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	Personal Information

	Surname (and Title)  
	
	Sex :  Male / Female

	
	
	Date of Birth

	Forename(s)
	
	    /    /

	

	Address :

	                                                                                                                Postcode 

	

	E-mail Address: 
	Tel (H) 


	Occupation:
	Tel (W)

	
	Tel (mob)

	How did you find out about us?


	

	When did you last visit a Dentist?   


Please answer the following medical questions. Certain medical conditions can affect your dental treatment and vice versa.

All details are strictly confidential.

	Are You:
	Yes
	No
	Details

	Attending or receiving treatment from a doctor, hospital or a specialist?
	
	
	

	Taking any medicines from your doctor? (tablets, creams, ointments, injections, other)
	
	
	

	Taking or have taken steroids in the last 2 years?
	
	
	

	Allergic to any medicines, foods or materials
	
	
	

	Have you:
	
	
	

	Had rheumatic fever or chorea (St Vitus Dance)?
	
	
	

	Had jaundice, liver, kidney disease or hepatitis?
	
	
	

	Ever been told you have a heart murmur or heart problem,angina, high blood pressure, heart attack?
	
	
	

	Had any blood tests, innoculations etc?
	
	
	

	Ever had your blood refused by the Blood Transfusion Service?
	
	
	

	Had a bad reaction to a general or local anaesthetic?
	
	
	

	Had a joint replacement?
	
	
	

	Been hospitalised? If YES what for and when?
	
	
	

	Do You:
	
	
	

	Have arthritis?
	
	
	

	Have a pacemaker, or have you had any form of heart surgery?
	
	
	

	Suffer from hay fever, eczema or any other allergy?
	
	
	

	Suffer from bronchitis, asthma or other chest condition?
	
	
	

	Have fainting attacks, giddiness, blackouts or epilepsy?
	
	
	

	Have diabetes or does anyone in your family?
	
	
	

	Bruise easily or following a tooth extraction, surgery or injury have you or your family bled so as to cause you to be worried?
	
	
	

	Carry a warning card?
	
	
	

	Ever get cold sores?
	
	
	

	Do you play any contact sports?
	
	
	


Female Questions:

Are you pregnant?   Yes / No
When is the baby due?   



Please inform your dentist if any of the following is true:

1. You have or are suffering from any form of Hepatitis.

2. You are HIV positive.

3. You are suffering from any other serious illnesses.

Other information:

Are there any other aspects concerning your health that you think the dentist should know about?  



























What is concerning you about your teeth/ mouth / oral hygiene at the moment?   





































Name and Address of your Doctor:

Completed by: Self / Parent / Guardian

Signature:   



   Date:  


 

Check up Appointment 2:

Are there any amendments to the questionnaire?   Yes / No

If yes please give further details   













































Signature:   



   Date:   




Check up Appointment 3:

Are there any amendments to the questionnaire?   Yes / No

If yes please give further details   













































Signature:   



   Date:   




Check up Appointment 4

Are there any amendments to the questionnaire?   Yes / No

If yes please give further details   













































Signature:   



   Date:   




Thank you

Please Note:

We need at least 48 hours notification if you cannot keep an appointment. Failure to do so will result in a fee charged at £15 per 15 minutes. This is to cover our expenses. 

Signature: 

 



          

 Date:   




 We would like to take this opportunity to thank you for joining A.R.K. Dental Practice. Your comments regarding the service we provide will be appreciated and if you have any concerns or problems, feel free to approach either Sophie or Scheila. We will do our best to be of help to you.

