
 
 
 

New Patient Questionnaire                   Personal & Contact Details 
Please print and bring with you 

 
Name 
Address 
DoB 
 
Home Tel Number 
Mobile 
Email Address 
 
 
 
Do you have any specific dental/cosmetic concerns?                        Y                      N 
 
Are your teeth sensitive?                                                                    Y                      N 
 
Are you happy with your smile?                                                          Y                      N 
 
If not explain why? 
 
 
 
 
Do you think your teeth are unsightly, misshapen or crooked?            Y                    N 
 
Would you like to improve your smile?                                                  Y                   N 



 
Would you like your teeth to be whiter?                                                  Y                N 
 
Would you like to change your black or silver fillings to white fillings?     Y                N 
 
Are you concerned about old or stained fillings that show when you smile?   Y        N 
 
Do you have any gaps or missing teeth which you would like to be rid of?       Y       N 
 
Do your gums bleed when you brush or floss?                                                Y        N 
 
What type of dental care are you looking for        Emergency    Regular  Cosmetic 
 
 
Is there anything you are particularly concerned about, interested in or want to know 
more about? 
 
 
 
 
 
 
 
 

 

 
 
 
Signature                                                                                      Date 
 
 
 
 
Thank you for taking the time to complete this questionnaire. 

All information remains strictly confidential 
 
 
 


