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Surrey Community Dental Service – Child Medical History Form
	Please List any Medication your child is currently taking. This includes over the counter and herbal/homeopathic (if you require more space, please use a separate sheet) 

	
	

	
	

	
	

	
	


	Is the patient detailed above known to Social Care (Children’s Services?)
	Please circle Yes or No
	Yes
	No

	
	Details:




	Medical Questions
	Yes/No 
	Details

	Approximate weight?
	
	Stones/kg (delete as appropriate)

	Does your child take any recreational drugs?   If yes, please detail
	
	

	Does your child have any allergies? If yes, please detail
	
	

	Is your child pregnant?
	
	

	Does your child have heart problems? e.g. atrial fibrillation, angina or heart attack, pacemaker, previous heart surgery, infective endocarditis.   If yes, please detail
	
	

	Does your child suffer from blood pressure problems?
	
	

	Does your child have any bleeding problems e.g. after dental extractions?
	
	

	Does your child have asthma or any respiratory problems?   If so, when was your last severe asthma attack?
	
	

	Has your child ever suffered from any neurological conditions? e.g. epilepsy, stroke, multiple sclerosis, Parkinson’s disease.
	
	

	Does your child suffer from Diabetes?  If yes, please circle either Type 1 or Type 2
	
	

	Does your child have any liver problems? e.g. cirrhosis, jaundice, hepatitis.   If yes, please detail
	
	

	Does your child have kidney problems? e.g. renal failure or on dialysis.   If yes, please detail;
	
	

	Does your child have arthritis?
	
	

	Does your child have any stomach or bowel problems?   If yes, please detail
	
	

	Do you have any infectious diseases?  e.g. HIV, hepatitis, TB, MRSA .   If yes, please detail
	
	

	Does your child have any developmental problems? e.g. learning disability, cerebral palsy, Down’s syndrome, autism, ADHD.   If yes, please detail
	
	

	Does your child suffer from:       Dementia                  
	
	

	                                                       Depression
	
	

	                                                       Anxiety
	
	

	Has your child had Cancer or any other serious illness not mentioned above?  If yes, please detail
	
	

	Has your child had:        Radiotherapy                 
	
	

	                                         Chemotherapy                 
	
	

	Has your child previously had a general anaesthetic or any surgery?  If yes, please detail
	
	

	Has your child ever had any problems with general or local anaesthetic?   If yes, please detail
	
	

	Does your child smoke, chew tobacco or vape?   If yes, please detail amount per day
	
	

	Does your child drink alcohol on a regular basis?   If yes, please detail number of units per week
	
	

	Is there any other information that you feel may help us including any conditions not detailed above?
	
	


Date:

Signature:

Relationship to patient:

School Address /Contact Number:





Names of individuals with legal parental responsibility for the child:











GP Name and Address:   

















GP Contact Number: 








GP Details (If different to above):  














 


 





Name (he/she/they): 





DOB: 





NHS Number: 





Address:   








Contact Number: 





Mobile Number: 





Email Address: 





Do you give consent for SMS reminders and/or leaving answer phone messages on these number? Yes/No 
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