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Dental Clinic





Private & confidential

1490-1492 London Road / London / SW16 4 BT







Our Ref.:........................
Registration Form /Complete in CAPITAL LETTERS please.

All details will be strictly confidential
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(Mr/ Mrs/ Miss/ Ms, ………..) Surname:  …………………………………… Forename:………………………………………………… Date of Birth:       /        /    
Address: ……………………………………………………………………………………… Postcode:……………………….. 
Telephone/Mobile:……………………………..

NHS Number: ……………………………………………

Email:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Do you work?        (  Yes
( No   If yes, Your occupation: …………………………. (optional)
I don’t have to pay NHS charges because:

(
I am aged under 18 Or 18 and in full time education at ………………………..........
(
I am pregnant and the baby is due on:        /         /
(
I had a baby in last 12 months on:              /
      /
(
HC2 / HC3 NHS charges Certification, no………………………………………..
(
A valid NHS tax credit, no:…………………………………………………….
(           Income-Related Employment & Support Allowance 

(
Income based Jobseeker’s Allowance, no:………………………………..
(
Income Support 

(
Pension Credit guarantee credit 
(
Universal Credit

(           Prisoner 

Name of the prison: ……………………………………………
Certain medical condition can affect dental treatment and vice versa.
Please complete this form by ticking the appropriate boxes and answering the questions. 
Do you have or have you ever suffered from:

                           






Yes      No

Rheumatic fever?






(
(
Any heart complaint, heart surgery or stroke?



(
(
Diabetes?







(
(
Epilepsy or fainting attacks?





(
(
Chronic bronchitis or asthma?





(
(
Hepatitis? 







(
(
Excessive bleeding?






(
(
High blood pressure






(
(
Psychiatric treatment?






(
(
Any other serious illness?





(
(
Do you carry a medical warning card?




(
(
Are you allergic to any medicine, tablets, substances or latex? 

(
(
……………………………………………………………………………………………………………………..
Are you at present taking any medicine or tablets?


(
( ………………………………………………………………………………………………………………………
Are you pregnant?






(
(
In the past 2 years have you undergone any operations?


(
(
Have you ever had joint replacement?




(
(
Please tick or tell the dentist if you are HIV positive


(
(
If you smoke, what is your average per week?


 
(
(
Do you regularly drink more than 14 units of alcohol per week?

(
(
Name and address of your doctor/GP: …………………………………….

Patient signature………………………………………….  
Date…………………
