We Respect Your Privacy

In order to provide you with the highest standard of dental care, this practice is required to collect personal information from you. This information covers your medical history and personal contact details. Without this general health picture, the treating dentist is unable to plan your dental care properly.

Patient Medical History

(CIRCLE Mr / Dr /Mrs /Ms / Miss/ Master) FULL NAME_______________________________________________________
Preferred Name ____________________________________ Date of Birth ________________________________

Home Address ______________________________________________________________________________

Email Address ______________________________________________________________________________

Telephone ________________________________  Mobile ___________________________________________
Emergency Contact Name_______________________ Relationship to you _________________________________

Emergency Contact Number _____________________________________

Your Doctors name and Contact Details_____________________________________________________________

Private Health Insurance YES 
NO 


Name of Fund ___________________________ Member Number ______________________ ID ____________

Medicare Number ________________________ IRN ____________

Department of Veteran Affairs ____________________________________

Are you taking any medications? Please list ________________________________________________________

___________________________________________________________________________________________
___________________________________________________________________________________________

Do you take medication for Osteoporosis YES 
  NO  
medication name __________________


Do you have Prolia Injections?       YES 
                NO   

Date of last injection  -  ____________               
Do you take blood thinning medication or take Fish Oil / Krill Oil __________________________________________

Do you have any allergies                         YES 
                 NO         N  

If so please list _______________________________________________________________________________


Do you have an allergy to Latex                                            YES 
                  NO 


Have you ever had an abnormal reaction to local anaesthetic Yes
NO 


Do you smoke/vape?                                                    YES                      NO                                            


Do you require antibiotic treatment PRIOR to Dental treatment ? YES 
 NO  
 

Do you have any prosthetic implants ? (knee,hip etc)   YES  
NO   
________________________
Do you have Diabetes                                                  YES     
        NO                    Type 1 / Type 2   please circle 

Do you have a history of Periodontal (gum) disease?   YES 
        NO 

PLEASE TURN OVER PAGE 

Do you have or have you ever had any of the following medical conditions? 
	medical condition 
	YES
	NO
	medical condition 
	YES
	NO

	Hepatitis A
	
	
	Blood Disease / Disorder 
	
	

	Hepatitis B
	
	
	Nervous Condition 
	
	

	Hepatitis C
	
	
	Digestive Condition 
	
	

	HIV / AIDS Virus 
	
	
	High Blood Pressure 
	
	

	Tuberculosis 
	
	
	Low Blood Pressure 
	
	

	Heart Complaint 
	
	
	Epilepsy
	
	

	Cardiac Pacemaker 
	
	
	Radiation Therapy
	
	

	Rheumatic Fever 
	
	
	Transplanted Organ or Marrow 
	
	

	Heart Valve Disorder 
	
	
	Thyroid Disease 
	
	

	Kidney Disease 
	
	
	Osteoporosis 
	
	

	Lung Disease 
	
	
	Cancer
	
	

	Asthma 
	
	
	Paget’s Disease 
	
	


Do you have any other medical conditions that are not listed above? _______________________________________
_____________________________________________________________________________________________

Do you suffer from skin conditions such as skin cancer, psoriasis, acne or herpes?  YES 
NO 
_______________________________________________________________________________________


Are you currently pregnant or breast feeding?  YES     
       NO 



Do you suffer from a cognitive disorder – eg Dementia, Alzheimer’s disease or Stroke   YES  
NO 

Where did you hear about us? ___________________________________________________________________
Are you happy with the appearance of your teeth? _______________________________________________

When was your last check-up and clean? _________________________________________________ 

Are you aware of any clenching or grinding? _______________________________________

Have you noticed if you have disrupted sleep at night? ________________________________________

I acknowledge the privacy terms of this document and concur that the information I have provided is accurate. 

Patient Signature ______________________________________   Date ________________________________

Provider Signature _____________________________________   Date ________________________________
