NEWMARKET DENTAL MEDICAL HISTORY

All information will be treated with strict confidentially. Medical questions influence the delivery of dental care and therefore all details are important.
Title _______ First Name ______________________ Surname  _______________________________
Address____________________________________________________________________________           
Suburb: ______________________________________________Postcode: ______________________

PH: Home ________________________________     Work ___________________________________

Mobile ___________________________________ Date of birth _______________________________

Email address: _______________________________________________________________________

Occupation   _________________________________________________________________________
Which Health Fund are you in for Dental Benefits?  _________________________________________
Medical Practitioner’s Name ____________________________________________________________
PAYMENT is required at the end of each appointment unless otherwise arranged with your dentist.  
PLEASE NOTE: A cancellation fee may be charged if any appointment is cancelled without 48 hours prior notice.
How did you hear about our practice? _____________________________________________________
If referred by whom? __________________________________________________________________

If under 18 years of age - Guardian’s Name and phone number _________________________________
When was your last dental check up?  _____________________________________________________

What is the purpose of your visit today? ___________________________________________________
Do have any particular concerns (e.g. bleeding gums, sensitive teeth)? ___________________________
Are you happy with the appearance of your teeth ?  __________________________________________
Do you have or have you ever had:                        
    (please circle)
High Blood Pressure



Yes

No

Low Blood Pressure



Yes

No
Heart Disease/Disorder/Surgery


Yes

No

Rheumatic Fever



Yes

No

Stroke




Yes

No

Diabetes





Yes

No

Asthma





Yes

No
Epilepsy





Yes

No

Shortness of breath




Yes

No

Liver Disease




Yes

No

Kidney Disease




Yes

No

Cancer





Yes

No

Radiation treatment to head/neck



Yes

No

Anemia





Yes

No

Bleeding Tendency




Yes

No
Are you taking Fish Oil?



Yes

No

Are you taking Clopidogrel/Plavix


Yes

No
Artificial Joints




Yes

No

Hepatitis B/C




Yes

No

HIV/Aids





Yes

No

Bone diseases e.g. Osteoporosis



Yes

No

Are you taking bone strengthening meds e.g.  Bisphosphonates
Yes

No





  Fosamax

Do you have any other medical condition which is not listed?
Yes

No
___________________________________________________________________________________
Are you taking any medicines or tablets at present? 

Yes

No
If yes, please list ______________________________________________________________________

Are you allergic to any medicines or tablets? 

 Yes

No
If yes, please list ______________________________________________________________________

Do you have an allergy to latex?



Yes 

No

Do you smoke?




Yes

No
Females – are you pregnant?



Yes

No

_____________________________________

_____________________________
Signature (patient or guardian)



Date
