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GEBZE TECHNICAL UNIVERSITY DIRECTORATE OF HEALTH, CULTURE AND SPORTS
DENTAL PATIENT MEDICAL HISTORY AND CONSENT FORM
Patient’s Details
Name
:………………………………………….
Surname
:……………………………  TR Identification No:………………………………………..

Date of Birth
: ……………………………..

Work Phone: …………..…..…………………  Mobile:  …………….……………….

If you are an academic/administrative member of staff:

Employee ID: ……………
Department/Division: ………………………………….

If you are a relative of an academic/administrative member of staff:
Name of the academic/administrative personnel you are related and your degree of relationship: ……………………….
Employee ID of the academic/administrative personnel you are related: …………………………
Department/division of the academic/administrative personnel you are related: …………………………………..

If you are a student:

Student No:…………………………

Department and Grade:………………………….

1. Are you currently receiving any treatment? Are you using any medications? ……………………………………..
…………………………………………………………………………………………………...……….
2. Have you had any of the following diseases? Please select all that apply.
[image: image1.jpg]Cardiovascular diseases                                      Drug allergy
Diabetes
                                       
           Venereal disease
Blood pressure disorders                                    Hepatitis
Epilepsy                                                                  Asthma
Rheumatic fever                                                   Kidney/liver disorders
Articular rheumatism                                          Lung diseases
Goiter                                                                     AIDS

Blood diseases                                                     Hepatitis B-C
Other ………………………..

3. Have you received any radiotherapy for head and neck? ……………………………...………………….

4. Does bleeding last long after surgical operations or injuries? ………………………..…………
5. (for females) Please provide information related to your pregnancy, miscarriage, menstrual cycle and menopause history: ……………………………………………………
6. Do you have any other medical conditions apart from the ones you mentioned above? ……………………………………………….

- I hereby confirm the accuracy of the information I have provided here related to my general health condition.
- I/The patient’s guardian/The patient’s parent, the undersigned, have/has been informed by the dentist about the diagnosis, treatment plan and alternative treatments of the disease.  
- I have accepted to receive the treatments recommended to me. 
- I have been informed about the fact and I have understood and agreed that the treatment plan may change in case of suspicious treatments. 
- I have received the necessary responses to all my questions related to my/my child’s treatment. 
- I have read this document and I hereby confirm the accuracy of the information I have provided here. (Please write the sentence on the left in the blank area on the bottom-right corner of this page with your own handwriting.) 
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“I have created the appropriate treatment plan in line with the information provided by the patient. I have provided the patient with the necessary information about their disease and its treatment, informed them about the possible risks, and answered their questions.” 
Full Name:                                                                           Signature:

Form No: FR-0361  Date Released: 28 Nov 2017 Revision No: 0 Date Revised: -


