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New patient Questionnaire








  Date…………………………….

Name………………..……………………………………………………………   Date of Birth……..……………

Preferred to be known as……………………………………………………………………………………………..

Address……………………………………………………………………………………………………………….

……....………………………………………………………………………………………………………………..

Occupation………………………………………..   Telephone number…………………………………………….

	Dentist use;                 MH checked?  ⁭

                             Follow up needed? ⁭ 


Email address…………………………………………………………………………………………………………

	Dental History:


· How often do you visit the dentist? (please tick)


Every 6 months ⁭
6 months to 2 years⁭
  over 2 years⁭     when in pain/problem ⁭




Date of last visit…………………………………………………………….

· How did you find out about us?..........................................................................................................................
· Why did you make this appointment?


…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………
	Barriers to treatment


· Are you nervous regarding dental treatment?                                                           Yes⁭

No⁭

· Obstacle to achieving excellent dental health:


I see no obstacles








Yes⁭

No⁭


Time away from work/other obligations





Yes⁭

No⁭


Fear of pain, surgery, injections, past experiences




Yes⁭

No⁭


Other (please state)


……………………………………………………………………………………………………………


……………………………………………………………………………………………………………

	Dentist use……………………………………………………………………………………………………………

………………………………………………………………………………………………………………………..………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………..




	Dental Health:


· How comfortable is your mouth?                                                                        
⁭


Please score out of 10  (0 = very painful  10 = very comfortable)

· How important is it that you keep your teeth?




⁭

Please score out of 10  (0 = not important  10 = very important)

· How do you score your dental health? 





⁭

Please score out of 10  (0 = very poor  10 = excellent)
· Are you aware of having any of the following?


Decay/broken teeth ⁭

gum problems⁭
   jaw, bite or chewing problems⁭


Cosmetic concerns⁭

Snoring ⁭   
   missing teeth

	Dentist use;

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………


	Dental Appearance:


· How important is the appearance of your smile? 




⁭

Please score out of 10  (0 = not important  10 = very important)
· How do you rate the appearance of your smile? 




⁭

Please score out of 10  (0 = very poor  10 = excellent)
	Dentist use,       Desired improvement Y ⁭  N ⁭       Patient expectations   ⁭unrealistic ⁭high ⁭average ⁭low

Colour…………………………………………………………………………………………………………

…………………………………………………………………………………………………………………

Size / Shape / Alignment………………………………………………………………………………………......................

…………………………………………………………………………………………………………………

Desired look (natural ↔ Hollywood, age appropriate)…………………………………………………………………………………………………………………………………………………………………………………………………………………………..

Additional   info…………………………………………………………………………………………………………………………………………………………………………………………………………………………………..





· Has / does your jaw ever make clicking or popping noises?



Yes⁭

No⁭

· Have you ever had a blow to the jaw or whiplash?



            Yes⁭

No⁭

· Do you have difficulty or pain when you open your mouth wide?


Yes⁭

No⁭

· Do you get frequent headaches or pain in the muscles in your head / jaw? 

Yes⁭

No⁭

· Do you have problems chewing gum or chewy foods?



Yes⁭

No⁭

· Have your teeth changed in the last 5 years?





Yes⁭

No⁭

· Does anything hurt when you bite your teeth together hard?



Yes⁭

No⁭

· Are you aware of clenching / grinding your teeth (day or night time)?

Yes⁭

No⁭

· Do you sleep restlessly (e.g. restless leg syndrome, sleep talking etc)?

Yes⁭

No⁭

	  Dentist use;

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………


· During your examination and subsequent treatment photographs of your teeth and smile may be taken.


Please indicate whether you consent to these photographs being used for education of patients and dentists 
to the work we provide.

	I consent to photographs of my;

Face      ⁭                    Neither   ⁭

Teeth     ⁭

being used for patient education e.g. website


	I consent to photographs of my;

Face      ⁭                    Neither   ⁭

Teeth     ⁭

being used for dental education (i.e. only to be viewed by other dental professionals)



	Signature……………………………………………………………Date…………………………….


Thank you for your time and co-operation.

Function:








