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Certain medical conditions can affect dental treatment and vice versa
Please complete this form by ticking the appropriate boxes and answering the questions

All details will be strictly confidential

Do you have or have you ever suffered from: yes no
iR e B0
Any heart complaint (including heart murmur)? . ......oovovvooenns 00
e RS MR S e T 00
L R e e 00
Gl orasthma?................ . oo g
iSRS R - e OO0
L A R R s e OO0
High blon e . e O 0o
Any other soriansllUnese®:c: .. o S mntriins 0O 0o
Are you allergic to any medicine or tablets? (list below in notes). . . ... . .. 0o
at present taking any medicine or tablets? (list below in notes). . 0 O
AR R e s B B
the mother of a child under 12 months? ..................... SRR
In the past 2 years have you undergone any operations?.............. 0o
been treated with hydro-cortisone or corticosteroids?. .. ... .. a Qo
Have you ever had a joint replacement operation?.................... &0
Do you have a close relative who has, or has had, CJD?............... 30
Did you receive growth hormone treatment before the mid-1980's?...0 O
Have you ever had brainsurgery? ...............cco0vvvvinn., e o 0o
Please tick or tell the dentist if you are HIV positive .................. 00
What is your average weekly consumption of alcohol? ................... ..
If you smoke, what is your average perweek? .............coovvirrinn..
If 'yes' to any questions please supply details in ‘Notes' below or use back of form
Name and address of your doctor: Notes: N U1Q. NVHRER |~
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If you are not sure of any of the questions, or if your medical circumstances
change, please inform the Dental Surgeon
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