ any other rsp€cts concerning your health
That vou think we should know about?
Signature:

Dat€:


