	Evolution Dental Implant Centre



	 5 Paramount Business Park

 Wilson Road

 Huyton, L36 6AW.

 Phone: 0151 449 3544

 Fax: 0151 480 4409


CONFIDENTIAL PATIENT QUESTIONNAIRE

This provides the dentist with important information required for your Dental treatment and Oral Health Care.  

Please complete this form in full.

PART 1: PERSONAL DETAILS

 Dr / Mr / Mrs / Miss / Ms      Your Name________________________________________ 

       (Circle as appropriate)

Date Of Birth  (DD/MM/YY):
______/______/______


Home Address:
_____________________________


_____________________________


_____________________________


_____________________________

Postcode
_____________________________

Home Phone
__________________________________________

Alternate Phone
__________________________________________

Work Phone
__________________________________________

please provide if have one 

Email address 
__________________________________________   

Occupation
__________________________________________

Details of person to contact in an emergency:  

Name: 
__________________________________________


Phone Number: 
__________________________________________

Relationship:
__________________________________________

PART 2: MEDICAL HISTORY

Doctors Name:    __________________________________________

Phone Number:
__________________________________________

1.   Are you under the care of your Doctor at the present time?



Yes / No

If Yes, Please provide full details; If No, Continue to question 2

2.   Have you been a patient in hospital during the past two years?


             Yes / No

If Yes, Please provide full details; If No, Continue to question 3

_____________________________________________________________________________

3.   Have you ever had any of the following?  If so, please tick as appropriate.

	
	Diabetes
	
	Bronchitis or Chest Problems

	
	Osteoporosis
	
	Epilepsy

	
	Thyroid Trouble
	
	Anaemia

	
	Cancer
	
	Kidney Trouble

	
	Heart Trouble
	
	Gastric Problems

	
	High Blood Pressure
	
	Cold Sores

	
	Asthma
	
	Depressive Illness

	
	Arthritis
	
	Drug Dependence

	
	Hepatitis - Specify type A, B, C
	
	


4.   Are you taking any medicine tablets, capsules or drugs at the moment?
Yes / No

 If Yes, Please provide full details; If No, Continue to question 5

_____________________________________________________________________________

5.   Have you experienced any allergies or unusual effects from any tablets,drugs,injections or anaesthetic?  For Example Penicillin/Codeine?
                           


Yes / No                                                                                    

If Yes, Please provide full details; If No, Continue to question 6

_____________________________________________________________________________


.   

6.   Have you had any prosthetic surgery? (Heart Valve or Hip Replacement etc)

Yes / No 

If Yes, Please provide full details; If No, Continue to question 7. 

_____________________________________________________________________________

Question 7, For Female Patients Only; Male Patients Continue to question 8.

7.   Are you pregnant?  








Yes / No

 If Yes, how many months:  
_______________ months

 If No Continue to question 8.


All Patients fill in below

8. Do you smoke?






                         
Yes / No

If YES how many per day: 
_______________per day

9.   Do you drink? 

                                                                                                                   
                      Yes / No 

If YES how many units per week?   _______________ units per week 

*1 unit is 10ml of pure alcohol. Such as 1 Small glass of wine, ½ pint of beer or 25ml measure of spirit = 1 unit.

10.   Do you suffer from excessive bleeding or bruising from cuts or scratches? And have you had excessive bleeding after you have had a tooth extracted?                           
                         Yes / No

If Yes, Please provide full details; If No, Continue to question 11. 

_____________________________________________________________________________

11.   Do you become anxious or uncomfortable when you are having dental treatment?
Yes / No

If Yes, Please provide full details.

_____________________________________________________________________________


PART 3: DENTAL HISTORY

1.  Name of Last Dentist:  
_____________________________

     Address of Dentist

_____________________________ (If Known):






_____________________________






_____________________________

2.   Date of last dental visit:
_____________________________


 Details of treatment done: _____________________________
(If Any)

If Yes, Please provide full details; If No, Continue to question 3.

 ____________________________________________________________________________

3.   Do you have Dental pain or a Dental problem at present?



Yes / No

If Yes, Please provide full details.

End of questionnaire; PLEASE CHECK THROUGH CAREFULLY BEFORE SIGNING

Signature:
______________________________

Name (Print):
______________________________ Date: _____________________________

