Date: Name: RN:

Staff Initials:

Medical History Form And Informed Consent For Basic Treatments

Please fill in the medical history below:-

We need to know your current health condition, to provide suitable and safe dental care.
All the information provided is strictly confidential. If you have any problem, please ask
our receptionist for assistant.
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[1 No, my body and mind are healthy, | do not want to give any information regarding my
health, but I Insist the dentist to treat me. | agree that in the future, if | am not disclose my
Medical History voluntarily, (I shall omit this form partially or wholly), the dentist has no
obligation to ask again.
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1. Have you ever been hospitalized? [JYes [INo
If 'Yes' please give details
[ Sickness [] Operation:

[ Accident/Injury I Childbirth Other:

2. Do you have or ever had the following diseases or [IYes [INo
problems? If 'Yes' please specify: Yes No

[ Heart Live Kidney Lung

[1 Asthma [1 Blood ] G6PD [ Epilepsy or Fainting
[JJaundice [] Cancer/ Radiation/Chemotherapy

[1 Other please specify:

3. Do you have or ever had diabetes? [IYes [INo

Do you have or ever had high blood pressure? [IYes [INo

5. Do take medicines regularly (other than tonic)? [1Yes [INo
If yes, please specify the name of medicines or what are the

purposes:

6. Female:
6A  Are you pregnant or expecting a baby? Months [lYes [INo

Months Yes [INo
[IYes [INo

6B  Are you breastfeeding your baby ?

6C  Are you on the contraceptive pill?
NOTE: If you are likely to be pregnant on you next time to
this clinic, please let the dentist know immediately.

7. Do you have or ever had any infection disease? [lYes [INo
If 'Yes' please give details:
[J Hepatitis (1 AIDS/ HIV [] Tuberculosis (TB)

[1 SARS [ Others:

[IYes [INo
[IYes [INo

8. Do you (a) bruise easily or when you are cut?
(b) Bleeding excessively when you are cut?

9. Do you allergic to anything? If 'Yes' please specify: [IYes [INo
[ Medicine: [l Metal: [ Rubber

[J Food: [] Others :

10. | Do you have the following habit(s)? If 'Yes' please specify: [JYes [INo
[] Drinking Alcohol [ Smoking

[1 Pinang (Betel nut) chewing

11. | Have you encounter any complication or side effect at [lYes [INo
previous dental treatment?
[ Pain []Swelling [] Prolonged Bleeding [ Phobia/Afraid

[] Others:

1. | BESELER ? HFIEE5H:- 0R OXE
OfR9R: OFAR_ UESN=ZG
D= DEE
2. | LB TIINRE NEG? HEIESH - &/ 0OX
OIDAER ORFEER DR Ol DILi&R OG6PD
UEER R R
DfEfE/fTHET O HEGEE): _
3. | BREEHERK? UF X
4. | BESESMNE? B X
5 | BREAIACHRT M AI4EER)? 0F 0%
X BEEEHGATAL:
6. o 0/ X
6A  BEREBFLIEINE? A B X
6B BREENSEERNIZFBAPL? __ MAKX 0B X
6C IEREEVZRERRZH? 0B X
AR T—REUHAENRFEERTE -
7. | BREFEANEGIYE? EH/IEEH- UE 0%
UFF ¢ O Fi#dR (AIDS/HIV) (i f#(TB)
DR EMTRRFEEE(SARS) HE(GEEH
):
8. | &BB5E QB2 B X
(o) M A k0 ? & X
9. | AWML BUBRL? B R EE- A E
0Zg DR OB O8%_ LHE
10. .h\‘ﬁ“Fﬁuﬂ’ﬂ{muZﬁ? EHIESH:- & X
LPEE (RIR Rz A4
11. | UBHERTT F RS A T AHLE NE?E BIEEH:- | 08 X
LR LBk O ORUEE OHE
12. ﬁu%ﬁ%%ﬁi b LSy 2 R, TEEAIE - 0E X
EFEETE

12. | If you have any ailment which are not included above, [IYes [INo

please inform the dentist:

| further confirmed that | have been given the introduction of Public Announcement on
the notice board/wall regarding 1)Clinic Policy and House Rules 2)Data And Privacy
Protection Policy 3)Fee Schedule 4)Complaint Protocols and other Public Notice on the
notice board.

I notice that this is not a blanket consent, | shall verbally consent only for simple
procedures such as examination/treatment planning, cleaning, filling. For other
procedures eg. Wisdom Tooth Removal, Braces, Implant, Whitening, a separate consent
will be given.

I will report any changes in my health, including any medication taken within the last 14
days, infection diseases, illness, allergies and operation to the dentist whom | may consult
from.
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For persons under 18 years, parent/guardian will be responsible to report the child's
health. The signature

Of the parent/ guardian affixed here will be taken as consent for treatment.
Signature of

[ Self (X)
[] Father/Mother/Guardian
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