
ALL INFORMATION SUPPLIED IS FOR USE ONLY IN
REGARD TO DENTAL TREATMENT AND IS CONFIDENTIAL

SURNAME: Dr. Mr. Mrs. Miss. Ms. ..........................................................................................

CHRISTIAN NAMES ...............................................................................................................

DATE OF BIRTH .....................................................................................................................

HOME ADDRESS & POSTCODE ...........................................................................................

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

HOME PHONE .................................................     MOBILE ...................................................

EMAIL ADDRESS ....................................................................................................................

OCCUPATION .........................................................................................................................

BUSINESS ADDRESS ............................................................................................................

NAME OF FIRM OR COMPANY .............................................................................................

BUSINESS PHONE.................................................................................................................

WHERE DID YOU LEARN ABOUT THIS PRACTICE?

  Doctor	   Location 	   Family .......................................................

   Internet	   Yellow Pages	   Friend .......................................................

ARE YOU A MEMBER OF A HEALTH FUND FOR DENTAL?   YES   NO

NAME OF YOUR MEDICAL PRACTITIONER ........................................................................

History:	 Yes	 No
1. 	 Are you short of breath when lying down?	 	 

2. 	 Do you have any allergies? (eg Medicines/Food/Latex etc)	 	 
	 If so, please list: ................................................................................... 		

3.	 Have you been a patient in a hospital in the last 2 years? 	 	 
	 If so, what was it for? ...........................................................................	

4. 	 Have you consulted your doctor about any illness in the last 2 years? 	 	 
	 If so, what was it for? ...........................................................................	

5. 	 Have you ever had excessive bleeding requiring special treatment? 	 	 

6.	 Could you possibly be pregnant? 	 	 

7. 	 Could you be a potential Hepatitis/HIV Carrier?	 	 

8.	 Do you have a heart murmur? 	 	 

9.	 Do you take ANY medication? (drugs, tablets) .....................................	 	 

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

10.	 Are you having or had treatment for Osteoporosis (ie. infusion/injection  
	 or bisphosphonates eg. Fosamax, Actonel) in the last 10 years?  	 	 

Do you have or have you ever had:
	 Yes 	 No
Anti-Coagulant ie: Warfarin 	  	  
Cancer 	  	 
Chemotherapy 	  	 
Chest Pains 	  	 
Diabetes 	  	 
Dura Mater / Corneal Graft 	  	 
Epilepsy 	  	 
Hepatitis 	  	 
High Blood Pressure 	  	 
HIV 	  	 
Human Growth Hormone 	  	 
Joint Replacement 	  	 
Kidney Disease	  	 
Liver Disease 	  	 

	 Yes 	 No
Mental Health Treatment 	  	 
  If yes, details: ......................................
  .............................................................
Pacemaker/ Defibrillator 	  	 
Palpitations 	  	 
Prosthetic Cardiac Valve 	  	 
Radiotherapy 	  	 
Respiratory Condition 	  	 
  ie Asthma
Rheumatic Fever	  	 
Shortness of Breath	  	 
Sleep Apnoea	  	  
Stroke 	  	 
Tuberculosis 	  	 

Have you ever had any serious illness? ...............................................................................

Signature .......................................................................... Date............................................
	 (Patient, Parent or Guardian)

PLEASE REFER OVER FOR OUR  INFORMATION HANDLING PROCEDURES

Dr Emma Bond
B.D.S. (Hons) Syd Uni
F.R.A.C.D.S

Dr Justin Currie
B.D.S. Syd Uni
Grad. Dip Clin. Dent. Syd Uni

& Associates
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