Confidential Medical History Questionnaire
Welcome to our practice. You will shortly be going through to see your dentist. Before you do, could you take a few moments to answer the questions on both
sides of this form it will help us to tailor our services to your requirements. All information will be kept strictly confidential by the people caring for you.

Personal Details

Title:

Mr

Mrs

Ms

Sex:

Other
D.O.B

Full Name

Home Tel.

M

Work Tel.

ll
Mobile Tel.

Occupation

Email Address

Address

Post Code

How would you prefer to receive correspondence from us? (Appointment Reminder)

Approx. date of last dental visit?

By

Phone

By

Email

By SMS

By Post

Details
Contact Tel.

Name and Address

- Do you Have or Have you Had any of the following?

Medical

Anaemia

Heart condition or heart attacldheart murmur/angina

Diabetes

Rheumatic fever or Chorea/St Vitus Dance
Liver or kidney problems including hepatitis/jaundice

Epilepsy
Cancer

High or low blood pressure

TB or chest problems including asthma/bronchitis

Brain Surgery

Fainting attacks/giddiness/blackouts

A joint replacement or other implant

Arthritis

Bad reaction to local or general anaesthetic

Women only:

Blood refused by the Blood Transfusion Service

Are you taking the contraceptive pill

Treatment that required you to stay in hospital

Are you pregnant

Please tick or tell your dentist if you are HIV positive
On average, how many units of alcohol do you
drink in a week?

Do you smoke? lf so, how many cigarettes do
you smoke on average in a week?

Are you allergic to any medicines, tablets,
substances or latex? lf so, which?
Please provide further details on any of the above medical problems and/or any medication you are currently taking:

How did you hear about us? (lf referred,

ln

passing

Advert

Web

state

Family/Friend

Referral

Other

Please provide further details

contirm I have read the practice "Data Protection Code of Practice - For Patients" which is displayed in the waiting room and available on oul website

[--l

t

I I

ll you would like the irractic€ to contact you with the latest news and offers. Please tick this box.

Please sign below to certify that you have read and understood the above information and that all of your answers are accurate and upto-date.
Any incorrect information can be dangerous to your health and you must inform us of any changes.

Patient/Parent/Guardian

Date

Thank you for choosing our practice for your dental care. We are proud to grow our practice through referrals
as a valued patient of our practice, please ensure you recommend us to your famil6 friegds and colleagues.

Your smile is as important as your clothes. lt is an integral part of your face.
It is your presentation to the world.
Its value cannot be priced, it is as valuable as you are.
Do you value yourself? Then you value your smile
Do you like your smile? ls there anything we can do to improve it?
Please complete this short questionnaire:

Yesf NoE

1.

Do you like the way your teeth look when you smile?
lf no, please explain why

2.

Do you think that your teeth are all in alignment?
lf no, please explain why

3.

Do you have gaps in your teeth that you are not happy with?
lf yes, please explain why

4.

Do you like the way your teeth are shaped?
lf no, please explain why

5.

Do you like the colour of your teeth?
lf no, please explain why

6.

Are you hrppy that your breath always smells fresh?
lf no, please explain why

7.

Are your teeth sensitive?

Yes

E

Sometimes

f

8.

Do your gums bleed when brushing?

Yes! NoE

Sometimes

I

9.

ls

there any old fillings or dental work that you don't like the look

lf yes, please explain why

10.

Yes! NoX
YesE NoE

Yes! NoE
Yesf NoE
Yes! NoE

of?

Yes

f

!

No

No

E

What wouf d you most like to change about your teeth?
Please explain

Did you know we also provide anti wrinkle treat,ments and dermalfillers?
Ask your dentist for more'details q

