CONFIDENTIAL MEDICAL HISTORY FORM

PERSONAL DETAILS

Surname:
First Name:

Gender:
Date of Birth: o CurrantAge

Address:

Post Code

obie Teophone No:

Email. I T NN —
Occupation:

DOCTORS DETAILS

Doctors Name:
Practice Name:

Practice Address:

Practice Post Code:

Practice Telephone No:

Practice Email Address:

DO YOU PAY FOR DENTAL TREATMENT ETHNIC GROUP
Y Es (if yes tick and skip N o (if NO please give full details below) |

to the next section) ‘

Already Given As:

Patient Under 18 White British - ]
| Aged 18 and in full time education “|White Other %

Full Remission HC2 Certificate | | White & Black Caribbean

| Partial Remission HC3 Certificate | | White & Black A5|an ]
Expectant Mother {Ba_tﬁuE_DaE) S ‘White & Asian T

quﬁ; Mother (Baby Birth E_}EleT ---------- [ Other Mixed | Backgrama_ R
Prisoner - ~ " |Asian/Asian British Indian | |
Other type of benefit / exempton | ] | Asian / Asian British Pakistani |
- please give full details "Asian / Asian British Bangladeshi | |

Other Asian Bac—kgro_und

EVIDENCE PROVIDED T T e

YES No N _I_ - J_ Black or Black British African | |

Type of Certificate / Card _'___ - Pther Black ?E:Egrgun_q U |
Name On Certificate / Card R Chinese | 2
Certificate / Card Number Any ny Other Ethnic Group

HC3 Certificate amount to Pay is

£ Patient Declined

NHS CHARGES AND PAYMENTS

If you pay NHS charges, you will pay one of the Government flixed charges. (Posters displayed in waiting areas, on clipboard
and available from reception).

Please be notified that the NHS carries out routine checks on all dental treatment claims, including claims where evidence of
entitlement is shown to the dental practice, if you are found to have wrongly claimed for free or reduced dental costs, the NHS
will take further action and you will have to pay a penalty charge of £100 and pay back ANY costs of the dental treatment you
have received. Please DO NOT MAKE ANY FALSE ALLEGATIONS - Chopra & Associates accepts NO LIABILITY FOR
FALSE INFORMATION SUPPLIED TO US.

PLEASE TURN OVER AND COMPLETE THE OTHER SIDE OF THIS FORM I




MEDICAL HISTORY

Question 'NO| YES - Please give details

! |Do you smoke? (f yes how many per day) I .

3 |Dgygy drink? (if yes how many units per week) - _} 1
3 | Are you attending Jrecenﬁg'%at_meﬁ from a doctor, hospﬂs? 1 + D |

|
| clinic or 5pet:tahs.t’? l
|

| |
| 5 LArP you allergicto any medicines, foods or materials? | —1 e _- i -~
6

Have you had rheumahc fever or chorea (St V!tas Dance)?

|
|
|
|
|3
\
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|
|
|
|
|
%5
|
\
B
|
|
|
|
.
|
\
|
|
|
|
'\
|
|

8 TEver been told you have a hcart murmur or hearl problem angina, |
| high/low blood pressure or heart attack?

|
9 |Ev0r had your_bloai rausgd_b_ythe blood transfusmn serwce'? __ T 1 1

|
10 Have you ever had a joint replacerns-nt‘? B __ r__i___ __,_,_ ,_,_ _,____ ,_ -
Do ) you take or have you taken steroids in trE 1&&1 tﬁo yeari - —l— o _]_ __________ -
E Have you been hospitalised? If yes what forand when. | | B S —
LT e——— 1_#__ e |

17 Do you h.'we d|aboles or does any member of your farmly'?

I

i
16 Do you have f’ummg auacks qaddmess blackouis!epulepsy? ] |

1

|

20 | Are there any aspects concerning your health that you think the dentist
| should know aboul?

|

i S T e 5N
|
|

21 |Are you receiving lrealmenl from any olher denhl reialed company’?
22 Alc you pregnant?
23 |Are you a mother of a child under 1 ycars s of of age?

24 | Have you received a Patient Information Leaflet? | |

COMPLIANCE WITH OUR POLICIES

Upon completing and signing this form, you are confirming that you have viewed or have been given a Practice Informatizn
Leaflet (PIL) and that you are agreeing to comply with our Practice Policies, as set out in this leaflet. Failure to comply wil
result in you nol being seen and/or treated at any of our practices.

FORM COMPLETED BY (please circle and sign) SELF / PARENT / GUARDIAN (if under 16)

O TV ot i S o B S 3 S B A s A BElE cwimammpammmmssmmsgtasn

Please note that if any of your details change please inform the surgery at your earliest convenience. |

THIS SECTION IS FOR COMPLETION BY DENTAL STAFF ONLY |
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