
Dental Care Centre 
60 Dover Street 

Canterbury Kent 

CT1 3HD 

01227-462521 

Please use black ink and write using block letters when filling in your details 

 

The diagram below is for surgery use only.  

 

 

 
 
Surname:………………………………………………….. 
 
 
Forename(s): …………………………………………….  
 
 
Date of Birth: …………………………………………….  
 
 
Occupation: ………………………………….…………. 
 
 
General Practitioner:.................................................... 
 
 
Email:............................................................................ 

 
 
Home Address:………….…………………………… 
  
    
  …………………………………………………………  
 
 
Postcode: ……….……Tel:……………...…….......…  
 
 
Tel (Mobile):.............................................................. 
 
 
Work Address:……………………………………..….. 
 
 
……………………………………………………….…..  
 
 
Postcode: …………… Tel: ……………………..……. 

 

How long since your last visit to the dentist:………………………………………………………………………….. 

How did you hear about us?  (Please tick or specify)  

Internet Search           Walked past          Yell.com         Recommendation          Yellow Pages     

Other:……………………………………………………………………..……………………………………………… 

 

  

 

……… 



Please complete your medical questionnaire as accurately as possible. For any questions you 

answer ‘YES’, please give further information in the Notes box below each section. 

Heart 

 Rheumatic Fever…………………...Y / N 

 High Blood Pressure………….……Y / N 

 Heart Surgery…………………....…Y / N 

 Pacemaker Fitted………….…….…Y / N 

 Heart Murmur……………..………..Y / N 

 Thrombosis………………..……..…Y / N 

 Angina…………………………….…Y / N 

 Other Heart Condition……….…….Y / N 

Notes: 
 

 
Chest 

 Bronchitis……………………….……Y / N 

 Emphysema………….........….….…Y / N 

 Pneumonia……………….…...….…Y / N 

 Chest Surgery……………...….……Y / N 

 Smoker (Indicate number/day)……Y / N 

 Cystic Fibrosis……………..….….…Y / N 

 Pleurisy……………………..….… …Y / N 

 Other Chest Condition……….…..…Y / N 

Notes: 
 
 
 

 

Blood  

 Excessive Bleeding……………..…Y / N 

 Hepatitis B………………………..…Y / N 

 H.I.V. ……………………….…….…Y / N 

 Anaemia…………………...…..……Y / N 

 Blood Test……………..……   ….…Y / N 

 Sickle Cell……………………..….…Y / N 

 Haemophilia…………………...……Y / N 

 Other Blood Condition………..……Y / N 
Notes: 

 

Other  

 Serious Childhood Illness……….…Y / N 

 Diabetes (indicate Type I or II)….…Y / N 

 Liver Disease………………......……Y / N 

 Kidney Disease…………..…….……Y / N 

 Epilepsy………………...………....…Y / N 

 Cancer…………………………......…Y / N 

 General  Anaesthetic Problems……Y / N 

 Hiatus Hernia………………...…........Y / N 

 Thyroid Disease……………..……….Y / N 

Notes: 
 
 

 
Allergies 

 Penicillin…………………..……...…Y / N 

 Hay fever………………….…..….…Y / N 

 Anti-Tetanus Serum………..………Y / N 

 Eczema……………………...………Y / N 

 Aspirin……………………………….Y / N 

 Asthmatic………………………...…Y / N 

 Other Allergy…………………..……Y / N 

 Latex Allergy………………….….…Y / N 

Notes: 
 
 
 

 

Warnings 

 Local Anaesthetic Problems………Y / N 

 Antibiotic Cover………………….…Y / N 

 Pregnant………………….….……...Y / N 

 Carry A Warning Card…………..…Y / N 

 Special Precautions…….….....……Y / N 

Notes: 

 

 

1) 
 

2) 
 

3) 
 

4) 

  

Please list all medication you are taking: 


