
Full Name ........................................................................................................................................................................................

Address: ............................................................................................................................................................................................

..........................................................................................................................................................................................................

..........................................................................................................................................................................................................

Date of Birth ................................................................................

Occupation ..................................................................................

Telephone

Home: ......................................................................................

Work: ........................................................................................

Mobile: ......................................................................................

Email Address: ..............................................................................

Doctors Name and Address: ..........................................................................................................................................................

..........................................................................................................................................................................................................

..........................................................................................................................................................................................................

Confidential Medical
History Form

Principle: Mike Allen BDS (U.Birm)   Associate: Peter Reece BDS (WNSMD) MSc (U.Birm) Telephone 01283 845345
Barberry Court, Callister Way, Centrum 100, Burton upon Trent, Staffordshire DE14 2UE

Date of First Completion ................................................................................................................................................................

Patients Signature:............................................................................................................................................................................

Please complete both pages

At Mike Allen’s Dental Practice, we take great care with all the Personal Data we hold, to ensure that we comply with best professional 
practice and with the law. For a full copy of our Data Privacy Notice, please see our notices in the reception or ask the receptionist for a 
copy.

Please tick if you agree to Mike Allen’s Dental Practice contacting you electronically  



Confidential Medical
History Form

Principle: Mike Allen BDS (U.Birm)   Associate: Peter Reece BDS (WNSMD) MSc (U.Birm) Telephone 01283 845345
Barberry Court, Callister Way, Centrum 100, Burton upon Trent, Staffordshire DE14 2UE

Have you ever suffered from
any of the following:

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Yes / No
 / 

Date of amendments:
Patients Initials

/   /  /   /  /   /  /   /  /   /  /   /  /   /  /   /  /   /  

1) Heart problems, heart surgery
or rheumatic fever?

2) Chest problems or Asthma?

3) Any other Serious illness or
surgery?

4) Diabetes?
If yes, which type?

5) Epilepsy?

6) High Blood Pressure?

7) Are you allergic to anything?
If yes, what?

8) Do you smoke?
If yes, how many per day?

9) Do you get cold sores?

10) How much alcohol do you
drink per week (UNITS)

11) Are you taking any medicines?
please list below:

Additional Information
If you answered yes to questions 1 - 7, please give full details here


