ACQUAINTANCE FORM

Dr / Mr / Ms / Mrs / Mdm / Miss / Master

Family Name: Given Name:
Date of Birth: NRIC/FIN/Passport:
Gender: Male / Female Nationality: Occupation:
Mobile: Home: Office:
Email: Referred by:
Address:

Postal Code:

Language Spoken: English / Chinese / Malay / Other:

MEDICAL HISTORY

Have you been hospitalized before? If yes, please state when, why and which hospital. Yes / No
Are you ALLERGIC to any medications? If yes, what are you allergic to? Yes / No
Are you taking any medications? If yes, please specify. Yes / No
Are you taking any BLOOD THINNERS? If yes please specify. Yes / No
Have you been told you need to take ANTIBIOTICS BEFORE any Dental Treatment? Yes / No

PLEASE CIRCLE IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING CONDITIONS:

Asthma Diabetes Thyroid Disease Hepatitis A/ B/ C COVID 19

Heart Murmur Heart Problems  Mitral Valve Prolapse Pacemaker Rheumatic Fever
Prolonged Bleeding Herpes High Blood Pressure High Cholesterol Epilepsy

Kidney Trouble Liver Disease Gastric Problem Jaundice HIV / AIDS

Do you have any disease, condition or problem not listed above?

Do you smoke? Yes / No If yes, how much?

Female: Are you pregnante Yes / No If yes, when are you due?

| declare that the above information is frue and correct to the best of my knowledge. Should there be any changes to my
medical condition or medication, | will inform the dental clinic at the earliest opportunity.

Signature of Patient / Parent / Legal Guardian Date

8A MARINA BOULEVARD #B2-21 MARINA BAY LINK MALL, SINGAPORE 018984



