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Please complete this form providing as much detail as possible. If you are unsure about any of the quesﬂom
please contact a member of the dental team using the telephone number below.

A B e Call 02920 687624
for more information

Class Name/Number

Child's Full Name

Home Address Name of Child's Dentist
Postcode Address of Child's Dentist.
Daytime Tel.

Child's Date of Birth / J
Day/Month/Year

Does your child have any dllergies? Yes [:i No D

If yes what is he/she allergic to?,

Has your child ever been admitted to hospital overnight (i.e. to a bed in a ward) due {o:

Allergies? Yes D No I:I
Asthma? Yes D No D

Is your child cumently taking part in another clinical fial?  Yes I:] No [:I

If yes, please give details:
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