Smiles by Hillside Dental Practice
120 Bittacy Rise, Mill Hill, London NW7 2HL, 0208 346 0668
www.smilesbyhillside.co.uk
Confidential Medical History Form

To help us treat you safely we ask patients the following questions about their general health. Please answer all questions provided and add any additional details. All information will be kept strictly confidential.

1. Personal details:

Title: ……………………………………………………………………………………
First name and surname: ……………………………………………………………
Date of birth: ………………………………………………………………………….
Address: ………………………………………………………………………………
Post code: …………………………………………………………………………….
Telephone: Home: …………………………………………………………………...


  Work: …………………………………………………………………….


  Mobile: …………………………………………………………………..
E-mail address: ………………………………………………………………………
Occupation: …………………………………………………………………………..
How did you hear about the practice? ...............................................................
2. Dental history:

      Last dental visit: ……………………………………………………………………...
      Dentist/practice name and address: ………………………………………………
      How often do you brush your teeth and when: …………………………………...
      Do you use dental floss?  




YES

NO

      Do you use mouthwash? 





YES

NO
      What is your main dental Concern/Wish? …………………………………………….
      …………………………………………………………………………………………

3. Medical history:

Have you been hospitalised within last 10 years? 

YES 

NO
If yes, please write the reason.
…………………………………………………………………………………………
………………………………………………………………………………………….
      Heart problems (Angina, Strokes/ Other)



YES

NO
      Chest problems (Bronchitis/ Asthma/ Other)


YES

NO
 Gastric problems (Ulcer/Other)




YES 

NO

High/ Low blood sugar





YES

NO
 High/ Low blood pressure





YES

NO

Kidneys problem or disorders




YES

NO

Liver disease (Jaundice/Other)




YES

NO 
Epilepsy







YES

NO

Hepatitis 







YES 

NO


Hayfever







YES

NO


Arthritis/ Rheumatic fever

Joint replacement or any other implant: ……………………………………………….



Anaemia







YES

NO


Blood born disease (HIV/ AIDS) 




YES

NO    
       Blood refused by blood service




YES

NO

Current medication: ……………………………………………………………………...

Over the counter medication: …………………………………………………………...

Allergy (Penicillin/ Local anaesthetic/ latex)


YES

NO

Do you carry a medical warning card? 



YES

NO

Have you ever had reaction to local/general anaesthetic?
YES

NO


Are you pregnant?





YES

NO

Are you taking any contraceptive?



YES

NO


4. Social history:

Drinking habits: 

       
How many units of alcohol do you drink per week?

Smoking habits:

       
Do you smoke any tobacco now? ………….. in past?...................................

       
Do you chew any tobacco now? ……………. in past? ..................................

     Diet habits:

      
 Juice or fizzy drinks/day:………………………………………………………………..

       
 Snacks/day:………………………………………………………………………………

      
 Coffee/day:………………………………………………………………………………..

Any other habits which your dentist needs to know about?...........................................

Signature………………………………………..

Date………………………………………………

      Parent/ Guardian/ Yourself



P.T.O.

