		
	NEW CROSS DENTAL PRACTICE                     49 Lewisham Way, London, SE14 6QD. Tel: 0208 692 3472



CONFIDENTIAL PATIENT QUESTIONNAIRE

This provides the dentist with important information required for your dental treatment and oral health care.  
	
	Name:   
	   
	        


		Surname				First Names			Dr / Mr / Mrs / Miss / Ms / Mx
Home Address:	 
			           Pt DoB      _________________
Postcode:             ___________   
Occupation:	___________________________________________________________
Email:	___________________________________________________________	
Details of person to contact in an emergency:  
Name: ________________________________________	Phone Number:  ________________________________
Medical Doctors Name/Address:  _________________________________    GP Phone Number ____________  _____________________________________________________________      NHS Number ________________

MEDICAL HISTORY (please turn over for additional writing space)
1.   Are you receiving any medical treatment at the present time?					Yes / No
	 Details: ___________________________________________________________________________
2.   Have you been a patient in hospital during the past two years?					Yes / No
	 Reason: ___________________________________________________________________________
3.   Have you taken any medicine tablets, capsules or drugs during the past two years?			Yes / No
 	 Details: ___________________________________________________________________________
4.   Have you experienced any allergies or unusual effects from any tablets,drugs,injections or anaesthetic?	Yes / No   
       Details: ___________________________________________________________________________	
5.   Have you ever had or currently suffer from any of the following?  If so, please tick as appropriate.
	
	Rheumatic Fever
	
	Epilepsy

	
	Heart Trouble
	
	Diabetes

	
	High Blood Pressure
	
	Kidney or Liver problems

	
	Asthma
	
	Gastric Problems

	
	Bronchitis or Chest Problems
	
	Arthritis 

	
	Hepatitis - Specify type A, B, C
	
	Cold Sores

	
	HIV positive
	
	Depressive Illness

	
	Anaemia
	
	Drug Dependence


6.   Have you had any prosthetic surgery? (eg Heart Valve or Hip Replacement)				 Yes / No
	 Details: ___________________________________________________________________________
7.   Women:  Are you pregnant?  If so, how many months:  _____________________			 Yes / No
8. 	Are you likely to have contracted any infectious diseases ? Such as HIV, Hepatitis A B C, Tuberculosis	 Yes / No
9.  	Please provide any other additional information  regarding your medical history ___________________________
	___________________________________________________________________________________________
10. Smoker 	Yes/No    If so, how many? And for how long? __________________________________________
11. Alcohol consumption (units/week) (half pint = 1 unit/ small glass wine = 1 unit) ___________________________

DENTAL HISTORY
1.   Name of Last Dentist:  ________________________________________________________________________
2.   Approximate date of last dental visit: ____________________________________________________
3.   Do you have Dental pain or a Dental problem at present?						Yes / No
	 Details:  __________________________________________________________________________
4.   Have you ever experienced excessive bleeding or bruising from dental treatment, cuts or scratches?	Yes / No
5.   Do you become anxious or uncomfortable when you are having dental treatment?			Yes / No
Referred By:
	
	Google search/website 
	
	Another patient/friend  (Name) _________________________

	
	Street Sign 
	
	Other (Please specify) ________________________________



Signed: Patient/Parent/Guardian  _____________________________________		Date:   _______________

PLEASE KEEP FORM TO GIVE TO YOUR DENTIST ONCE COMPLETED
