”aD\r
PATIENT PERSONAL & MEDICAL QUESTIONNAIRE T

Australian Dental Association

PRIVATE & CON FIDENTIAL (WA Branch) Inc

Welcome to our Practice PRIVACY STATEMENT: We value your privacy. All of the information which you provide
. to us will be held and used by us in accordance with our Privacy Policy. A copy of our
Please ‘?nswer these questloqs as complqtely Privacy Policy is attached to this Questionnaire. Please take the time to read through
as possible. It will greatly assist us to provide our Privacy Policy before answering the Questionnaire and speak to one of our staff
the best dental treatment for you. members if you have any concerns about how we will use your personal information.

Name(Mr/Mrs/MisS/MS/DITOLNEI) ... et s
(First names) (Family name)

¥ (o [ =11 T PSPPI

....................................................................................................................................... Postcode .........c.ociiiiiiinis
Date of Birth ........ccccooiiiiiie Phone (Home) .......ccccccevvveeveeeeenne. Phone (WOrk) ........cccovveeciiieeeenene.
Phone (Mobile) ... Preferred Daytime Contact: Home / Work / Mobile (Please Circle)

ol oo et e e h et et et bt e e e ae et e e e et e ee e e a b n et e e e e nner e s e bes e e e e annrneas
Occupation .........ooveveviiiiiieir e eeee. EMPIOYET [T
Emergency Contact ...........cccccieiiiiiiinie Relationship .......cccooceeiiiiieenns Phone ........cooooiiiee

Person responsible for payment Of @CCOUNES ...t e
Which Health Fund do you DeIONG 107 ... et et eee e e itr e e e enareaeaeaes
Whom may we thank for recommending you t0 OUr PractiCe? ........oocovieiiiiiiii e

The state of your health may have a very significant effect on your dental care.

Please answer these questions fully or discuss them with your dentist: Y N
« | have private and confidential medical matters which | wish to discuss with the dentist O O
¢ Are you receiving any medical treatment at present? ............ccoooiiiiiii e O O
¢ Name of your medical practitioner / specialist ... e
* Have you ever been in hospital? If yes, nature of hospltahsatlon and dates: a O

¢ Some medicines may interfere with your dental treatment or react with medicaments used by your dentist.
It is important that your dentist knows precisely what medications (if any) that you are taking.

Please provide details (including dose and frequency) of any medicine or medication that you are
currently taking, or have been taking recently. This should include: '

Aspirin

Warfarin or heparin or other blood thinning medicine

(O ¢= W eTo 11 2=Tot=Y o} i)Y/ T U U

Hormone Replacement Therapy

o 0o o oo

COrtiSONE OF SIEIOIAS ........iiiiiiiiiiiii ettt e e e e e e e e e e ee e e e eta e e teeeeaeeeeeeeeassssareaeeaeeeeeeenssnsnsrnanaeaeaann
Medication for depression (MAOIs, SSRIs, SNRIs or Tricyclics)

O O

Treatment for osteoporosis (bisphosphonates, Prolia) ..........cccccuvviiiiiiiiiiiec e

O

Any other prescription MEAICAtION ..........c..oiii e e et e e e e e e e e e e e e sebeaeeeennnes

If you are in any doubt about your medication, please bring the bottle or packet(s) to the practice to show the dentist.

..... please turn over 2




Please indicate YES or NO if you have ever had any of the following:

Y N Y N
Rheumatic fever ..........cccoooviiiiiiiiiccece O O Thyroid disease (including goitre).............cc.ccuee.... O O
Any heart (cardiac) complaint/treatment............. O O Tuberculosis (TB) ....cccvviieiiiiieee e 0o O
Cardiac pacemaker ............ccccovvevvvriiiecereeeene O O Asthma/Bronchitis/Lung conditions ...................... O O
Heart valve replacement .............c..c.ccoeeeeenn. 0 O Nervous system disorder.............ccccooceeieiieiiinnnn. O O
High or low blood pressure .........c..ccccceeeeveennn... O O Anxiety/Depression .........c.cccccveeeieeeiiieeeieeeeeae e o O
Anti-coagulant (blood thinning)...........ccc.cco..e.. O O Gastroesophageal reflux disease (GORD)............ o O
Blood disorders ..........ccccevveiiiiiiiiiiiiee e, O O Inflammatory bowel disease ...............ccccceeeennen. O O
Excessive bruising or bleeding..........c....c........... O O Chemotherapy/Radiation therapy.......................... o O
Osteoporosis or low bone density ...................... O O Treatment for cancer (type/region) ........c.c..cccoe.... O O
Diabetes or family history of diabetes ................ O & Allergy or reaction to any medicine (including
Hepatitis, jaundice or liver disease...................... [ O Penicillin or other antibiotic).................c.ccoccenn O O
Urinary tract/Kidney disease ..........c..ccccccevveennee. O O Allergy to any foods,chemical or substance
Joint replacement surgery .........cccccceeeeeeeeeennn.. O O (such as chlorine/latex/antiseptics/elastoplast) .... O O
Jaw, neck or shoulder injury or pain................... O O Transplanted organ/bone marrow/stemcells ........... 1 [
Epilepsy (FItS) ...cooviiiiiriiieeee O ] Snoring/Sleep ApNoea ........coooviiiiiiiiiiiiiieaeeeee o o
Have you ever smoked? YO N[O Approx date if quit ...... Lo l...... Do you currently smoke? Y I NI
Ifyes, for how Iong? .....c.ooooviiiiiecce e How much do you SmoKe ..........ccccceeeriiiriiieennn. per day
Have you ever used illiCit SUDSTANCES Y [J N [ oot e e e e r et e e s e e e e ee e e e e e eaa s e e e aaa s
Have you ever required any treatment for smoking related diseases or conditions? Y T NI
Do you suffer from any iliness not listed above or carry any infectious disease? YO NO
If yes, please Provide EIAIIS ..........ii i e ettt et e et e e e e e e et eaaeennas
FEMALES: Are you pregnant? YO NO If yes, when are you du€? ........ccooeeviiieciiiicic e

Are you breastfeeding? Y O NI
DECLARATION:
In signing this form | acknowledge that this represents an accurate medical history.
I will advise my dentist of any changes to my medical history in the future.
| understand that all medical details will be treated with complete professional confidentiality.
I have read the privacy document provided by this practice.
Patient Signature ... Date ...,
(Parent or guardian if under 18 years)

Dentist SIgNature ..o Date ...oooiiiiiii e
Practice Use Only: Review of information
Patient SIgnature: ... e Date: ...... l...... l......
DT (1S O] 44T 1 1= o oSS USSR USRS
.................................................................................................... Signature .............eeeeeeeeeeeeeeee. Dater L L
Patient SIgnature: .. ... e e e e e Date: ...... l...... [.....
Dentist COMMENE: ...ttt et e e et e et teeesse e e e s saessseeeeatseessseeersseeanaeeesaaseeessaeeenseaeaeneeens
.................................................................................................... Signature ..........ccccceceevvvveveeee Dater L L L
Patient SIGNatUre: ........oooviiee et Date: ...... l...... [......
DENtISt COMMENT: ...ttt ettt e e h e et eh e e et e e et s e e ke e e aeeam b e e ea b e e eaeemte e s e e emtaeebeeeassanneesnneenseeenres
.................................................................................................... Signature .........ccccccovvvevieeeenee. Dater L L
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