
Last Name: Title (eg. Mr/Mrs/Ms):

First Name: Date of Birth:

Postal Address:

Phone (Home): Mobile: Work:

Email: What is your occupation?

Contact in case of emergency: Phone (Home): Mobile:

REFERRED BY:	 ¨ Yellow Pages	 ¨ Street Sign	 ¨ Website	 ¨ Patient / Friend  (Name):	 ¨ Other: 

NO YES DETAILS

Are you being treated by a doctor at present:

Are you taking any vitamins or prescribed medications at present? PLEASE LIST:

ARE YOU TAKING, OR HAVE YOU TAKEN IN THE PAST FORTNIGHT? 
Blood thinners (Aspirin, Warfarin, Plavix, Heparin)

Medication: 

If Aspirin, what dosage?

If Warfarin, what is your most recent INR?

ARE YOU TAKING, OR HAVE YOU EVER TAKEN
Osteoporosis medicines (Bisphosphonates: Actonel, Fosamax, Merck, Aventis)?

Do you normally require antibiotic cover before dental treatment? If yes, what for?

Have you had abnormal reactions to local or general anaesthesia?

Do you smoke?

Are you pregnant (females only) If yes, which Trimester?

Health Insurance? If yes, which fund?

Who is your medical practitioner? Phone:

Please list any drugs or medicines you are allergic to (eg. Penicillin)

Please list any other known allergies (eg. Latex)

Are you interested in improving your smile?	 ¨ YES	 ¨ NO	 Details:

Would you like your dentist to talk to you more about (Please tick):	 ¨ Whitening	 ¨ Veneers	 ¨ Crowns

¨ Braces	 ¨ White Fillings	 ¨ Children’s Dentistry	 ¨ Wisdom Teeth	 ¨ Dental Implants

¨ Mercury Filling Replacement 	 ¨ Anti-wrinkle Treatments	 ¨ Lip Enhancement	 ¨ Other Cosmetic Procedures

I have sensitive medical information that I wish not to write down.  I would prefer to speak to a dentist about this (tick box) ¨

DO YOU HAVE, OR HAVE YOU EVER HAD, ANY OF THE FOLLOWING MEDICAL CONDITIONS?  (Please tick and provide requested details)

NO YES NO YES NO YES

Hepatitis
(circle):   A  /  B  /  C

Prosthetic Heart Valve
DETAILS:

Rheumatic Fever
WHAT YEAR:

Diabetes
Type (circle):   1  /  2

Artificial Joint
SPECIFY:
DATE DONE:

Heart Condition
SPECIFY:

Osteoporosis Excessive bleeding Cardiac pacemaker

Epilepsy Anaemia Heart murmur

Asthma Kidney Disease Stomach or digestive condition

Bronchitis, emphysema or 
Other lung disease

Leukaemia or other  
blood disease

Radiation Therapy
WHAT REGION:

Thyroid disease Liver Disease  /  Tuberculosis Contact with HIV  /  AIDS virus

Stroke Steroid therapy High blood pressure  /  Low blood pressure

Depression

Any other condition(s)  (please specify):

I have read and accepted the privacy policy on the second page of this form.  I understand that full payment is required on the day of treatment and 

accounts will not be issued.

Signature:  Patient  /  Parent  /  Guardian:

Date:	 /	 /
 

Office use only:
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NO YES
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