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CONFIDENTIAL DENTAL MEDICAL HISTORY FORM

Patient Name:

Date of Birth:

Contact Number:

Smoking Frequency:

Vaping / E-cigarette Use:

Alcohol Units per Week:

Recreational Drug Use (Yes/No + Details):

Are you pregnant? If yes, trimester:



MEDICAL CONDITIONS

Autoimmune Conditions:

Osteoporosis / Bone Density Treatment:

Bisphosphonates / Anti-resorptives:

Blood Thinners (Warfarin, DOACs):

Immunosuppressants / Steroids:

Sleep Apnoea / CPAP Use:

Diabetes:

Liver or Kidney Disease:

Epilepsy / Neurological Conditions:

History of Cancer or Radiotherapy:

Recent Hospitalisation:



ALLERGIES

Penicillin Allergy:

Latex Allergy:

Chlorhexidine Allergy:

Local Anaesthetic Allergy:

Aspirin / NSAID Allergy:

Food / Other Allergies:

Current Medications (List all):



CONSENT & GDPR

I consent / do not consent to clinical photographs being taken for:

• Educational purposes

• Professional training

• Treatment planning and clinical documentation

Photo Consent (Yes/No):

GDPR Acknowledgment:

I understand my information is confidential and may be used for clinical care,
referrals, and appointment communication.

Consent to be contacted via:

Email: SMS:

Signature:

Date:



MOBILE DENTAL MEDICAL HISTORY FORM

Patient Name:

Date of Birth:

Contact Number:

Smoking Frequency:

Vaping / E-cigarette Use:

Blood Thinners (Warfarin, DOACs):

Bisphosphonates / Anti-resorptives:

Immunosuppressants / Steroids:

Sleep Apnoea / CPAP:

Allergies (Penicillin / Latex / Chlorhexidine / LA):

Current Medications:

Photo Consent (Educational Use) Yes/No:

Signature:

Date:


