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PRINCIPAL:

543 ANLABY ROAD

J. F. Groombridge, B.D.S.

HULL, HU3 6HP

	Name
	

	Date of Birth
	
Gender  –  Male       Female

	Address
	

	Tel No. (Home)
	
Tel No. (Work)

	Mobile Tel No.
	
E-mail

	Occupation
	
Dr’s Name

	Dr’s Address
	


   *Please Tick in the appropriate column


 
	Questions
	*Yes/No
	        If YES please give details below

	Are you receiving any medical treatment?
	
	
	

	Are you taking any medication?
	
	
	

	Have you taken steroids in the last 2 years?
	
	
	

	Are you allergic to any medication/food/materials?
	
	
	

	Have you had rheumatic fever?
	
	
	

	Have you had liver or kidney disease?
	
	
	

	Have you had hepatitis or any blood disease?
	
	
	

	Have you had heart disease?
	
	
	

	Have you ever had a heart murmur or suffered from endocarditis?
	
	
	

	Have you ever had any heart surgery or a prosthetic 
heart valve fitted? 
	
	
	

	Have you had blood pressure problems?
	
	
	

	Have you had a reaction to local/general anaesthetic?
	
	
	

	Have you had a hip replacement?
	
	
	

	Have you been in hospital? If YES when and what
	
	
	

	Have you had radiotherapy/chemotherapy?
	
	
	

	Do you have arthritis?
	
	
	

	Do you have a pacemaker?
	
	
	

	Do you suffer from hay fever or any allergies?
	
	
	

	Do you have any chest problems?
	
	
	

	Do you have any fainting attacks/epilepsy?  
	
	
	

	Do you have diabetes or anyone in your family?
	
	
	

	Do you have any bleeding problems?
	
	
	

	Do you carry any warning cards?
	
	
	

	Do you smoke? If YES how many a day?
	
	
	

	Do you chew tobacco or suparin?
	
	
	

	Do you drink more than 14 units of alcohol a week?
	
	
	

	Are you pregnant?
	
	
	

	Do you have any other medical problems?
	
	
	


I confirm that the above statement on my medical history are true and correct and accept that they will be held in the strictest confidence. I understand that failure to disclose any medical information could affect the outcome of my dental treatment or endanger my general health.
Signature – Parent, Guardian or self………………………………….
Date ….../……/…….







