The Paddington
Dental Surgery

Cosmetic and General Dentistry

The Paddington Dental Surgery team welcomes you to the practice.

In order to provide you with the very best care, we ask you to complete this questionnaire.

NI e Date of Birth ..o
ATAIESS i Postcode ...
Best contact numMber ..o EMail @dArESS ooiiiiiiii Occupation ..o,
Who can we thank for referring YOU 10 OUI GlINICT? ... e e
How would you like us to communicate with you? O Email O Phone call O Text
In case of an emergency, please contact:
NEME oo Relationship ... CONtACT NUMIDET .11
Name of PRYSICIAN . Most recent physical examination ...
PUNDOSE .ttt
What is your estimate of your general health? O Excellent 0 Good O Fair O Poor
Do you require prophylactic antibiotic cover ..................oo.. Yes / No / Unsure
Do you have or have you ever had: 22. stomach or duodenal UICEr ... ....ooiviviiiiiii Yes / No
1. hospitalisation for illNesS Or INJUNY ....oooiiiviii Yes / No 23. digestive disorders (i.e. celiac disease, gastric reflux) ................ Yes / No
2. an allergic reaction to 24, osteoporosis/osteopenia (i.e. taking bisphosphonates) ............. Yes / No
aspirin, ibuprofen, paracetamol, codeine ... ... Yes / No 25. arthritis Yes / No
PENICHIIN L Yes / No 26. autoimmune disease
ErYENIOMYCIN oo Yes / No (i.e. rheumatoid arthritis, lupus, scleroderma) ..............ccceoeivnin. Yes / No
[ACTOSE .0t YesS/NO 27, GIAUCOMA .ot Yes / No
[BTEX i Yes/No 28, head, neck or baCck iNjUrEs ......c.oooiviiviiii Yes / No
local @aNeSthEtiC ...iiviviiiiic Yes/No  29. epilepsy, CONVUISIONS (SBIZUMES) ....vvvvivvieeiiiiiieiiiiiiieeeieee Yes / No
FUOTIAE vt Yes/No  30. neurological disorders (ADD / ADHD, prion disease) ................ Yes / No
metals (nickel, gold, SIVEr) ..o Yes / No 31. viral infections and CoId SOrES .......cooiviiviiiiii Yes / No
32. any lumps or a swelling in the mouth ... ... Yes / No
3. heart problems, or cardiac stent within the last six months ....... Yes/No  33. hives, skinrash, hay fever ... Yes / No
4. history of infective endocarditis ... Yes/No  34. hepatitis (type )T TP PP P PP PP PP PTPPPP Yes / No
5. artificial heart valve, repaired heart defect ...............oocevinn, Yes/No 35, HIV/AIDS i Yes / No
6. pacemaker or implantable defibrilator ... Yes / No 36, radiation therapy .....vvvvvi Yes / No
7. orthopedic implant (joint replacement) ..o Yes / No 37, chemotherapy, iImmunosuppressive medication ....................... Yes / No
8. rheumatic or scarlet fever ............cccooviiii Yes / No 38. psychiatric treatment ... Yes / No
9. high or low blood pressure ...Yes/No  39. antidepressant medication ... Yes / No
10. a stroke (taking blood thinNers) ..o Yes/No 40, wear CONtACT IBNSES ....oivviviiiiiiiiiiee e Yes / No
11, anemia or other blood diSOrder ..o, Yes/No  Areyou:
12. prolonged bleeding due t0 a Slight CUt ..o Yes / No 41, presently being treated for any ilNESS ..., Yes / No
18, emphysema, shortness of breath, asthma ..................cooo. Yes / No 42. aware of a change in your health in the last 48 hours (i.e. fever, chills,
14, tuberculosis, measles, Chicken POX ..........ccccoeviiiii, Yes / No new cough, diarrnea) .........oocioiiii Yes / No
156, breathing or sleep problems (i.e. sleep apnea, snoring, sinus) .. Yes /N0 43, NEIVOUS / @NXIOUS .. .c.vviieiiiiiiiiiieeiiiaeiie s
16, KIANEY AISEASE ...viiiviviiiiiiee e Yes/No  44. often exhausted or fatigued
17, liver disease ... Yes/No 45, often unhappy or depressed
T8, JAUNAICE 1o Yes / No 468. experiencing frequent headaches ...........coovviiiii, Yes / No
19. thyroid, parathyroid disease, or calcium deficiency ................... Yes / No 47, a smoker, smoked previously or use smokeless tobacco ......... Yes / No
20. high cholesterol or taking statin drugs ...........coocveviiiiiiiiiiin, Yes/No  48. taking birth CONtrol PIIS ....eovoiviiiiii Yes / No
27, AIADEIES ©1viiiiiiiiiiiii Yes / No 49. currently pregnant or breastfeeding ............cccooviiiiiiii, Yes / No

Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your dental treatment.

