 Whole Tooth Dental Practice

Medical and Dental Questionnaire
Personal details
Mr/Mrs/Miss/Ms/other…………Surname…………………………………………Male/female
Forename……………………… other…………....................................D.O.B…………………
Address…………………………………………………………………………………………..
……………………………………..  ……………………………….... Post code………………
Tel Home……………………............................Email…………………………………………...

Tel Mobile……………………………………...Occupation……………………………………
Tel Work……………………………………….
Name and Address of Doctor………………………………………………………………

Where did you hear about our practice? ...............................................................................

Certain medical conditions can affect dental treatment and vice versa, please tick the appropriate boxes and give detail where possible. All details are strictly confidential.
	Have you now, or ever had:
	No
	Yes- please give details

	Any heart complaint/heart surgery/stroke?
	
	

	Diabetes?
	
	

	Epilepsy/fainting attacks?
	
	

	Chronic bronchitis/asthma?
	
	

	Hepatitis?
	
	

	Excessive bleeding?
	
	

	High blood pressure?
	
	

	HIV?
	
	

	Do you carry a warning card?
	
	

	Any other serious illness?
	
	

	Are you pregnant/ nursing mother?
	
	

	Bad reaction to general/local anaesthetic?
	
	

	Are you allergic to any medicine/foods/substance/latex?
	
	

	Any recent operations/medical treatments?
	
	

	Are you currently taking any medicines or tablets?
	
	

	Do you have Oesteoporosis? Are you taking any medication for it e.g. fosamax?
	
	

	Anything else your dentist should be aware of?
	
	

	Do you smoke? If so how many a day?
	
	


Smile assessment:
Do you have or suffer with any of the following? Please tick as appropriate.
Sensitivity……… Jaw ache………. Headaches……….. Bleeding gums…………..

Sleepiness during the day………… Breath odour……... discomfort on eating………..

Are you happy with your teeth? Is there anything that you would change about your smile, ie- colour of teeth, shape and size of teeth, colour of fillings, etc……………….

…………………………………………………………………………………………..

On a scale of 1-10 please indicate how you would rate your smile today by circling the appropriate value on the scale (1 = dissatisfaction 10= delight) 

1    2    3    4    5    6    7    8    9    10
Signature………………………………………………………….Date………………………….
