PATIENTS DETAILS — CONFIDENTIAL
Your Medical and Dental History
" Providing Dentistry for all ages, our staff is dedicated to your health and smile

As a new/current patient we need to get to know you and your medical and dental history to provide you with the highest
quality treatment.
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Have you had or are you suffering from any of the following? (Please circle) If YES or NO specify.

s Heart trouble/surgery/Stroke/Pacemaker YES/NO
» High Blood Pressure or Low blood pressure YES/NO
*  Excessive or Prolong Bleeding/Anticoagulant YES/NO
e Diabetes YES/NO
e  Prosthetic implant/Joint replacement YES/NO
e Osteoporosis/Arthritis YES/NO
e Thyroid Disorder YES/NO
e HIV/AIDS/HEPATITIS YES/NO
e Stomach/Reflux or Digestive Condition YES/NO
e Asthma YES/NO
e Liver or Kidney Disease YES/NO
®  Areyou or could you be pregnant YES/NO
e Radiation or Chemotherapy YES/NO
e Sleep Apnoea YES/NO
e  Rheumatic Fever YES/NO
e Other (Specify) YES/NO

I have completed this form to the best of my knowledge, and will inform you at a subsequent appointment if my health status
has changed.
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