Medical History Form
Title: _____  Surname: _________________________  Given names: ______________________________
[bookmark: _GoBack]Gender:  Male / Female / Other _________________________   DOB:  ____________________________
Address: ______________________________________________________________________________
Contact: (M): ____________________ (H): ______________________ (W): ________________________
Email: ____________________________________________ Occupation: __________________________
GP name and contact: _______________________________________________________________
Emergency Contact Details:
Name of contact: ___________________________  Relationship: ____________________________
Contact number: _____________________________
Medical History:
Any recent serious illnesses? ______________________________________________________________
Please list your current medications: ________________________________________________________
Please list any allergies: __________________________________________________________________
Are you currently pregnant? Yes/No                                                       Do you smoke/vape? Yes/No  
Have you had any bad dental experiences? Yes / No
Please tick if you have any of the following:
	· Pacemaker
· Knee/Hip replacement - Which year? 
· Cancer - Please specify: 
    Year of diagnosis: _________
· Osteoporosis / Osteopaenia
· Rheumatoid arthritis
· Sinus problems
· Sleep apnoea
· Dizziness/Fainting
· Anaemia
· Rheumatic fever
· Cortisone treatment
	· Heart condition - Please specify: 
· Stroke - Which year? 
· Tuberculosis
· Diabetes type 1 / Diabetes type 2
· HIV
· Hepatitis
· Bleeding disorder - Please specify:
· Epilepsy
· Asthma
· Blood pressure: High / Low
· Other: ___________________________




Referral Information: Internet / Patient (please name) / Other: ___________________________
Consent:  I consent to all necessary dental and oral surgery procedures, including local anaesthetic, and accept responsibility for all fees. I understand that 24 hours’ notice is required to cancel an appointment or a $50 fee may apply. I am aware that full payment is due on the day of treatment.

Patient signature: ___________________________________   Date: __________________________
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