Camberwell Junction Dental - Patient History Form
Personal Information
Title (Please Circle)  Miss   Ms   Mrs   Master    Mr   Dr   Prof 
Surname _________________________________________
Given Name _____________________________________
Date of Birth​​​​​​​​​​​​​​​ ________/________/________
Home Number ​​​​​​​​​​​​​​____________________________________
Mobile Number ___________________________________
Home Address ____________________________________
Suburb/ Postcode ______________________ / __________ 
Occupation_______________________________________
Email Address _____________________________________
Are you of Aboriginal or Torres Strait Islander origin? ( Y/N )

Last Dental Visit (please circle): 
6months & under   12months & under   1-2 years   2 years +
Dental Insurance Fund, please circle ( Y / N )
Fund name: ______________________________________
Membership Number:______________ Patient Number:__
Child Dental Benefits Scheme ( Y / N )

How did you hear about us? (Please circle and specify)
Family(name)_____________Friend(name)_____________

Insurance company
Signage

 Specialist
Google (what did you search?) _______________________


Emergency Contact Name___________________________
Relationship______________________________________
Phone Number____________________________________
Are you interested in whitening your teeth? ( Y / N )

On a scale of 1-10 how comfortable are you at the dentist? 
1 Being extremely anxious and 10 being extremely calm.
1         2         3         4         5         6         7         8         9         10
What is your reason for presenting today?

________________________________________________
Medical Information

Medical Doctor ___________________________________
Clinic ____________________________________________
Suburb __________________________________________
Phone Number ____________________________________
Do you have or have you ever had:
High Blood Pressure ( Y / N )                Kidney Disease ( Y / N )

Rheumatic Fever ( Y / N )

   Diabetes ( Y / N )

Epilepsy ( Y / N )


   AIDS / HIV ( Y / N )
Thyroid Problems ( Y / N )

Hepatitis A ( Y / N )   Hepatitis B ( Y / N )   Hepatitis C ( Y / N )

Excessive bleeding / Disorder ( Y / N )

Asthma, Chest, Breathing Problems (Y / N)
Please Specify_____________________________________
Heart Problems (Y / N) 

Please Specify_____________________________________
Do you have any other condition, illness or disability? 
Please Specify ____________________________________
Are you taking any drugs, medicine or tablets? (Y / N ) Please specify
________________________________________________

Do you smoke cigarettes? ( Y / N )                                               If yes how many and for how many years?

________________________________________________
Do you have any allergies? ( Y / N ) (eg; Latex, Penicillin) Please specify
​​​​​​​​​​​​​________________________________________________
Do you have; an artificial hip, heart valve, knee or other prosthetic implant? ( Y / N ) Please specify
________________________________________________

Do you snore on a regular basis ( Y /  N )

Female Patients are you pregnant? ( Y / N ) _____________
By signing this I have fully read, answered and understood all questions and accept that payment on the day of treatment is required
Sign Here:
________________________________________________

Date ________/________/________
