Before we do a clinical examination, it is very important for us to understand how you perceive your dental health. This short self-
assessment enables us both to look at things from your perspective and helps determine how best to care for you.

6 months One year 2 Years Longer

Relaxed A little anxious Very nervous

My teeth are occasionally sensitive

My jaw and facial muscles sometimes ache

I like the shape and size of my teeth

I have frequent headaches

My gums bleed when | brush my teeth

I am happy with the colour of my fillings

I play a contact sport

I can smile confidently

My breath has a poor odour

I like the colour of my teeth

| can chew food easily and comfortably

I like the position of my teeth

On a scale of 1-10 (where 1 is dissatisfied and 10 is delighted) please indicate how you would rate your dental health by circling the
appropriate value on the scale.

1 2 3 4 5 6 7 8 9 10

On a scale of 1-10 (where 1 is dissatisfied and 10 is delighted) please indicate how you would rate the appearance of your teeth by
circling the appropriate value on the scale.

1 2 3 4 5 6 7 8 9 10
Adult braces Tooth whitening Anti-snoring devices
Dental implants Stain removal Facial aesthetics
Local in your area Family already a member here Referred by another dentist
Recommended by a friend Advert in magazine or newspaper For emergency treatment only
Internet Other, PIRase SPECITY ...t
Patient SigNatUrei... .. ssas Date:
Dentist Name: Date:

Dentist Signature:

First Floor Offices « 34 Sheaf Street * Daventry * Northamptonshire NN11 4AB
Tel: 01327 878758 » www.daventrydental.com



We ask you for information about your dental health so that we can discuss your particular needs and concerns, and Are you attending or receiving treatment from a doctor, hospital or clinic?............ooiiiis ves © No
help you to choose the best treatment plan where applicable.

‘ , . ‘ , . o [T V@S, PlEASE GIVE AELAIIS: ..o
We also need to know your medical history, in order to give us a greater understanding of what is happening inside
your mouth. [t also means that we know what medication to avoid and what advice to give you. Are you pregnant or trying t0 CONCEIVE? ... Yes O No
, . . . . ‘ . Please give your due date if apPHCADIE: ...
This form might look a little long, but we have designed it to be as easy to complete as possible - it should only take a
few minutes of your time. AT YOU @ NUISING MONEI? ......oooooooooo oo eeeee e esseee e esese e Yes O No
N E a1 @ e U] oY 110 A HN If'yes, please give your child's date O DITTNI vt
AGAMESS: e AT YOU IADETIC? Yes © No
................................................................................................................. POSTCOAR ..o Are you on a oW SOdIUM GIRE?. ... s Y65 ©NO
. Are you taking any MediCatioN? ... Yes © No
Date of DIrth: oo Telephone: ........................................................................................................... (tab|et5, medicines' ointments, inha|ers' patchesl etc_)
Il I VS, PIEASE ST ENEIMI o
SIBNATUIE. e DAt i
Allergies (e.g. to penicillin, latex, aspirin, chlorhexidine or certain foOds)? ... Yes © No
GP INBIMIE. e
RNEUMATIC FEVET OF CROMAT ... Yes © No
AGATESS: oo
Heart trouble of any kind (e.g. angina, heart murmurs, blood pressure problems, etC.)? ..., Yes © No
........................................................................................ TIEPNONE: ..
SETOKE? e Yes © No
EMErgenCY CONTACE NBIMIE: ..ot
Lung problems (e.g. asthma, BronChitis, ETC.)7 .. Yes © No
RelatioNSNIP: i TIEPNONE: . , , o
Any serious illness or operation iN the [aSt tNrEe YEarS? ... Yes © No
How long is it since your last dental examination? Six months One year Two years Longer A bad reaction to any Medicing OF ANAESINELIC? ..o Yes O No
Do you currently have any pain or CONCEIrNS? YES © NO O Any form of liver disease (e.g. jaundice, hepatitis) or kidney diSEaSe?.........c.couvriririinrierrenieseeneene Yes © No
What particularly triggers this? Epilepsy, fainting attacks, giddiness Or DIACKOUTS? ........ciiiiiiiiie s Yes © No
Do you smoke? Yes © No If yeS, NOW MANY PEI WEEK? ......ooevooeeeeeeeeeeeeeeeeeeeeeeee e Any infectious diseases (including HIV and Nepatitis)?..........ccciiiieececessseee s Yes © No
Do you drink? Yes © No If yes, NOW Many UNItS PEI WEEK? ...........ooo.oooooeeooeeeeoeeeeeeeeeeeeeeeeeeeeeeeeee e ANY STOMACH PIrOBDIEIMIS? .. Yes © No
Do you bruise easily or bleed excessively after a cut or t00th eXtraction?.........ccccoeviiririniiiieiieeee. Yes © No
Have you had any medical prostheses (e.g. hip replacement or heart valve)? ..., Yes © No
Have you ever had a diffiCUll @XIraClioN? ... Yes © No
Do you feel your child's teeth are diSCOIOUNEA? ..o Yes © No
i ' ?
Do you feel your child's teeth are CroOOKEA? .........co.coiiiiiiieiieie e Yes O No DO you take bisphoSphONALes (OSTEOPOTOSIS AMUES)?.v v vest No
Does your child SWallow their tOOTNPASIE?  ............vveeeeeerereeeeeeeeeeseeeccceceoooeeeeeeeee e Yes © No Do you take anti-coagulants (e.g. Warfarin/Clopidogrel)? ... Yes O No

Do you give your child fluoride drops or tabIBTS? ... Yes © No ANY Other MEAICAl PrODIEM? ... Yes O No



