Name_______________________

Date of Birth_______________


             Confidential Social History


Previous Dental Experience

                 Would you say you:

1.  Are a regular attender
2.  Attend only when in pain
Are you an anxious patient?  Yes        No
Have you previously had a bad experience at the dentist?    Yes          No

If so, please give details:  _______________________________________________________________

_________________________________________________________________________________
Do have any concerns about your oral health? If so what are they? ________________________

_________________________________________________________________________________

Dental

How often do you brush your teeth? (Please tick)  
Twice a day or more      Once a day       Other

What type of toothpaste do you use? (Please write clearly) ____________________
Amount of paste you use:   More than pea sized           Pea sized          Less than pea sized

Do you rinse with water after brushing?  Yes           No

Do you use mouthwash?(Please tick)   Yes          No
If so what type?____________________
Do you regularly use interdental cleaning aids? (For example floss, interdental brushes, wood sticks)    Yes        No

If yes, how often do you use them? _______________________   

Diet

Do you eat sweets/cakes/chocolate on a regular basis? (Please tick)   
Twice a day or more            Once a day          Once a week          On occasion          Never      
Do you drink fizzy drinks?    Yes          No
If yes, how often?   Several times a day        Once a day       Once a week       On occasion   

Do you have a bedtime drink with added sugar or that is fizzy?   Yes          No
If you are completing this on behalf of a child in your care please also fill out the children’s social history form below. 
Confidential Children’s Social History

What is your relationship to the patient? _____________________________

Is their brushing supervised by an adult?   Yes        No

Do they use children’s toothpaste?     Yes         No

Did they use a bottle after the age of 1?      Yes        No
What do they drink most of?  Milk or water            Juice          Fresh Juice 
   Other     
What do they snack on most often?   Fruit/vegetables/other       Crisps/Biscuits/Cakes 

Other  

ALL DETAILS WILL BE KEPT STRICTLY CONFIDENTIAL
