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General health

Are you currently under medical care? Yes / No

Reason: ______________________________

Are you pregnant or breastfeeding? Yes / No / N.A.

Conditions (tick all that apply)

Diabetes Heart disease High blood pressure Asthma

Epilepsy Hepatitis HIV Bleeding disorder Other: __________

Medication & allergies

Current medication: ______________________________

Allergies (incl. anaesthetic, latex, penicillin): __________________

Declaration

I confirm the information above is accurate.

Signature: ______________________ Date: ____ / ____ / ______

Sample form — final version will be provided by the clinic.


