Health History Form
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So we can ensure that we are looking after your needs and providing you with the best possible care please review and complete the following questionnaire.

Title: __________ First Name: ____________________________ Surname: _______________________________
DOB: _____/______/___________ Mobile: _______________________________ Phone: _____________________
Work: ________________________ Email: ___________________________________________________________

Address: (Residential): __________________________________________________________________________

Address: (Postal – if different to above) ____________________________________________________________
Occupation: _______________________________ Work Place: _________________________________________

Do you have private health insurance? YES / NO Insurance Company? ________________________________
Member Number: ________________________________ Reference No on Card: __________________________

GP Name: Dr__________________ Practice Name: __________________________ Phone: _________________

Emergency Contact Name: __________________ Relationship to yourself: ____________ Phone: ___________ 
Please state the name of whom referred you so we may thank them: __________________________________ 
Relationship to you: ___________________________
Alternately: 
Internet search: (Please tell us what you searched for and what search engine)? _______________________

________________________________________________________________________________________
Yellow Pages: 

Yellow Pages Online: 

I Drive Past: 

Family/Friend:

Doctor:   
Have you visited our web page YES / NO was it helpful? __________________________________________________
_______________________________________________________________________________________________

MEDICAL HISTORY:

The state of your health may have a very significate effect on your dental care. Some medicines may interfere with your dental treatment or react with the materials / medications used by your dentist.

Please answer ALL of the subsequent questions to the best of your ability and discuss further with your dentist if you have any queries. Please include all Prescription, Herbal or Over the Counter Medications that you are currently taking. Please indicate if you have ever had or currently have any of the following:
	MEDICAL CONDITION
	YES
	NO
	EXTRA INFORMATION ABOUT MEDICAL CONDITION
	MEDICATION TAKING DOSE & FREQUENCY

	Rheumatic Fever
	 
	 
	 
	 

	Heart Complaint / Surgery
	 
	 
	 
	 

	Cardiac Pacemaker
	 
	 
	 
	 

	Heart Valve Replacement
	 
	 
	 
	 

	High / Low blood pressure
	 
	 
	 
	 

	Diabetes type 1 or 2
	 
	 
	 
	 

	Liver Disease Hep A, B, C
	 
	 
	 
	 

	Kidney Disease
	 
	 
	 
	 

	Joint Replacement
	 
	 
	 
	 

	Epilepsy
	 
	 
	 
	 

	Blood Disorders
	 
	 
	 
	 

	Excessive Bleeding
	
	
	
	

	Excessive Bruising
	
	
	
	

	Gastric Reflux
	
	
	
	

	Inflammatory Bowel Disease
	
	
	
	

	Thyroid Disease
	 
	 
	 
	 

	Asthma/ Bronchitis/Lung Conditions
	 
	 
	 
	 

	Nervous System Disorder
	 
	 
	 
	 

	Depression / Anxiety
	 
	 
	 
	 

	Cancer / Type / Region
	 
	 
	 
	 

	Chemotherapy
	 
	 
	 
	 

	Radiation Therapy
	 
	 
	 
	 

	Transplant Therapy
	 
	 
	 
	 

	Osteoporosis or any bone disorders
	 
	 
	 
	 

	OTHER not mentioned above:
	 
	 
	 
	 


Please Circle YES or NO:

· Do you have any allergies? YES / NO if yes please advise: _________________________________________

· FEMALES ONLY: Could you be or are you currently pregnant? YES / NO – if yes Due date: _____/____/_____

· FEMALES ONLY: Are you currently breast feeding?  YES / NO

· Do you currently or have you ever smoked?  YES / NO - When did you quite? ______/_______/___________

· Do you drink alcohol?   YES / NO if yes, how many standard drinks per day? __________________________
DENTAL HISTORY:

	HAVE YOU HAD ANY OF THE FOLLOWING?
	YES / NO
	COMMENTS

	Does your jaw click
	
	

	Do you feel you grind your teeth
	
	

	Do you wear a night guard
	
	

	Have you had orthodontic treatment
	
	

	Have you ever had your bite adjusted
	
	

	Do you often bite your lips and cheeks
	
	

	Do you think you have occasional bad breath
	
	

	Do your gums ever bleed when you brush
	
	

	Are your teeth sensitive to hot or cold
	
	

	Does floss ever tear between your teeth
	
	

	Does food get jammed between your teeth
	
	

	Do your teeth hurt when you bite hard
	
	


What is the purpose of your visit? __________________________________________________________________

How long since your last dental appointment? __________________________________________________________

How often do you have dental examinations? ___________________________________________________________
Previous dental x-rays taken:   
Less than a year ago: 





Longer than a year:



	Please circle to indicate how apprehensive you are about having dental treatment:

	NOT NERVOUS
	(
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	(
	VERY NERVOUS


CONSENT FOR TREATMENT:

I hereby authorise the dentist or designated team to take x-rays, study models, photographs and other diagnostic aids deemed appropriate by the dentist to make a thorough diagnosis. Upon such diagnosis I authorise the dentist to perform all treatment mutually agreed upon by me and to employ such assistance as required to provide proper care. I agree to the use of anaesthetics, sedatives and other medication as necessary.  I understand that I can ask the dentist to re-explain anything about the treatment or risks involved prior to treatment being carried out. I understand that I am responsible in advising the dentist should there be any changes to my medical status after completion of this form. I agree to be responsible for the payment of all services rendered on my behalf and on the behalf of my dependants. I understand that payment is due at the time of service, unless other arrangements have been made. I understand that should I (or my dependant/s) fail to attend an appointment or cancel without giving 24 hours’ notice, a fee may be applied at the discretion of the practice. I authorise that my data may be reviewed by team members of the practice, and shared with specialists for their professional opinions. I understand that all information will be treated with confidentiality under the guidelines of the Privacy Act of 2002. 
I accept all fees relating to my treatment, including additional fees from appointments that are missed or cancelled with less than 2 working days’ notice and debt collection costs that may arise.
Patient or Parent / Guardian Name: _____________________________________

 Patient or Parent / Guardian Signature: __________________________________

Relationship to Patient: _______________________________________________
Date: ________/________/_____________________
