
 

 

 
 

 Confidential Medical and Dental History Form 
• To obtain the best and safest dental care, your dentist needs to know of any problems which may 

affect your treatment. Please note that all information on this medical/dental form will remain 

confidential. Here at Kinnegad Dental we take data protection very seriously our Privacy Policy is 
on display in Reception for patients to read. 

  

Title  First Name  Surname  

Address  

E-mail  

Occupation  Date of Birth                      /                  / 

Under 18: Yes No   If yes, Name &Tel Parent/ Guardian  

PPS No   Mobile No:   

Medical Card No  Expiry Date  

GP Name   GP Phone No  

Please answer YES / NO to the following questions.  

ARE YOU; 

1. Attending a doctor for any specific complaint? If yes, please detail  

2. Taking any medicines (tablets/creams/injections) eg Aspirin 
osteoporosis medication, anti-coagulants? If yes provide list.  

 

3. Taking or have taken steroids in the last two years?  

4. Allergic to any medicines, foods or materials? (i.e. Penicillin or Latex)  

5. Anxious about dental treatment?   

6. An expectant mother? If yes, how many months/weeks?  

HAVE YOU (as a child or adult); 

1. Had rheumatic fever?  

2. Had jaundice, liver, kidney disease, HIV, vCJD or hepatitis?  

3. Had sexually transmitted diseases (STDs)?  

4. Ever been told that you have a heart murmur or heart problem, 
angina, high or low blood pressure, heart attack? 

 

5. Do you have routine blood tests?  

6. Ever had your blood refused by the blood transfusion service?  

7. Had a bad reaction to general or local anaesthetic?  

8. Had a joint replacement?  

9. Been hospitalised? If ‘yes’, when and for what?  

DO YOU; 

1. Have arthritis Osteoporosis or joint condition ?  

2. Have a pacemaker or have had any form of heart surgery?  

3. Suffer from hay fever, eczema or any other allergy?  

4. Suffer from bronchitis, asthma or other chest condition?  

5. Have fainting attacks, giddiness, blackouts or epilepsy?  

6. Have diabetes, If yes what Type and since when ?  

7. Bruise easily or following a tooth extraction, surgery or injury have 
you or your family bled so as to cause you to be worried? 

 

8. Carry a warning card?  

9. Are there other aspects concerning your health that you think we 
should know about? 

 

10. Smoke? If so, how many daily?  Since when ?  

11. Drink Alcohol ? How much per week ? 

 



 
PAST DENTAL HISTORY 

When was your last dental check-up?   

When was your last dental cleaning?   

Are you unhappy with any dental treatment received in the past?  

Do you have any dental pain?  

Are your teeth sensitive to hot and cold?  

Do your gums bleed?  

Are any of your teeth loose?  

Do you get any problems with your jaw joint?  

If you have a denture, is it satisfactory?  

How many times do you brush your teeth every day?   

Do you floss? If yes, how often?  

 
REFERRAL INFORMATION- How did you hear about Kinnegad Dental? Please tick.  

Gildeas Pharmacy  The Clinic, Kinnegad  

Newspapers   Konnect Magazine  

Word of Mouth  Google Search / Internet   

Facebook  Other  

Friend / Patient: Please provide name so that we can thank them.  

 

Is there anything about the appearance of your teeth that you would like to change? 
 
 
 
 

 

AUTHORISED CONTACT DETAILS:___________________________________________________  
By entering a name/organisation above, you are consenting to us sharing your sensitive personal 
information with an authorised contact. You can withdraw this consent at any time by contacting 
us directly. 
 
 

CONSENT FOR SERVICES 
- I, the undersigned, consent to the performing of dental and oral surgery procedures agreed to be 

necessary or advisable, including the use of local anaesthetics as indicated and I will assume 
responsibility for the fees associated with those procedures. 

- I understand that the practice requires at least 24 hours’ notice if I need to cancel my schedule 
appointment and that a cancellation fee could be incurred if I fail to do so. 

- I am aware that payment is required on the day of treatment. 
- As a courtesy to our patients, we provide a preventative recall program whereby, if you have not 

attended the practice in 6 months, we will contact you to schedule a recall. What is your preferred 
method of contact for this? 

Email   Text   Phonecall 

 
Patient Signature:   ____________________________ Date: ______________ 
 
Parent/Guardian Signature:  ____________________________ Date: ______________ 
(Where required) 

 
We may wish to contact you to inform you of future special offers, please let us know if you 
consent to us contacting you about these: Yes, I consent          No, I do not consent 
 

All information supplied is strictly confidential. Your privacy is important to us so should you wish 

to see a copy of our Privacy Policy please let us know. 

 



 

 
 


