   


    As a new parent to the practice, we would like you to take a few minutes to answer


       a few questions before we see your child.   Please circle the correct  answer.





1.Why are you bringing your child to the practice?………………………………...……….


    …………………………………………………………………………………..………..


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


  2.  Is this his/her first visit to any dentist?..........................................................…....yes / no


       If  “no”, when did he/she last attend?..........................……….........................


 


3. Has your child ever had a general anaesthetic(G.A.)?..………….……………….. yes / no


Were there any problems with the G.A.? ………………………………….….... yes / no


Has your  child ever had a G.A. for dental work?………………………….….... yes / no


  4.  Have you “prepared” your child for this visit?......................................................yes / no


      Are you or your child anxious?.............................................................................yes / no


        If  “yes”, please explain why. ………………………………………………………….


        ………………………………………………………………………………………….





  5.  How did you hear about our practice?   ……………………………………………..….





  6.  Are you aware that this practice has a preventative approach to oral care?...........yes / no


 


  7.  Do you brush your child’s teeth?..........................................................................yes / no


        If so, when?……………………………………………………………………………..





  8.  Do you floss for him/her?.....................................................................................yes / no





9.Does you child take a fluoride supplement?............................................................yes / no





       If “yes”, what and how often?  .........................................................................................


       If  “no”, has your child ever had a fluoride supplement?.......................................yes / no


       Do you think fluoride supplements are a good idea?.............................................yes / no





 10.  Does your child have fissure sealants?...………………………………….....……yes / no                      


        Do you know about this means of  prevention?....................................................yes / no





 11.  Does your child have a “sweet tooth”?................................................................yes / no





       When are they allowed to eat sweets?..............................................................................





        Are you aware of  “hidden sugars” in food?........................................................yes / no





What do you give your child to drink?…………………………………………………..


 


 13.  Does your child drink soft drinks, fruit juice, cordials or fizzy drinks...................yes / no





       How many a day and when ?............................................................................................





 14.  Does your child have a  night bottle?...................................................................yes / no





        If yes, what do you put in the bottle?………...................................................................





 15. School / Crèche currently attending  …………………………………………………......





 16.  Is there any aspect of your child’s dental health care that you would like us to particularly address?..................................................................................................................................





        …………………………………………………………………………………………….
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