
Surname 

eltiTs/emaNtsriF

Sex Male Female

Date of Birth day month year 

Address 

Postcode

Telephone home 

mobile 

In the event of an emergency, please contact:

Email

Occupation 

Doctor’s name and address 

Doctor’s telephone 

Name

Number

WeWeW ask you for information about your general health to help us treat you safesafesaf ly.y.y
Please write your contact details below,w,w answer the health questions inside then
sign the form on the back page. WeWeW will use this form at later visits to discuss any
change in your general health. All information will be kept strictly con�dential by
the people caring for you.

Please check that the health information on this form is still correct (including 
information on smoking and drinking). If not, amend as necessary or note any 
changes below.

Con�dential Medical History Form
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DUNS DENTAL CARE
4 Murray Street
Duns, TD11 3DE

dunsdentalcare@gmail.com
dunsdentalcare.co.uk

01361 889 422

Medical history update

Declaration (Must Complete)

Patient’s initials

Completed by (please tick) self parent guardian

Can we send you our marketing and promotional material?
I authorize my dentist to take photographs, X-Rays or 
Any other visual records as part of my tretment

I understand that the only time any of my data may be given to or used by anyone 
outside of the practice will be when my treatment and care necessitates it being 
sent to other medical / dental professionals.
By ticking this box I con�rm all information on this form is true, accurate and complete:

etaDPatient’s / Guardian signature

NoYes

NoYes

Date Any change? List changes below

sitneD etaDerutangiss’t

intrilo.co.uk



Are you currently yes no Give details

Receiving treatment from a 
doctor, hospital or clinic?

Taking any prescribed
medicines (eg tablets,
ointments, injections or
inhalers, includingcontraceptives
and hormone replacement therapy)?

Carrying a medical
warning card?

Pregnant or possibly pregnant?

Have you ever su�ered from yes no Give details

Allergies to medicines 
(eg penicillin), substances
(eg latex/rubber) or foods?

Bronchitis, asthma or other 
chest condition?

Fainting attacks, giddiness, 
blackouts, epilepsy?

Heart problems, angina, blood
pressure problems, or stroke?

Diabetes (or does anyone in
your family)?

Bone or joint disease?

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

Liver disease (eg jaundice, hepatitis)
or kidney disease?

Any other serious illness or 
infectious disease?

Blood refused by the Blood
Transfusion Service?

A bad reaction to general or 
local anaesthetic?

Treatment that required you to be 
in hospital?

Heart surgery?

Alcohol

How many of units of alcohol do you drink per week?

(A unit is half a pint of lager, a single measure of spirits

keewrepstinu).fitirepa/eniwfossalgelgnisaro

Tobacco use yes no in past

Do you smoke any tobacco products

yadrepsemit?)tsapehtniuoydidro(won

Do you chew tobacco, pan, use gutkha

or supari now (or did you in the past)? times per day

Please give any other details which your dentist might need to know about,
such as self-prescribed medicines (eg aspirin) or any disabilities you may have
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