              WELCOME TO SUNCOAST DENTAL PRACTICE!
	 Title: (e.g. Dr,Mr/Mrs/Ms/Miss)                        Surname:


	Date of Birth


	Given Names:                                       Preferred Name:                              
	

	Postal Address: 


	Post Code

	Ph No’s-  Home:                                                  Mobile:

                Work:                                                   E-mail:
	

	Nearest Relative NOT living at your address?

Name:                                                                             Ph No:
	Relationship

	I have confidential medical information which I do not wish to write down.

I would prefer to speak to a dentist about this.
	Yes   or   No

	Reason for Today’s Visit:

	

	Are you currently being treated by a doctor?

Name of your medical doctor?

Details:
	Yes   or    No

	Are you taking any medicines or tablets?
	Yes   or    No

	Please list medications:


	

	Do you smoke?
	Yes  or    No

	Are you pregnant (females only)
	Yes  or    No

	Are you allergic to any drugs, medicines, food or materials (including latex)?
	Yes  or    No

	Details:
	

	Do you normally require antibiotic cover before dental treatment?  
	Yes  or   No



	Have you had an abnormal reaction to local or general anaesthetic?                                     Yes  or  No

	Private Health Fund - With Dental Cover?                Yes  or  No        Name of fund:    


Any other conditions?                                                                                                       Yes or No
PLEASE CIRCLE IF YOU HAVE, OR HAVE EVER HAD, ANY OF THE FOLLOWING MEDICAL CONDITIONS.

	Steroid Therapy
	Kidney Disease
	Prosthetic implant 

e.g. Artificial hip

	 Are you taking medication
 for Osteoporosis?
	Nervous Condition
	Hepatitis A, B or C

Other liver disease

	Rheumatic Fever


	Excessive Bleeding
	Cardiac Pacemaker

	Epilepsy


	Heart Complaint / Murmur or valve disorder
	Stomach or digestive

Condition

	Diabetes
	 Transplanted organ or marrow
	Contact with HIV/AIDS virus



	Radiation Therapy
	Thyroid Disease
	Bronchitis, Emphysema, Asthma or other lung disease

	Stroke
	Blood Pressure:   High

                           :  Low
	Anaemia, leukaemia or other blood diseases


	Referred by: (please circle as many as necessary) Yellow Pages/Street Sign/ Radio Advertisement,
Previous Patient of Dr Fenner, Dr Perham, Dr Fettes or Another Dentist, Patient or friend? 
Please give us their name so we can thank them for their confidence in us.

	Person paying your account: Self/Gov’t/Oral Health/ Other _____________________________________ 
As our record system uses photo identification, may we take your photograph?     Yes  /  No

I have read and accept the privacy policy opposite and I agree to pay all fees at the time of treatment.

                                                                                                                                                   Dentist INT.
Signature: patient/parent/guardian                                            Date:                             x