(including Botox, Collagen Injections)




Previous AentiSt . oo How long had you been a patient? (months/years) ...........ccccoccveviiiiiinionn

Date of most recent dental exam ...........ccoccvviiiiiinnn. Date of MOSt reCent X-rays .........cccoivvveiiriiiiiieiiinens Date of most recent treatment .............cooceviininnn

Date of most recent clean .........cooooccciiiiii, Have you had your teeth cleaned by a hygienist or periodontiSt? ..o,

| routinely see my dentist every: O3mo. O4 mo. 06 mo. O 12mo. ONot routinely

How would you rate the condition of your teeth: O Excellent O Good O Fair O Poor

WHat IS YOUr IMMEAIAIE CONCEINT .. ittt e e oo 1oL e oo 1o e

Please answer yes or no to the following:

Personal History

1.

SISO

Are you fearful of dental treatment? How fearful, on scale of 1 (Ieast) to 10 (MOS) ...iiiiviiiiiiii Yes / No
Have you had an unfavourable Aental EXPEIIENCET ... .. i e e Yes / No
Have you ever had complications from past dental TrEaIMENTT? ... .ot Yes / No
Have you ever had trouble getting numb or had any reactions to 10Cal @NESINETICT .....iiviiiiiiii e Yes / No
Have you ever had braces, orthodontic treatment or your DIte adjUSTEA? ... Yes / No

Gum and bone

7.
8.
9.

10.

1.

12.
13.

Do your gums bleed or are they painful when Brushing OF IOSSING? ...vvii i Yes / No
Have you even been treated for gum disease or been told you have lost bone around your teETh7? ... Yes / No
Have you ever noticed an unpleasant taste or 0dor IN YOUr MOULNT ... Yes / No
Is there anyone with a history of periodontal diSEase IN YOUr fAMIIY? .... i Yes / No
Have you ever eXperieNCEA GUIM TECESSIONT ...\ttt e Lot Yes / No
Have you ever had any teeth become loose on their own (without an injury), or do you have difficulty eating an apple? ..., Yes / No
Have you ever experienced a burning or painful sensation in your mouth not related 10 your teeth? ... Yes / No

Tooth structure

14.
16.
16.

17.

18.
19.
20.

Have you had any cavities Within The DAST 3 YEAIST? ... i Yes / No
Do you feel or notice any holes (i.e. pitting, craters) on the biting surface of YOUr tEEtN7? .. ..o Yes / No
Are any teeth sensitive to hot, cold, biting, sweets, or do you avoid brushing any part of your MOUN? .........cooiiiiiiiiii Yes / No
Do you have grooves or notches on your teeth Near the QUM TINET ..o Yes / No
Have you ever broken teeth, chipped teeth, or had a cracked filiNG? ... ... i Yes / No
Do you frequently get 100d Caught DETWEEN GNY TEETNT .. ...iiii e Yes / No
Does the amount of saliva in your mouth seem too little or do you have difficulty swallowing any foOad? .........cooiiviiiiiiii Yes /No

Bite and jaw joint

21.
22.
23.
24.
26.
26.

2r.

28.
29.

Do you have problems with your jaw joint? (pain, sounds, limited opening, 10CKING, POPDING) ....vviiiiiiiiiii et Yes / No
Do you avoid or have difficulty chewing gum, carrots, nuts, bagels, baguettes, protein bars, or other hard, dry f00dS? .......c.ccoiiiiiiiiiii, Yes / No
Have your teeth changed in the last 5 years, become shorter, tINNEr OF WOIMT? ......iiii i Yes / No
Are your teeth becoming more crooked, Crowded OF OVETAPPEAT ... ..ot Yes / No
Are your teeth developing spaces or DECOMING MOME I00SET ... ...ttt Yes / No
Do you chew ice, bite your nails, use your teeth to hold objects, or have any other oral NADITST? ... ...cviiiiviii Yes / No
Do you clench your teeth during the day OF NIGNT? ... o e e Yes / No
Do you have any problems with sleep (e.g. restlessness), wake up with a headache or a tenderness of your teeth? .........coccvviiiiiiii, Yes / No
Do you wear or have you ever WOrn a DItE @RPIBNCE? .. ...t Yes / No

Smile characteristics

30.
31.
32.
38.

Have you felt uncomfortable or self conscious about the appearance Of YOUr TEETNT ... ..t Yes /No
Is there anything about the appearance of your teeth that you would ke t0 ChaNGE? .. ..iiiiiiii Yes /No
Have you ever whitened (DIEACNEA) YOUN TEEINT ... . i e e e Yes / No
Have you been disappointed with the appearance Of PrevioUS AENTAI WOTK? ... .ii i Yes / No

We are a non-account practice. We accept all major credit cards and debit cards. Payment is required at the completion of each visit.

As a courtesy, we will endeavour to contact you to confirm your appointment. If you have not heard from us, please contact the surgery as

unconfirmed appointments will be cancelled. If you are unable to keep your appointment, please notify us as soon as possible by telephone (not

by email or sms). Failure to attend your appointment, or cancellation with 48 hours, will incur a fee. Your dental treatment is an investment in

your health and wellbeing. Our goal is to provide you with optimal care, based upon your individual needs. Thank you for choosing our surgery.

PAUENT SIGNATIUNE « ettt ettt ettt ettt ettt ettt ettt e et e e e e e e e e e e e e s ea e ae e e e seaannaeeeeeannnnnees Date e

Parent / Guardian Name .....vevveiiii i SIGNALUE e e [ 1T



