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Element Dental Medical History

Please indicate if you are allergic to any of the following?
[sprn [JCodeine []Peniiln [ suftes [Jiatex [JLactose [Ihickel
Oter
Are you curently taking. or have ever taken, any of the following medications?

[ Asthma Inhaler [] Antiepilptics [ ] Antdepressants []Blood Pressure (] Blood Thinners [ Bisphosphonates
[ Chematherapy [Jinsuin [Jimmunosuppressants [ Steroids  []0ral Contraceptive  []Other

Please specify mediaction name. dose. and frequency where possible:

Notes
Notes

Do you require antibiotic cover? OYes ONe

Have you had a joint replacement?  []Yes [INo

Women: Are you pregnant? OYes OINo [ Possile:

Breastfeeding? OYes ONe

Do you have. or have you. any of the following?

Dental

[ Acd Refiux Infectious Disease [ Liver Disease.
[Bad Breath/Taste: [ Creutzfeldi-Jakob Disease [Josteoporosis:
[ Bleeding/Swollen/Sore Gums O Hepaiis ABC.D. [Parkinsonis.
[ Bisters/Uicers in Mouth OHv/AIDS [ Radiation to Head/Neck
] Broken toothfiling Dshingies: [ schizophrenia
[ Buming tongue Oinfiuenza OSnoring
Cloy mouth [ Tuberculosis [ Sleep apnea
[ Food collection betweentesth Heart Ostroke.

O] Grncing/clenching teeth (day/rigt) O angina Other

O toose teeth O el Firilation

O Crookedteeth [ Biood Pressure:

[ Discoloured teeth [ Congenital Heatt Disease

[ Sensiiviy to Hot/Cold [ Heart Attack.

[ Tooth pain when chewing O Heart Mumur

O daw painracture. [JHeart Surgery.

[]Orthodontc treatment [ Hear valve replacemert

[J0ral Cancer O infective endocardtis

Diet/Lifestyle. [ Rheumatic Heart Disease:

0] Drnk more than one glass alcohol per day [Pacemaker

[ smoking Ostert

[ Carbonated dinks Other

[ sugary foods [ Aroiety/PTSD.

Blood O Athits.

O Ansemia O Azheimer's

[ Biod cots. Casthma

OLeukemia O Anaphyiacs.

[ Low platelets: [ Autoimmune disease

Otymphoma [Cosiac

[Haemophela [ Depression

Chest [ Diabetes.

O Bronchitis CEpiepsy.

[OCystic Fibrosis [ Kidney Disease

[ Emphysema

O Preumonia
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