HAS THE PATIENT EVER                     
Please give details below

Had any other serious illnesses?

Yes/No 

Been admitted to hospital for any

operations? (if yes, please give details)
Yes/No

Had a bad reaction to a local or

general anaesthetic?



Yes/No

Bled excessively following an 

injury, surgery or tooth extraction?

Yes/No

Worn a brace before?



Yes/No

If yes, what kind of brace was this?  ……………………………………...

If yes, who provided the treatment?   ……………………………………..

Ever injured his/her teeth?


Yes/No

If yes, please describe the injury   ………………………………………...

Suffered from cold sores?


Yes/No

(if you ever have an open cold sore please ring the practice and we will rearrange your appointment)

Please make sure that any changes to the patient’s medical history are reported to the orthodontist straight away.

WHO COMPLETED THIS QUESTIONNAIRE?

Print Name  ………………………………………………………………..

Relationship to the patient  ………………………………………………..

Who has parental responsibility for the patient ...........................................

Signature   ……………………………………...  Date  ………………….
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           medical history questionnaire
Please tick the box to consent that we may contact you by telephone, post, email or text message 

Please tick the box to consent that we can confirm/change/cancel appointments with another member of your family

We need to ask patients about their general health so that we can treat them safely.  Please write the PATIENT’S details below and then answer the health questions about the PATIENT.  All information will be kept confidential.

Surname ………………………….  Mr/Mrs/Miss/Other ……..

First Names  .………………………………………………………………

Male/Female …………………………   Date of Birth  …...……………...

Address…………………………………………………………………….

……………………………………….     Postcode  ………………………

Tel. Home   ….………………………     Tel. Work  ..……………...……

Tel. Mobile   ………………………...     email   …………………………

School/Occupation ………………………………………………………..

Doctor’s Name & Address ………………………………………………..

……………………………………………………………………………..

Dentist’s Name & Address  ……………………………………………….

……………………………………………………………………………..

IS THE PATIENT


                  Please give details below

Receiving treatment from a 



Doctor, hospital or clinic?


Yes/No

Taking steroids (now or in the 

last 2 years)?  




Yes/No


IS THE PATIENT


      
Please give details below

Taking any other medicines or 

drugs eg tablets, creams, 

injections or inhalers?



Yes/No

Allergic to any medicines, foods

or materials eg latex?



Yes/No

DOES THE PATIENT

Have any heart problems?


Yes/No

Have any chest problems

eg asthma or bronchitis?


Yes/No


Have fits, fainting attacks or 

Blackouts?




Yes/No

Have diabetes?



Yes/No 

Have a bleeding disorder?


Yes/No

Have kidney disease?



Yes/No

Have liver disease?



Yes/No

Carry a medical warning card,

bracelet or warning token?


Yes/No

Smoke (if yes, how many)


Yes/No  
...... per day

Drink (if yes, how many units)

Yes/No
...... per week

HAS THE PATIENT EVER                    
Please give details below

Had rheumatic fever?



Yes/No

Had jaundice eg hepatitis?


Yes/No
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