BERKHAMSTED DENTAL PRACTICE


CONFIDENTIAL HEALTH QUESTIONNAIRE
Please complete so that we can provide you with the best possible care

	Title
	Forenames

	Surnames
	Date of birth       /       /

	Address

	Tel (home)
	Tel (work)
	Tel (mobile)

	Occupation
	Occupation

	Doctor’s name & address

	Previous dentist’s name & address

	How long since last received dental treatment?

	Were you recommended to the practice?
	By whom?


	Are you:

Currently receiving treatment from a doctor, hospital, clinic or specialist?
	NO
	YES
	If YES, please give details

	Taking any medicines, tables, ointments, inhalers or ingections, including HRT or contraceptives?
	
	
	

	Carrying a health-warning card?
	
	
	

	If female; are you, or could you be pregnant?
	
	
	

	Do you, or have you suffered from:

Allergies to any medicines, foods or other materials; in particular antibiotics, anaesthetics & pain killers; latex rubber glovesl household cleaning agents and seafood?
	
	
	

	Hay fever or eczema?
	
	
	

	Fainting attacks, giddiness, blackouts or epilepsy?
	
	
	

	Diabetes? Do any close relatives suffer with diabetes?
	
	
	

	Arthritis?
	
	
	

	Bruising or persistent bleeding following injury, tooth extraction or surgery?
	
	
	

	Any infectious diseases including HIV?
	
	
	

	High or low blood pressure?
	
	
	

	Asthma of other lung problems?
	
	
	

	Rheumatic dever or chorea (St. Vitrus Dance)?
	
	
	

	Cold sores?
	
	
	

	Thyroid disease?
	
	
	

	Liver disease?
	
	
	

	Any other serious illnesses?
	
	
	

	Have you ever had:

Blood refused by the Blood Transfusion Service?
	
	
	

	A bad reaction to local anaesthetic?
	
	
	

	Steroids; in particular in the last 2 years?
	
	
	

	A joint replacement or any other form of implant?
	
	
	

	Heart surgery, including heart valve replacement?
	
	
	

	Brain surgery prior to 1986?
	
	
	

	A close relative who has or may have had CJD?
	
	
	

	Any other hospital treatment?
	
	
	

	Alcohol & smoking?

Do you drink alcohol? If yes, how many units per week?
	
	
	

	Do you smoke tobacco products now or did you in the past?
	
	
	

	Do you chew tobacco, pan or supari now or did you in the past?
	
	
	


Please give any other detials that may be relevant, such as self-prescribed medicines (e.g. Asprin)

Signature



Date

              Completed by: Self/Parent/Guardian/Representative
