18/20 Bungan St, Mona Vale NSW 2102
www.beachesdentalmonavale.com.au
(02) 9997 8822

MONA VALE
PATIENT INFORMATION FORM

Title: e SUFNAME: o Given Names: ....cccuvininininiccie i
Gender: . Is this gender different to the gender assigned to you at birth? o Yes o No
Date of Birth: .....cccccceeevviieeiniieeeee, Bl e e e e
AQAIESS: ettt e et e e e bRt R e e e e e en e Postcode: .......cccceuuee.
MODbIlE: et PhoNe: oo OCCUPALION: vttt
Emergency Contact Name: ... Emergency Contact Phone: .......cccceveivivivinecnnenne,

Do you have health fund cover for dental: @t Yes o No Do you have a Veterans Affairs card: o Yes o No

NaME Of CUITENT GP/PraCtiCO: ettt ettt st eee e s eeeseeeen e enee PhONE: ottt
How did you hear about us? o Doctor o Internet Search O Location 0 Friend/Family o Other ...................
How long since your last dental visit: 0 less than 6 months 06-12 months o 1-2years O over 5 years
How do you rate your dental health: o Excellent o0 Good o Fair 0O Poor

Is there anything about your smile you would [ike t0 ChangE? .......cueceie ettt et er e en e
MEDICAL HISTORY ALL INFORMATION COLLECTED IS CONFIDENTIAL AND USED ONLY FOR YOUR DENTAL CARE
Do you have any allergies? (eg: Latex, penicillin etc) o Yes o No

If V@S, PIEASE ST .vevveeieeeee ettt ettt b b e bbb e sbe et saneenaenbenseenes

Have you been hospitalised in the last 2 years? O Yes o No

If V€S, PIEASE [IST ettt st st s st s s e e e e e

Do you have a heart condition? O Yes o No

If V@S, PIEASE ST .ottt ettt et et e e e b ettt ebe et srneenaenbennenes

Do you bleed or bruise easily? 0O Yes oNo Do you take an anti-coagulant medication? DO Yes 0O No

Do you smoke? o Yes ONo Ifyes, how many per day? ...
Do you drink alcohol? o Yes o No  If yes, how many standard drinks per week? .........cccceuenene..
Are you currently pregnant? O Yes oNo  Arevyou currently breastfeeding? oYes ONo
Have you ever taken Bisphosphenates (eg: Actenol) or Monoclonal Antibodies (eg: Prolia) oYes ONo

Do you take any medications? O Yes oNo Ifyes, please list below:

Please tick if you have or have had any of the below medical conditions:

O Heart attack 0 High blood pressure o Cancer

0 Heart disease/stent placed o Low blood pressure o0 Chemotherapy
O Heart murmur 0 Anaemia O Radiation

o Endocrine disease
o Diabetes
O Kidney disease

O Heart valve replacement

0 Pacemaker

o Angina/Chest pains
O Palpitations

0 Bleeding disorder
O Stroke

O High cholesterol
o Rheumatic fever
o COPD

0O Sleep apnoea

O Sinusitis

0 Asthma

O Immune suppression
0 Organ transplant

o0 Mental lliness

0 Anxiety/Depression
O Epilepsy

O Reflux

O Thyroid disease

O Arthritis

O Joint Replacement
0 Osteoporosis

O Hepatitis

O Liver disease

FAN VAT T T T o T =T =Y oo 1Y TSR

| believe the above information to be true & correct

SIGNED: ....oooiiiiiiiiiiiiiiii st et

DATE: ........





