
 

 

PATIENT INFORMATION – DC DENTAL CLINIC 

 

Surname:    Title:    First Name:   

Address:      

     Post Code:   

Postal Address (if different to above)      Post Code:   

Email Address:      Date of Birth:   

Telephone: (Mob)    (**Home/Work)     

Preferred method for reminders/recalls (Please circle): SMS to mobile Email Posted Letter 

Medical Clinic / GP:     Medical Clinic Ph:     

Employer:     Employer Ph:    

Emergency Contact Name:     Emerg. Contact Ph:    

Private Health Insurance (please circle)      Yes / No     Health Fund:     Patient Reference No:   

Person responsible for fees:        

Dept. Veterans Affairs’ Number (if applicable):     Medicare No: (for eligible children)   

New Patients: How did you hear about this surgery?      

     

Have you ever had any of the following? (Please circle) 

Heart Ailment Yes / No Epilepsy Yes / No Asthma/Breathing Difficulties Yes / No 
AIDS / HIV Yes / No Tuberculosis Yes / No Excessive Bleeding Yes / No 
Rheumatic Fever Yes / No Diabetes Yes / No High Blood Pressure Yes / No 
Thyroid problems Yes / No Hepatitis  Yes / No Stomach/Bowel problems Yes / No 
Kidney Disease Yes / No  Bone Disease eg: Osteoporosis, bone cancer Yes / No 
Do you smoke? Yes / No ............. If so, how many per day?    Female Patients – are you pregnant? Yes / No 

List any other previous illnesses:       

Do you have any artificial hip, heart valve or other prosthetic implants? Yes / No Please list:    

Have you had problems with dental treatment in the past?   Yes / No If yes, please specify:   

Are you currently taking any medication?     Yes / No If yes, please list:    

       

Do you have any allergies? (Eg: Penicillin, Latex etc)     Yes / No If yes, please list:    

Do you have any questions you would like to discuss in private with the Dentist? Yes / No 

I have completed this Questionnaire to the best of my knowledge and understand that failure to make a full disclosure may place ME at undue medical risk.  I give 

permission for the practice to use the above contact details to send me appointment and check-up reminders.  I agree to pay for all fees incurred by me at the practice.  

It is the policy of this surgery that we request 24 hours’ notice if you are unable to attend your appointment, otherwise a fee may be charged.  This fee will vary, 

depending on the length of your appointment, if you fail to attend. 

 

Signature:      Date:   

 (Patient / Guardian – if patient aged under 18 years) 


