
Allergic reactions to medications

Allergic reactions in general

Hay fever

Anaphylactic reactions

Tuberculosis

Asthma

Regular coughing and phlegm build-up

Shortness of breath in slight exertion

Shortness of breath at night

Pains in the chest

Swelling of the feet

Heart arrhythmias

Unusual thumping or beating of your heart

Rheumatic fever

History of valve disease

Heart attack

High blood pressure

History of Ischemic Heart Disease 

Family history of Ischemic Heart Disease

Anaemia

Family history of anaemia

Bruise or bleed easily

Blood clots in legs

Blood clots in lungs

Kidney disease

Urinary tract infections

Stomach ulceration

Had an endoscope or colonoscopy

Hepatitis

Smoked cigarettes

How many alcohol serves do you have on 
average per week?  _______

Blackouts

Severe headaches

Recent unexplained weight loss

Diabetes assessment or suspected

Dental procedures

Mole or skin lesion excisions

yesyes no

Do you still smoke?Do you still smoke?

What year or how many years ago did you stop?          _______What year or how many years ago did you stop?          _______What year or how many years ago did you stop?          _______What year or how many years ago did you stop?          _______

How many do you still smoke? How many do you still smoke? 

Recent hospitalisation
Had an anesthetic 

Had any special problems with anesthetics
Family history of problems with anesthetics 

Had a blood transfusion  
Tested for AIDS  

Tested for Hepatitis B or C 
Were any of the above tests ever reported as 

positive?
Severe scalp infections

Skin disorders  
Eye diseases such as glaucoma 

Slow healing rate
Wear dentures 

Nervous breakdown 
Do you assess your general health as good?
Would you like further assessment before the 

procedure? 
Take any of the following
Insulin
Diabetic tablets  
Steroid medications, legal or illegal
Anticoagulants (blood thinners) 
Heart medications  
Aspirin regularly  
Blood pressure medication
Antidepressants  
Regular sleeping tablets 
Medication for anxiety or nerves
Epilepsy medications  
Medication for stomach ulcer 

Medication for reflux 
Respiratory puffers or sprays 

Headache medications more than 
weekly 
Relaxant medications more than 
weekly  
Do you take any other medication? 

Exact name 
Dose

Do you have any specific medical 
concerns? 

______________________    
Signature 

_______________________        _______________________        ___________
Name Date

We need to have an accurate assessment of your health to improve the safety of the procedure. Disclosing a condition will 
not necessarily preclude you from having the procedure, BUT, failing to disclose a condition may endanger your health from 
the procedure, or lessen the outcome of the procedure. So please tick either “NO” or “YES” for each of the listed conditions 

that you may have EVER had:

Medical Clearance Form



Recent hospitalisation
Had an anesthetic 

Had any special problems with anesthetics
Family history of problems with anesthetics 

Had a blood transfusion  
Tested for AIDS  

Tested for Hepatitis B or C 
Were any of the above tests ever reported as 

positive?
Severe scalp infections

Skin disorders  
Eye diseases such as glaucoma 

Slow healing rate
Wear dentures 

Nervous breakdown 
Do you assess your general health as good?
Would you like further assessment before the 

procedure? 
Take any of the following
Insulin
Diabetic tablets  
Steroid medications, legal or illegal
Anticoagulants (blood thinners) 
Heart medications  
Aspirin regularly  
Blood pressure medication
Antidepressants  
Regular sleeping tablets 
Medication for anxiety or nerves
Epilepsy medications  
Medication for stomach ulcer 

Medication for reflux 
Respiratory puffers or sprays 

Headache medications more than 
weekly 
Relaxant medications more than 
weekly  
Do you take any other medication? 

Exact name 
Dose

Do you have any specific medical 
concerns? 

______________________    
Signature 

_______________________        _______________________        ___________
Name Date


