atient Tnformation

| N4
Adentist at Cﬂi’@

COSMETIC & GENERAL DENTISTRY

First Name ([Mr, Ms, Mrs, Miss, Dr): Surname:

Address: Suburb: Postcode:

Sex: Male / Female Date of birth: / / Age:

Telephone: Home: Work: Mobile:

Email Address: Occupation:

Employer Name: For student: Name of Insfitution:

Driving License number: Medicare Number:

General medical practitioner: Location:

Do you have: Private medical insurance?  Yes / No Hospital covere  Yes / No Dental Cover?e  Yes / No

Name of health fund:

Card number:

Who may we thank for referring you?

Patient series [eg. O1):

atient Tnformation

Are you under the care of your doctor at presente

Are you faking any tablets or medicines at the moment2
Are you allergic to any medications or other subsfances?
Have you been in hospital in the last two yearse

Do you smoke?

ladies, are you, or might you be pregnant?

Yes / No
Yes / No
Yes / No
Yes / No
Yes / No

Yes / No

If yes, please state:

If yes, please state:

If yes, please give details:

If yes, how much?

Confinement date:

If you have, or have had any of the following conditions, please place a tick in the box

[ ] Rheumatic fever [ Kidney disease

] Epilepsy (] High blood pressure

] Asthma | Heart attack/Angina

[] Diabetes [ ] Heart murmur

] Stroke [_] Heart pacemaker
Defails:

[ | Ancemia
[ ] Excessive bleeding
[ ] Tuberculosis

(] Thyroid disorder
L] Liver disease

] Other disability

|| Hepatitis
L] HIV

| have further confidential information which | do not wish to write down. Yes / No

| have completed this form to the best of my knowledge and it represents my medical history accurately. Any changes will be

advised af subsequent appointments.

Signed:

Date:

Address: Suite 9, 2 Redleaf Avenue, Wahroonga 2076

Tel: 9989 8966 Fax: 9989 8800

Email: smile@dentistatcare.com.au

WWW. dentistatcare.com.amn




