
[image: image1.png]C

refresh dental

invigorate your dental health




CONFIDENTIAL INFORMATION: 

Dr;
        Mr;            Mrs;
            Ms;
           Miss;
           Master;

Surname: _________________________ First Name: __________________

Date of Birth: _____________________________
Home Address: __________________________________________

    __________________________________________

Postal Address: __________________________________________

Home Ph:  ________________________________     Work Ph:  ______________________________
Mobile:      ________________________________     Email:  _______________________________________

Your preferred method of contact: Email / SMS / Home Ph / Work Ph / Mobile
Occupation: _____________________________________________________________

Employer: ______________________________________________________________

Emergency contact:    Name:   ______________________________________Phone:______________________

Private Health Fund:  Yes/No;   if yes, which fund? ______________________________________
How did you discover our Practice?  _______________________________________________________
CONFIDENTIAL MEDICAL HISTORY

Do you currently have, or have you ever been treated for any of the following conditions?

	
	YES
	NO
	
	YES
	NO

	Steroid therapy
	
	
	Nervous condition
	
	

	Rheumatic fever
	
	
	Tuberculosis
	
	

	Epilepsy
	
	
	Thyroid disease
	
	

	Asthma
	
	
	Radiation Therapy
	
	

	Diabetes
	
	
	High or low blood pressure
	
	

	Heart valve disorder
	
	
	Transplanted organ or bone marrow
	
	

	Stroke
	
	
	Kidney Disease
	
	

	Heart Murmur
	
	
	Excessive bleeding
	
	

	Cardiac Pacemaker
	
	
	Hepatitis or other liver disease
	
	

	Eating Disorder
	
	
	                               Blood Disorder
	
	

	Heart Complaint or Surgery eg Bypass operation
	
	
	Confirmed/Suspected Contact with HIV/AIDS virus
	
	

	Stomach or digestive condition (reflux)
	
	
	Prosthetic implant eg. prosthetic hip or knee 
	
	

	Anaemia 
	
	
	Bronchitis. emphysema or other lung disease
	
	


Do you have or have you ever had bone disease? ___________________________________
(eg Osteoporosis, Paget’s Disease, Multiple Myeloma, Cancer which spread to bones)

Are you taking Bisphosphonate medications? _________________________________________
(eg Alendronate,Risedronate,Pmidronate,Zoledronate,Tiludronate,Etidronate,Clodronate,Fosamax,Actonel,Zometa,Aredia,Pamisol)

● When was your last dental visit? __________________________________________________________
● Do you have any known allergies?

                      
Yes/No

● if yes, please list: __________________________________________________________________________

● Do you Smoke?  ______________________________________Yes/No

● Are you currently receiving any medical treatment?


Yes/No

● If yes, please advise:    ____________________________________________________________________
● Are you currently taking any medications?


   
Yes/No

● If yes, please list: ___________________________________________________________________________

● Have you had an unfavourable reaction to local anaesthetics?   
 Yes/No
● For female patients, are you pregnant?

    

 Yes/No

● Name of Medical Practitioner:      ___________________________________________________
Signature: _____________________________________Date: ____________________
We request and expect payment at the time of treatment.

For your convenience we accept cash, cheques and have EFTPOS facility.

All information will be treated with complete professional confidentiality
Please tick the appropriate concerns

What concerns do you have?




Toothache 





Sensitive Teeth (Hot / Cold) 


Bleeding gums





Loosening teeth





Missing Teeth





Unsatisfactory Denture



Rapidly decaying Teeth




Lost filling – Cavity



Grinding / Clenching of Teeth



Worn / Broken Teeth




        Pain in Face or Jaw Joints
 

        Sounds (clicking) from Jaws

        Difficulty / Discomfort when chewing


        Discoloured Teeth


        Bad Appearance


Other (please give details)   __________________________________________________

__________________________________________________________________________
Please describe how you regard Dental Treatment by placing a cross on this line. 


Quite pleasant    
         
​​​
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