Welcome to Ashby and Atkinson!

Confidential Medical History
Like all dentists we ask patients for information about their medical and dental health.

This helps us to treat you safely. We would be grateful if you could complete the following
guestionnaire that we can check with you and then upload it onto our computer system.

Then at future visits we can update any changes with you.

This information will be kept confidential by the people caring for you.

SURNAME

FIRST NAME(S)

TITLE

GENDER

DATE OF BIRTH

NEXT OF KIN

ADDRESS

POST CODE

TELEPHONE NUMBER

MOBILE NUMBER

WORK NUMBER

E-MAIL

OCCUPATION

DOCTORS NAME AND
ADDRESS

DOCTORS TELEPHONE
NUMBER




Are you currently

Yes

No

Please give details

Pregnant?

Receiving treatment from a
doctor/clinic/hospital?

Taking prescribed medicines, tablets,
creams, ointments, inhalers (including oral
contraceptives, HRT)?

Carrying a medical warning card?

Do you suffer from

Yes

No

Please give details

Allergies to medicines? (e.g. penicillin)

Allergies to substances? (e.g. Latex or food)

Hay fever/eczema?

Asthma/bronchitis/COPD or any other
chest condition?

Epilepsy, fainting attacks, blackouts?

Blood pressure, heart problems, angina or
stroke?

Diabetes? (or does anyone in your family?)

Arthritis?

Bleeding or bruising? (e.g. following
surgery or tooth extraction)

Any infectious disease? (e.g. HIV, hepatitis,
TB)




Did you as a child ever have Yes | No | Please give details
Rheumatic heart fever/Bacterial

endocarditis?

Any other serious illness?

Did you as a child or since have Yes | No | Please give details

Blood refused by the transfusion service?

A bad reaction to local or general
anaesthetic?

A joint replacement or other implant?

Heart surgery?

Brain Surgery?

Growth hormone treatment before the
mid-1980s?

A close relative (parent, sibling, child,
grandparent or grandchild) with Creutzfeldt
Jakob Disease (CJD)?




Alcohol

How many units of alcohol do you drink each week?

(a unit is half a pint of beer, a single measure of spirits or single glass of wine/
aperitif)

Smoking and tobacco Yes |No |[Inpast |Times
per day

Do you smoke any tobacco products?

Do you chew tobacco, pan, use gutkha or supari?

Please give any other details which your dentist might need to know about, such as self-
prescribed medicines (e.g. aspirin):




Dental Health/Smile Check

1. If you are experiencing problems with your teeth, gums, or mouth, please outline
what they are:

2. When did you last seek advice from a dentist?

3. What treatment was carried out?

4. How comfortable are you when attending the dentist? Perhaps you could rate below
how you feel using a cross.

Totally at ease Very nervous

5. If you have been anxious, what in particular concerned you the most?

6. Do you suffer from any of the following?

Sensitivity (hot or cold) Yes No
Broken teeth/fillings Yes No
Food getting stuck between your teeth Yes No
Bad breath Yes No

7. Do your gums bleed when you brush your teeth?

8. Are you satisfied with their appearance?



10.

11.

12.

13.

14.

15.

16.

17.

Are you self-conscious about your appearance when you smile?

Do you wish they were ‘whiter’?

Do you have any discoloured teeth?

Do you have any irregular shaped or positioned teeth which you dislike?

Do your front teeth have discoloured fillings?

Do you have back teeth where you wish the fillings were white instead of black?

If you could alter your smile, what would you most like to change?

What made you decide to choose our Practice?

If somebody recommended us to you, could you tell us their name so we could thank
them!

Thank you for taking the time to answer our questions.

Completed by (X cross): Self Parent Guardian

Signature: Date:



