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Appendix 5
Confidential Medical History Questionnaire
This information is vital for us to ensure that we can make your Conscious Sedation safe. Please read and answer every question truthfully and provide us with details where needed.
Your Details

Title / Surname / First Name

Date of Birth (DD/MM/YYYY)

Height / Weight / Occupation

Mobile or Landline Telephone

Email Address
Details of your GP or Consultant

Name and Address of your specialist or doctor

Email
Current Medication
Please provide a full list of all prescription and/or alternative medication (including herbal) that you are currently taking.




General
□  I am smoking ___ cigarettes per day
□  I stopped smoking ___ years ago
□  I consume about ___ units of alcohol per week
□  I am presently using recreational drugs
□  I easily get skin rashes
□  I’ve had a Sedation before
□  I’ve had General Anaesthetics
□  I’ve had a Spinal or Epidural Anaesthetic
Women
□  I am or could be pregnant
□  I am taking oral contraceptives
□  I am presently breast feeding
Allergies
□  Penicillin
□  Any other antibiotics
□  Aspirin
□  Painkillers
□  Elastoplast
□  Sedatives
□  Sleeping pills
□  Latex
□  Local Anaesthetics
□  Food Allergy

Anything else?
Medical Conditions
Have you or have you had any of the following conditions? Please provide details for all that apply.
	□  AIDS/HIV Positive
	□  Anaphylaxis

	□  Anaemia / Low Blood Count
	□  Angina

	□  Anxiety
	□  Arthritis

	□  Artificial Heart Valve
	□  Asthma

	□  Blood Disorders
	□  Breathing Problems

	□  Bruising Tendency
	□  Cerebral palsy

	□  Chest Pains
	□  Convulsions

	□  Depression
	□  Diabetes (Insulin dependent)

	□  Diabetes (Type II)
	□  Drug Addiction

	□  Emphysema / COPD
	□  Epilepsy or Seizures

	□  Excessive Bleeding
	□  Excessive Thirst

	□  Faints / Dizziness
	□  Frequent Cough

	□  Frequent Diarrhoea
	□  Frequent Headaches

	□  Glaucoma
	□  Gout

	□  Haemophilia
	□  Hay Fever

	□  Heart Attack
	□  Heart Failure

	□  Heart Murmur
	□  Heart Pacemaker

	□  Heavy Snoring
	□  Hepatitis B or C

	□  Hereditary Diseases
	□  High Blood Pressure

	□  High Cholesterol
	□  Indigestion

	□  Irregular Heartbeat
	□  Kidney Problems

	□  Learning Difficulties
	□  Leukemia

	□  Liver Disease
	□  Low Blood Pressure

	□  Low Blood Sugar
	□  Lung Disease

	□  Muscle Weakness
	□  Porphyria

	□  Psychiatric Care
	□  Recent Weight Loss

	□  Reflux
	□  Rheumatic Fever

	□  Sickle Cell Disorder
	□  Sleep Apnoea

	□  Steroid Medicine
	□  Stomach Ulcers

	□  Stroke
	□  Swelling of Limbs

	□  Thalassaemia
	□  Thyroid Disease

	□  Yellow Jaundice
	



Any other conditions not listed?
□  Please tick this box if there is anything you wish to discuss with your sedationist in confidence
Declaration
To the best of my knowledge, the questions on this form have been accurately answered. I understand that providing incorrect information can be dangerous to my (or the patient’s) health. It is my responsibility to inform the office of any changes in medical status.

Name of Patient or Guardian

Date (DD/MM/YYYY)

Signature of Patient or Guardian
SA Guidelines for Procedural Sedation and Analgesia 2026–2030    Page 
