CONFIDENTIAL INFORMATION 

Dr □    Mr □  Mrs □   Ms □  Miss □  Mst □
Last name _____________________________ First name ____________________ Date of birth _____________
Address ____________________________________________ Suburb _____________________ Pcode _______
Home ( _____________________ Work ( ________________________ Mobile ( ______________________
Occupation _______________________  Next of kin /parent / guardian ____________________________________

Dental Health Fund __________  Who referred you to our practice? _______________________________________

	DENTAL and MEDICAL HISTORY    Please tick.

	When was your last dental visit?
	

	Have you had problems with previous dental treatment?
	(

	Have you ever had a bad reaction to local anaesthetics?
	(

	Do you prefer local anaesthetic?
	(

	Do you prefer laughing gas (nitrous oxide sedation)?
	(

	Are you or have you ever been treated for any of the following?    Please tick.

	Hospitalization or had a serious illness in the last 3 years? 
	(
	Bleeding problems, bruising easily? 
	(
	High blood pressure? 
	(

	Heart problems? 
	(
	Dry mouth? 
	(
	Hepatitis, HIV,  or other liver disease? 
	(

	Diabetes (I or II)? 
	(
	Seizures? 
	(
	Thyroid problems? 
	(

	Asthma? 
	(
	Allergies to latex, medication,  or foods? 
	(
	Mental illness? 
	(

	WOMEN: Are you pregnant or breast-feeding?
	(
	Do you have or have you had any other diseases or medical problems  NOT listed on this form?
	(
	Please list…
	

	Are you taking?

	Recreational drugs? Please list …


	

	Medications? Please list …


	

	
	

	To the best of my knowledge, I have answered every question completely and accurately. 
I will inform my dentist of any change in my health and/or medication.

Patient Signature___________________________________________________ Date _______________________________





Dentist signature ____________________________








