PATIENT GENERAL MEDICAL AND
HEALTH QUESTIONNAIRE
PRIVATE AND CONFIDENTIAL ROLEYSTONE

DENTAL

PAti@Nt’s NAIME ...ttt et eb e st ses e et s s eae s Patient Birth DAte .......cccooceveniirinirereire sttt
(FIRST NAME) (FAMILY NAME) (DAY) (MONTH) (YEAR)

AAAIESS ettt ettt ettt st s ettt et e et b e et e h bR R s e h e E e b bR SRSt s R AR SR £ HE R S e ed A S ER e R R bR ek b heh R s e R s SR eh Rt AR e R e s e et s st st et eeeaes

..................................................................................................................................................................................... Postcode............

Phone (Preferred CoONtact) ....ccoceeeeiveeiieeceneneee e s eea 3 ' T OO O VRTTRTRT

OCCUPATION...ceevieireeieeeriet ettt er et er e see s e et n e ene s EMPIOYET .. ettt et e s e s s s

Emergency CONtAC ...coeveceereerevrieeree e st e Relationship ....cccccvvevevvccvnnvensncisniiee. PRONE it

Private Health Fund (if applicable) .......cccoveeieerceecee e MeMDBErship NO ..ottt sbe v nes

[ Y T U RSR Pension/Healthcare Card NO .....c.coecvieireveneeeeeeeeee e

Whom may we thank for recommending YOU t0 OUI PraCtiCe?....iiiiiiiiirieiiesterteese sttt e st ste s e st e e ste s te s e e besae e et e baesseesbaeseesasasbeeeseessaenseebesssesnsenseessens

What is the name of your previous dental practice? .........ccecvuveevveeeisreiennceenenee e Would you like us to transfer your previous dental records? Y/N

My Medical History

Please answers ALL questions by checking YES or NO and/or comments: Y N

e | have a private and confidential medical matter and would prefer to discuss with dentist O |

®  WhO is YOUr GP / MEICal SPECIAIIST? ...cvviiereieireeriset st ses st ses e e s ase et et ess e ses st s s e ses s sessesssssesssssss et essssssnsesssnnns

e Have you ever been in hospital? If yes, nature of hospitalization and dates: [l ]

® Are you receiving any medical treatment at present? O O

e Some medicines could have an important interrelationship with the dental treatment or react with medicament used by our
dentists. It is important that we know what medications (if any) that you are taking.
Please List any medications you are currently taking, or have been taking recently including herbal remedies, cold/flu
treatments, pain relievers, injections, vitamins, supplements, sleeping pills, implants, so that we can take appropriate
precautions to avoid drug interaction. If unsure, please bring a Pharmacy Medication Summary or the medication
packaging to show the dentist.
Medicine Name Dosage Duration of Treatment Purpose / Condition

Please List any known ALLERGIES or ADVERSE REACTIONS to drugs (especially antibiotics eg. penicillin), medicines, antiseptic,
local anesthetics, preservatives that we should know about:
Drug Name Allergy or Adverse Reaction How Long Ago

...... PLEASE TURN OVER —*



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

Y N Y
High or low blood pressure...........ccevevevevvnnn. O O Thyroid diSease ...y
Blood disorder........ccoueeveeeiiiiiiiiiee e U U ;I'ube/rculcl)(m/s (;B) Id """ i S
aw / neck / shoulder injury or pain........cccccvevevevernnnns
Excessive bruising / bleeding.........ccc.ccceeveurnnen. O O . . Jryore
Anxiety / depression ........c.ccceeeveeiiieeninenns
Any heart condition/pacemaker ............c.......... ] ] Nervous system disorder
Rheumatic fever........ccoiiiiiin i l:l l:l Gastroesophagea| reflux disease (GORD)
Asthma / Bronchitis / lung conditions .............. O O Chemotherapy / Radiation therapy.........c.ccocuvvrivnininnnn.
Hepatitis / jaundice / liver disease ................... O O Rheumatoid arthritis /Lupus (SLE)/Polymyalgia............. |
Kidney / renal disease O ] Allergy to any foods, chemical or substance................... O
. Transplanted organ / bone marrow / stem cells............ O
OSteOPOrOSIS .vvvvvvereeeriiiiireeeenn W O .

] 0 0 Snoring / sleep apnea........ccceecvveeieeeiiie e O
Joint replacement surgery . GHNAING / CIENCRING «.vvveeeeeeeeeeeesseeeeeeeeeeeseeeeeeeeeeesee 0
Epilepsy / SEIZUIE covieeeieiieee e e e e l:l l:l AIDS / HIV positive .......................................................... O
Diabetes ....cccveeieieiiieree e ] ]

Do you suffer from any iliness not listed above or carry any infectious disease? Y [ N[J

If Y€S, PIEASE PrOVIAE ELAIIS ..oiievierieiciirt ettt st ettt e e et et et b e st st e s esebese st abe ses e beseses et eat et sas s et asasensesasesensaseresansesaressenannns
Have you ever smoke? Y [0 NI Approx. date if QUIT weeeeeeeeeeeeeeeeeeseseeecesees e seeseeesseeseene

Do you currently smoke? Y 1 NI I yes, for NOW IONE w..oveeeeeeeeeeeeecesee e

How mMuUch do YOU SMOKE ......eiiiiiiiiiiiiic e per day

How often do you drink any alcohol? .........ccvveivvncinneneciniennns

What do you usually drink (Wine/Beer/Hard LiQUOr/Others)? .......coeeeeeeeveeeeeeeeeresieesenesaes

How much do you USUGHY driNK MOST GAYS? ...evcieiieierieiesiretie st sesies e et st ss e s s e ssesessssasesessesasessesassesesesessssassssssasesesessessnsaseses
Have you ever required any treatment for smoking / alcohol related diseases or condition? Y [ NCJ

If YES, PlEASE PrOVIAE TELAIIS ..vcveveiieteecteeietee ettt st sttt et b e et e s et e e st e teresbeses et ebesaes s ebesesbesaresesesersebeneatesasesaebeseaessenesaesebesensrsetenessetene
Have you ever used illicit substances and or recreational drugs? Y (] N O] when was YOUr [ast USEd....c.ccevieverereireeiireeeeeiseee s
FEMALES: Are you pregnant? Y [0 NI Ifyes, due date c.ooeeeveeveeeeeeeeeecoreveerneennne Are you currently breastfeeding? Y [ N
DECLARATION:

In signing this form, | acknowledge that the questions on this form have been accurately answered to the best of my knowledge.
| 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.

Patient SiNAtUre ......occeiiirreeicece e e e DAt oo
DeENtist SIGNATUIE ....oveveeececiereeect ettt e e aeees DAt i
Patient SIBNATUIE ....ccciei e s e DAt e

Patient SIZNATUIE....cc.ccveieeeecese et s s DAttt

I ™



