
 

 

 

New Patient Form 

Mr/Mrs/Miss/Ms/Master 

First Name: ............................................................................... 

Surname: .................................................................................. 

Date of Birth: ........................................................................... 

Address: .................................................................................... 

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

NHS number (you can get this from GP).......................................................... 

We need this to send referrals to other clinics if we do not have the number it will delay getting treatment at other clinics  

Email: ........................................................................................ 

Home telephone: ...................................................................... 

Mobile: ...................................................................................... 

Work: ........................................................................................ 

Occupation: .............................................................................. 

When did you last visit a Dentist: ............................................. 

How did you hear about us: ..................................................... 

Is there anything you are concerned about: ........................... 


