
Patient Details 
Please complete the following as fully as you can, prior to seeing the dentist 

Title  (Mr, Mrs, Miss, Ms, Dr, Prof)          Male     Female (please circle) 

 

Surname ......................................................................................... 

 

Forenames ......................................................................................... 

 

Known as ................................................  Date of Birth ----/----/----- 

 

Address     .......................................................................................... 

   ..........................................................................................  

   ................................................. Postcode....................... 

 

E-mail ……………………………………………………………………………………………. 

 

Telephone No’s: Mobile ......................................................... 

   Home   ......................................................... 

   Work   ......................................................... 

 

Please circle your preferred method of contact  Email   Mobile phone

        Home phone  Work phone 

If you have an answer machine service with your phone, are you happy for a message 

to be left which may contain details of any forthcoming appointments? 

        Yes  No (Please Circle) 

Occupation     ............................................... 

 

How did you hear about the practice? (please circle) 

 

Recommendation Seeing signs     Twitter       Website      Family        

Yell.com Through ‘The Dental Phobia Centre’ 

Other (Please State) ......................................................................... 

 

Acceptance of Treatment 

I understand that if I fail to attend the appointment or give less than 24hrs notice, I 

will be charged accordingly. 

I accept treatment on this basis 

  

Signed   ........................................................ 

    

date    ----/----/----- 


