Patient Refresher Medical History

FULL NAME_______________________________________________________

Date of Birth _______________ Preferred Telephone Contact  ____________________________
Address (if different)           
Email address ______________________________

Private Health Insurance YES              NO 
               Name of Fund ______________________

Emergency contact name____________________  Emergency contact Number _________________
Your Doctors Contact Details______________________________________________________

Are you taking any medications? Please list __________________________________________ 


Do you take medication for Osteoporosis   YES              NO               INJECTION / TABLET 
Date of last injection - ___________________   

Do you take blood thinning medication or take Fish Oil / Krill Oil ____________________________

Do you have any allergies YES 
  NO           
If so please list ____________________


Do you have an allergy to Latex    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 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
	
	

	Asthma 
	
	
	Rheumatic Fever 
	
	

	Heart Complaint 
	
	
	Epilepsy
	
	

	Cardiac Pacemaker 
	
	
	Radiation Therapy
	
	

	Heart Valve Disorder 
	
	
	Thyroid Disease 
	
	

	Kidney Disease 
	
	
	Osteoporosis
	
	

	Lung Disease 
	
	
	Cancer
	
	

	Paget’s Disease
	
	
	Transplanted Organ or Marrow
	
	


Do you have any medical condition NOT listed above ? ___________________________________________

Do you smoke/vape?  please circle              Yes              NO  
Are you happy with the Appearance of your teeth? _______________________________

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 ______________________
