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Coronation House

2 Queen Street, Lymington

SO41 9NH

01590 610210

reception.smilesofnewforest@gmail.com 
New Patient - Confidential Medical History Questionnaire
PERSONAL:
	Title:


	First Name:
	Surname:

	Date of Birth:
	Gender:
	National Insurance Number:

NHS Number:

	Address:

Post code:
	Home Phone:

Mobile Phone:

Email:

	Doctor:

Surgery Name:

Surgery Number:
	Emergency Contact Name:
Number:
Relationship:

	When was your last dental checkup?

	How did you hear about us? 



	Do you have any trouble getting up the stairs?          

	HABITS:
	

	Smoke (per day):
	High sugar diet? (please circle)                       Y   /   N    

	Chew tobacco (per day):
	Lots of fizzy drinks? (please circle)                 Y   /   N

	Alcohol units (per week):
	Recreational drugs? (please circle)                Y   /   N

	Details:
	

	
	


Please TICK if you have/had any of the following:
HEART:
	Rheumatic Fever
	
	
	Heart Murmur
	

	High Blood Pressure
	
	
	Angina
	

	Heart Surgery
	
	
	Thrombosis
	

	Pacemaker Fitted
	
	
	Other heart conditions
	

	Details:
	
	
	
	
	


BLOOD:
	Hepatitis B
	
	
	Anaemia
	

	H.I.V
	
	
	Sickle Cell
	

	Abnormal Blood Test
	
	
	Haemophilia
	

	Blood refused by transfusion services
	
	
	Other blood conditions
	

	Details:
	
	
	
	
	


Please turn over to complete and sign the medical history
ALLERGIES:
	Penicillin
	
	
	Latex
	

	Hay Fever
	
	
	Medicines
	

	Anti-Tetanus Serum
	
	
	Plants
	

	Eczema
	
	
	Foods
	

	General Anesthetic
	
	
	Aspirin
	

	Local Anesthetic
	
	
	Other allergies
	

	Details:
	
	
	
	
	


WARNINGS:
	Pregnant
	
	
	Steroids within 2 years
	

	Antibiotic cover required
	
	
	Warning card
	

	Bruising or persistent bleeding
	
	
	Treatment requiring hospitilisation
	

	Currently under treatment
	
	
	Anything else dentist should know
	

	Details:
	
	
	
	
	


CHEST:
	Bronchitis
	
	
	Emphysema
	

	Cystic Fibrosis
	
	
	Pneumonia
	

	Pleurisy
	
	
	Chest Surgery
	

	Asthmatic
	
	
	Other chest conditions
	

	Details:
	
	
	
	
	


OTHER:
	Liver Disease
	
	
	Kidney Disease
	

	Diabetes
	
	
	Epilepsy
	

	Acid Reflux or Eating Disorder
	
	
	Hiatus Hernia
	

	Bone or Joint Disease
	
	
	Artificial Joint
	

	Fainting or Blackouts
	
	
	Giddiness
	

	Past serious or infections disease
	
	
	Cancer
	

	Details:
	
	
	
	
	


MEDICATION:
Please list all medications or provide a copy of your latest prescription:
I certify that I have read and understand the above. I acknowledge that my questions, if any, about the enquiries set forth above have been answered to my satisfaction. I will not hold my dentist, or any other member of staff responsible for any errors or omissions that I may have made in the completion of this form.
Patient Signature: ………………………………………………..                           Date……….……….……….
If completed by guardian/parent please sign above and print name: ………………………………..
Dentist Signature: ………………………………………………..                            Date……….……….……….
