REGISTRATION & CONFIDENTIAL MEDICAL HISTORY
         
Title ……………… Full Name:……………………………………………………………………………………………………….

Address…………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………...
Post Code:…………………Date: of Birth ………..…………Sex: Male/Female
[image: image1.jpg]


 Home: ………………………..Mobile: ………………………………………… Work::…………………………………………
Email: …………………………………………………………………..
Occupation:………………………….GP Surgery:………………………………………
When was your last dental appointment? ___/___/___


How nervous are you regarding dental treatment? Not at all  / a little  /  quite  /  very  /  extremely

Do you smoke or use tobacco? Never / used to / Yes. 
How many per day?........ Quit date? ___/___/___
How many units of alcohol do you drink per week? 0/14 or 14+ (14 units = 7 pints. 4 large glasses of wine)
Do you take any medication or tablets? (Either write your medications below or provide a written list or repeat prescription)

………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Do you have any allergies? (Particularly to medications, foods or materials) 
If yes please give details ………………………………………………………………………………………………………………………………………………
Are you, or is there any possibility that you are pregnant? Due date? ___/___/___
 
                         Yes/No 





Please indicate (and provide details) if you have had any of the following medical problems:
Heart and circulation problems: High blood pressure  □  Angina  □  Value replacement  □   Heart attack  □  
Pacemaker □   Heart surgery □    Endocarditis □    Other □                                                           Yes/No
Lung, chest or  breathing problems:  Asthma □    COPD    Other □                                                                     Yes/No
Stomach, bowel, abdominal problems:  Ulcer □
Crohn’s □  IBS □ Other □                                              Yes/No
Skin conditions: Psoriasis □     Eczema □     Dermatitis □     Other  □                                              Yes/No
Epilepsy □ Seizures or fits □ Blackouts □ Other □     How often? _______Date of test __/__/__                           Yes/No
Diabetes:  Type 1 □     Type 2 □     Controlled with diet □     Medication □                                            Yes/No
Depression □     Dementia □     ADHD □     Other mental health problems □ ___  __________________ _ Yes/No
Neurological problems: MS □     ME □     Trigeminal neuralgia □     Other □ ____ ___       ____    ____    Yes/No 
Problems with: Liver □     Kidney □     Thyroid □     Pancreas □     Other organ □_________           _  _     Yes/No  Autoimmune problems: Sjogren’s □     Rheumatoid conditions □     Other ____________________          Yes/No
Bone or joint problems: Arthritis □    Osteoporosis □     Gout □     Other __________________________Yes/No
Blood borne infections: Hepatitis B □     Hepatitis C □     HIV □     Other         _ ___  _____________  ___Yes/No
Steroid treatment lasting more than 3 weeks? Why? ___ ________________________ _______    _____              Yes/No   Cancer: Breast □     Prostate □     Bowel □     Skin □     Mouth □     Other □                                                          Yes/No
When was it diagnosed? ___/___/___  Treatment: Surgery □     Chemo □     Radio □     Ongoing □
Do you carry a medical warning card? 
For what reason   __ _____   __________                       ___       ______  Yes/No
Have you ever had any major surgery or surgery?     Details                                                                                      Yes/No
Have you ever had a bad reaction to general anaesthetic or sedation
                            
                      Yes/No
Is there any reason why you can not recline fully in the dental chair? 
                             
                           Yes/No
Do you suffer with cold sores? (Always let us know if you have an active cold sore)                                 
              Yes/No 
Are you having any other current medical treatment or investigations? 
                                                     
 Yes/No
Is there any other aspect of your health or history that you feel we should be aware of?                                            Yes/No                          
Signature (self or parent/guardian)……………………………………..    Relationship to patient……………………….
Dentist Signature…………………………………………                          Date…………………         please see overleaf
General Data Protection Regulation
Recent regulations changes mean we must reassure our patients that Lyme Bay Dental Practice takes your privacy seriously.

Occasionally, we would like to contact you with details of in-house promotions or services: an example may include a whitening promotion or an important medical update. To do this we may need to use third-party Communication Company. However, your details will only be used to deliver these messages. We don’t and never have passed on your details to other third parties for unwanted marketing purposes. A copy of our Privacy policy is available upon request.


CONSENT GIVEN:

Yes
No

Patients Signature: …………………………………………………

Patients Name: ………………………………………………………

