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School Visit - Child/Under 18 - Confidential Medical History

Your dentist needs to know of any problems which may affect your treatment. Please answer the questions as accurately as possible. To be completed by Patient, Parent or Guardian.
	TITLE (Master/Miss/Mx):                                          

                
	FIRST NAME: 
	SURNAME:

	SEX: 


	DATE OF BIRTH:
	YEAR GROUP:

	ADDRESS & POST CODE:


	SCHOOL YOUR CHILD IS AT:

	Home Phone Number:                                 
                                              
	Mobile Number:      
	Email: 

	Do you wish for your child to be registered as a NHS patient with us: 




Doctors Information
Name of Doctors: 
Address: 
Telephone Number: 
	
	
	

	Are you?
	Please Tick
	Give details

	Receiving treatment from a doctor, hospital or clinic?
	
	

	Taking any medication? 

	
	Please put medication in this box:









	Allergic to any medicines? Including Chlorhexidine
	
	

	Have you had/being treated for?

	Hepatitis? Recent jaundice? 
	
	

	Infective Endocarditis, Heart Valve Replacement or Shunt/Conduit
	
	

	High Blood Pressure
	
	

	Heart complaint e.g. Angina, Stroke, Attack, murmur?
	
	

	Are you/have you been treated for Osteoporosis?
	
	

	Bleed excessively from cuts or if you have a tooth extracted?
	
	

	Bronchitis, Asthma, or any other chest condition?
	
	

	Diabetes?
	
	

	Suffer from Epilepsy, Fainting Attacks or Blackouts?
	
	

	Any other serious illness or operations?
	
	

	Frequent headaches and associated jaw pain?
	
	

	Is there any chance that you have become infected with HIV?
	
	

	Do you suffer from any of the following: ADHD/Autism/Special Needs, etc ( Please state them in the details box.
	
	

	Practice dental chairs have a weight limit, this is for the safety of our patients and our staff - Please tell us your weight in KG.
	
	Please put KG in weight in  this box:

	When was your last dental visit:


											                                                                
	Next of kin emergency contact

	TITLE:                                                                                                                                                                                              
	FIRST NAME:
	SURNAME:     

	RELATIONSHIP WITH NEXT OF KIN:   
	CONTACT NUMBER:       
	POSTCODE:

	ADDRESS:



	Please confirm how you would prefer for us, Beechcroft Dental Practice, to contact you. You can update your preferences at any time. If you would like to know more about our Data Protection Policy, please ask for a copy. 
Reminder phone calls:
· Mobile
· Landline
· Letter
· Email ____________________________________________________________
If signing on behalf of someone else, please state the full name and relationship to the patient.



Signature:

Date:       

Please be aware that if you Fail to Attend 3 appointments then you will be de-registered from the practice. Short notice cancellations will also be taken into account for 3 Appointments. If you fail to attend your first appointment at the practice as a new patient, then you will be de-registered.
We require at the least a 24 hour notice period for any appointment cancellations.     

Action Required: Updated GDPR Policy and Consent Form
Dear Patient, Parent, or Guardian,
We have recently updated our GDPR (General Data Protection Regulation) policy to ensure your data continues to be handled safely and in compliance with current regulations. As part of this update, we kindly ask all patients to complete a new consent form regarding the use and storage of personal information.
Please note that patients aged 16 and over are required to complete this form themselves. 
For each option, please indicate your preference by circling either the 'Opt In' or 'Opt Out'. 
I consent to… 

Receiving phone call/text message reminders for appointments that I have booked .              Opt in / Opt out

Beechcroft Dental Practice leaving voicemails on my chosen contact number(s)                     Opt in / Opt out
if I am unavailable to answer a phone call.

Receiving emails to my chosen email address regarding appointments, 
treatment, or fees. All emails will be clearly marked as “Beechcroft Dental                              Opt in / Opt out
Practice – Private & Confidential”.

Receiving letters by post regarding my care						 	   Opt in / Opt out

To my dentist, sharing relevant information with other healthcare providers
involved in my care. This may include forwarding my personal details, clinical         		   Opt in / Opt out
notes, and, when necessary, x-rays or photographs to the referred dental or 
medical practice.

Beechcroft dental practice discussing my appointments and care with the family 
members, friends or carers listed below. For identification purposes, please provide              Opt in / Opt out  
The designated person’s full name and dates of birth below: 

· Name of chosen person 1: …………………………………………	 Date of birth:..................................

· Name of chosen person 2 …………………………………………	 Date of birth:..................................


Please print the patient name: ……………………………………………………..        Date: ……………………… 


Please sign here: ……………………………………………………………..

Beechcroft Dental Practice
New Costessey,Norwich 
NR5 ORS 
Phone: 01603 747651
Email: Reception.beechcroftdental@outlook.com 
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