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Personal details (please print in BLOCK letters) 

Title:  DR/ MR/ MAST/ MRS/ MS/ MISS

Surname:
________________________________Given Name(s):_______________________________Preferred name_______________________
Date of Birth:__________________
Occupation:__________________________ Email address:_______________________________________
Address:________________________________________ Suburb:_________________________________________Post Code:________________
Postal address (if different from above):______________________________________________________________________________________
Phone number(s)
 Home:_________________________ Work:___________________________ Mobile:_________________________________
Private Health insurance   Y      N       Name of fund:______________________Card number:___________________________Patient Ref:_______
GP Name:__________________________Phone:_______________ Specialist(s) Name:_____________________________Phone:_____________
Emergency contact details:

Name:_________________________________
Phone number:___________________________
Relationship:___________________________
Previous dental history

     
Yes
         No




               
           Yes

No
	Significant dental treatment (crowns/ root canal treatment)
	
	
	Gums bleed after brushing
	
	

	Family history of gum disease
	
	
	Jaw problems
	
	

	Sensitive to hot/ cold
	
	
	Facial/ teeth injuries in the past
	
	


Medical history


    
Yes
         No




      
           Yes

No
	Heart problems/ heart murmur
	
	
	Stroke
	
	

	Tuberculosis
	
	
	Epilepsy
	
	

	Rheumatic fever
	
	
	Diabetes
	
	

	Lung problems
	
	
	Skin problems
	
	

	Asthma/ lung problems 
	
	
	Blood disease
	
	

	Smoker
	
	
	Liver problems
	
	

	Low blood pressure
	
	
	Hepatitis (A/B/C)
	
	

	High blood pressure
	
	
	HIV
	
	

	Bleeding disorders 
	
	
	Females, could you be pregnant?
	
	


Other medical problems (please list):_________________________________________________________________________________________
Allergies:________________________________________________________________________________________________________________
Current medications:_______________________________________________________________________________________________________
Signed:________________________________________________________ Date:_____________________________________________________

