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m e di c a l  h eal t h  hi s t o r y
So  we  can  ensure  we  a re  look ing  a f te r  your  needs ,  p lease  rev iew and  complete  the  fo llowing  quest ionnaire :

In  accordance  wi th  the  P ri vacy  Act  your  detail s  w ill  be  handled  wi th  utmost  conf ident iali t y  and  will  not  pass  
beyond  this  p rac t i ce  wi thout  your  wri t ten  consent .

( MR / MRS / MI SS / MS / D R )  

SUR N A ME :  

F IRS T  N A ME :                                            DAT E  O F  BIR T H :  :     /     /

R ECOMMENDED  BY :  

A D D R ESS :                                                                 

                                               P / COD E :  

P R I VAT E  PH ONE :

M O BILE :                                    BUSINESS  PH ONE :  

EM A IL :

O CCUPAT I ON :  

PERS ON  R ES P ONSIBLE  F O R  F EES  ( IF  N OT  SEL F ) :  

A D D R ESS :  

P UR P OSE  O F  V I S I T :  

DEN TA L  INSUR A N CE  COMPA N Y :  

I S  A N OT HER  MEMBER  O F  YOUR  FA MILY  A  PAT IEN T  AT  OUR  O F F I CE

Ha v e  y o u  h a d  a n y  o f  t h e  f o ll o w ing ?

A r e  y o u  c u r r e n t l y  t a k ing  a n y  d r u g s  o r  m e di c in e s ?

I f  s o  p l e a s e  l i s t :  

A n y  H e a r t  P r o bl e m s

Bl o o d  P r e s s u r e

A r t i f i c ia l  J o in t s

R h e u m a t i c  F e v e r

Ci r c ula t o r y  P r o bl e m s

R a dia t i o n  Tr e a t m e n t

E x c e s s i v e  B l e e ding

E x c e s s i v e  B r ui s ing

Ul c e r s  ( s t o m a c h )

Sinu s  Tr o ubl e

A r t i f i c ia l  H e a r t  Va l v e s

A ll e r g i e s  t o  A n a e s t h e t i c s

A ll e r g i e s  t o  P e ni c ill in

A ll e r g i e s  t o  M e di c a t i o n s

A ll e r g i e s  t o  L a t e x

A n a e mia  o r  o t h e r  B l o o d  Di s o r d e r s

Dia b e t e s

A s t h m a

H e p a t i t i s    A      B      C      D      E

Ep il e p s y

L i v e r  o r  K id n e y  P r o bl e m s

Tu m o u r  Hi s t o r y

Ye s     N o Ye s     N o

Ye s     N o

Ye s     N o
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Have  you  had  any  o f  the  fo llowing?

Does  your  jaw “cli ck”  o r  hur t?

Do you  feel  you  g rind  your  teeth?

Have  you  ever  had  or thodont i c  t reatment?  

Do  you  wear  a  dental  night  guard?

Have  you  ever  had  periodontal  (gum)  t reatment?

Have  you  ever  had  your  bi te  adjus ted?

Do you  bi te  your  lips  o r  cheeks  o f ten?

Do you  smoke?

Do you  think  you  have  occasional  bad  breath?

Do your  gums  ever  bleed  when  you  clean  your  teeth?

Do you  experience  sensi t i v i t y  w i th  hot/co ld?

Do your  teeth  ever  hur t  when  you  bi te  hard?  

Does  f loss  ever  tear  between your  teeth?

Does  food  get  jammed between  your  teeth?

Is  there  any thing  el se  you  would  like  us  to  know?

The  name of  your  physi cian

Address           Postcode

Phone  Number  

Are  you  pregnant?          Due  Date :  

How long  since  your  las t  dental  appointment? :

How of ten  do  you  have  dental  examinat ions? :

Prev ious  dental  x - rays  were  taken :         Less  than  1  year    Longer  than  1  year  

CONSEN T  F O R  T R E AT MEN T
1 .  I  hereby  authori se  the  dent i s t  o r  designated  s ta f f  to  take  x - rays ,  s tudy  models ,  photographs ,  and  other  diagnost i c  aids  
deemed appropria te  by  the  dent i s t  to  make  a  thorough  diagnosis .
2 .  Upon such  diagnosis ,  I  authori se  the  dent i s t  to  per form all  recommended  t reatment  mutuall y  agreed  upon by  me and  to  
employ  such  assi s tance  as  required  to  p rov ide  p roper  ca re .
3 .  I  ag ree  to  the  use  o f  anaesthet i cs ,  sedat i ves  and  other  medicat ion  as  necessar y .  I  full y  unders tand that  using
anaesthet i c  agents  embodies  ce r tain  ri sks .  I  unders tand  I  can  ask  fo r  a  complete  reci tal  o f  any  possible  compli cat ions .
4 .  I  ag ree  to  be  responsible  fo r  payment  o f  all  se rv i ces  rendered  on  my  behal f  and  on  behal f  o f  my  dependents .
I  unders tand  that  payment  i s  due  a t  the  t ime  of  se rv i ce  unless  other  a r rangements  have  been  made .

CANCELL ATION POLICY
Appointments  made  at  our  p rac t i ce  a re  reserved  exclusively  fo r  you  and  a re  considered  conf irmed at  the  t ime  of  book ing .  
We s t ri ve  to  p rov ide  cour tesy  reminder  call s  o r  messages  as  a  se rv i ce  to  our  pat ients ,  however  in  the  event  that  you  do  
not  receive  a  call  o r  message  your  appointment  remains  valid  and  conf irmed .  A  fee  will  app ly  fo r  failed  a t tendances  o r  
cancella t ions  o f  less  than  24  hours  not i ce .   

Pat ient ’ s  Full Name:          Date :

Ye s     N o
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