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Cole Dentdl





Patient Information & Medical History Form
The Information you provide is strictly confidential and will be handled in accordance with federal privacy laws. It is important to know details of your medical history as this could affect the success of your oral health care.

PERSONAL INFORMATION

Male/Female     Title: _____ First Name: _______________ Surname:_______________________________
If a minor, parent names: _____________________________________Date of Birth: _____/_____/______
Home Address: __________________________________________________________________________
Suburb: ______________________ State: _______________ Postcode: _____________________________

Home: ______________________ Mobile: _______________________ Work: _______________________

E-Mail: _________________________________________________________________________________

Your Occupation: ________________________________ Do you require evening appointments:  YES / NO
What is your preferred contact method: Letter/SMS/Phone-Home-Mobile-Work / E-mail 
Do you consent to family members speaking to our staff regarding your appointment times YES/NO

We like to keep our patients informed and value your feedback. Do you give us permission to send you newsletters and patient surveys from time to time: YES / NO
In case of an emergency please contact: ______________________________________________________
Phone: __________________________________ Relationship: ___________________________________
Person responsible for payment: ____________________________________________________________
Who may we thank for referring you to our office: ______________________________________________

Or how did you hear about us: Yellow/White Pages - Facebook - Website - Other: _____________________

By signing this form, you consent to:

The use of your personal health information and disclosure of your personal health information to Cole Dental and other health providers involved in you Dental Treatment/Healthcare.

We use email and SMS reminder systems for your appointments.  You agree to the use of electronic reminder system.

You acknowledge to give minimum 24 hours’ notice to cancel appointments. Failure to cancel or attend appointments may incur penalty fees. ($50) 

As part of the preventative dental service offered by this practice, we send out follow up recalls to your registered address/email/mobile (To your preferred contact method) .  *If you do not consent to receive follow up recalls & SMS reminders, please advise our Reception Staff and they will record this in your clinical record*.

Signature:____________________________ Name:_____________________________  Date:___________






Please turn over to the next page…

MEDICAL INFORMATION

When was your last visit to the dentist:  _____________How often do you go to the dentist:___________

GP (Doctors) Name:______________________________Contact:_________________________________

GP Location:_____________________________________________________________________________

Have you been in hospital in the last six months:  YES / NO 

If YES, please specify: _____________________________________________________________________

Are you currently being treated by you GP for any conditions:  YES / NO
If YES, please specify: _____________________________________________________________________

Are you currently taking any medications (Please include over the counter or social drugs) YES / NO
Please list here: __________________________________________________________________________

Are you taking any natural supplements:  YES / NO ( EG. Fish Oil, Multi Vitamins)

If YES, please specify: _____________________________________________________________________

Do you have any known allergies:  YES / NO (EG. Drugs, Medications, Latex or Foods)

Please list here: __________________________________________________________________________

Have you ever had a reaction to Local Anesthetic in the past:  YES / NO
In the past have you been told that you require antibiotic cover for dental treatment:  YES / NO
Are you a smoker:  YES / NO If YES, how many per day: _________ Are you a reformed smoker:  YES / NO
Do you have any of the following conditions: (Please tick if YES)

	
	Arthritis
	
	Back / Neck Pain
	
	Asthma
	
	High Blood Pressure

	
	Bleeding Disorders
	
	HIV / CID
	
	Diabetes
	
	Low Blood Pressure

	
	Pacemaker
	
	Hepatitis
	
	Kidney Problems
	
	Steroid Therapy

	
	Liver Problems
	
	Osteoporosis
	
	Heart Complaints
	
	Stroke

	
	Radiation Therapy
	
	Nervous Condition
	
	Cancer
	
	Alcoholism

	
	Excessive Bleeding
	
	Thyroid Disease
	
	Depression
	
	Drug Addiction

	
	Rheumatic Fever
	
	Sleep Apnoea
	
	Snoring
	
	Lung Problems


If you ticked for any of the above please provide further information: ______________________________
_______________________________________________________________________________________

Do you have any other medical conditions not listed above:  YES / NO
If YES, please specify: _____________________________________________________________________

Females Only: Are you pregnant:  YES / NO   Trying to conceive:  YES / NO 

Please print your name: ___________________________________ Date: ____/____/_______
Signature: ____________________________________________________________________
Seen by Operator: ______________ Signature: __________________ Date: ____/____/_____
Suite 7/357 Gympie Road

Strathpine Qld 4500

Ph: 07 205 5811 Fax 07 3205 2353 Email: reception@coledental.com.au

www.coledental.com.au
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