How did you first hear about us? Please tick the appropriate box below.

[ Friend/Relative - Name:
[ Google Please specify [ Other Please specify

Welcome! So that we may provide you with the best possible care, please complete BOTH SIDES of this
Medical/Dental History Form. All information is completely confidential.

What is the reason for you visit today?

Date of last dental visit. Last dental cleaning

What was done at you last dental visit?

Last full mouth X-rays

Previous Dentist’s name

Address State P/Code

Telephone:

How often do you have dental examinations?

How often do you brush your teeth? How often do you floss?

What other aids do you use? (Piksters, toothpick, etc)

Do you have any dental problems now? Yes/No

If yes, please describe:

Are your teeth sensitive to:

Hot or Cold? Yes/No
Sweets? Yes/No
Biting or Chewing? Yes/No
Have you noticed any mouth odours or bad tastes? Yes/No
A bite plate or a mouth guard? Yes/No
Do you frequently get sores, blisters or any other

oral lesions? Yes/No
Do your gums bleed or hurt? Yes/No

Have your parents experienced gum disease or tooth loss?Yes/No
Have you noticed any loose teeth or change in you bite  Yes/No
Does food tend to become caught between your teeth? ~ Yes/No
If so where?

Do you:

Clench or grind your teeth while awake or asleep? Yes/No
Bite your lip or cheeks regularly? Yes/No
Hold foreign objects in your mouth? Yes/No
(Pencils, pipe, pins, nails, fingernails)?

Breathe through your mouth while awake or asleep? Yes/No
Have tired jaws, especially in the morning? Yes/No
Smoke/Chew tobacco? Yes/No

Have you ever had:

Orthodontic Treatment? Yes/No
Oral Surgery? Yes/No
Periodontal Treatment Yes/No
Your teeth ground or the bite adjusted? Yes/No
Any previous problems with dental infections? Yes/No
If so, please describe, including cause?

Have you experienced:

Clicking or popping of the jaw? Yes/No
Pain (joint, ear, side of face)? Yes/No
Difficulty in opening or closing the mouth? Yes/No
Difficulty in chewing on either side of the mouth? Yes/No
Headaches, neck aches, or shoulder aches? Yes/No
Sore muscles (neck, shoulders)? Yes/No
Are you satisfied with teeth’s appearance? Yes/No
Would you like to keep all of your teeth all of your life Yes/No
Do you feel nervous about dental treatment Yes/No
If so, what is your biggest concern?

Have you ever had an upsetting dental experience? Yes/No

If yes, please describe

PLEASE TURN OVER



1 Have you been under the care of a medical doctor during the past two years? Yes/No

If yes, for what?

Physician’s Name Phone

Address: State Postcode
2 Have you taken any medication or drug during the past two years? Yes/No
3 Avre you taking any medication, drug or pill now? Yes/No

If yes, please list:

4 Are you aware of having an allergic (or adverse) reaction to any medication or substance? Yes/No

If yes please list:

5 Have you been a patient in the hospital during the past five years? Yes/No
6 Indicate which of the following you have had, or have at present. Circle “yes” or “no” to each item.
AIDS/HIV Yes/No Anxious Yes/No
Avrthritis/Rheumatism Yes/No Hepatitis (please specify type) Yes/No
High Blood Pressure Yes/No
Artificial Joints (hip, knee, etc) Yes/No
Asthma Yes/No
Radiation or Chemotherapy Yes/No
Tumours Yes/No Nervous /
Psychiatric/Psychological Care Yes/No
Diabetes Yes/No Rheumatic Fever Yes/No
Sinus Trouble Yes/No
Epilepsy / Seizures Yes/No Stroke Yes/No
Thyroid Problems Yes/No
Heart (Attack, Disease, Surgery) Yes/No
7 Do you have or have you had any disease, condition, or problem not listed Yes/No

If yes, please list:

8 Women: Are you: Pregnant? Yes ___ Months No Nursing? Yes/No Taking birth control pills  Yes/No

Is there anything about having dental treatment that you would like us to know?

If yes, please describe: -

Full payment is required on the day of treatment.

Payments Options are:

Full treatment plan payment cash in Advance entitles you to a 5%discount *CONDITIONS APPLY
Cash, Eftpos, Visa, MC, Amex,

EZ| DEBIT Payment Plans

Which payment option is best suited to you

I understand the above information is necessary to provide me with dental care in a safe and efficient manner. | have answered all questions to the best of
my knowledge. Should further information be needed, you have my permission to ask the respective health care provider, who may release such
information to you. | will notify the dentist of any change in my health or medication.

Patient/Guardian Signature Date
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Vision Dental

ABN: 99 354 866 880

Suite 12 Menai Metro, 62-70 Allison Crescent, Menai NSW 2234
Phone: (02) 9543 4222 « Fax: (02) 9541 1366

Email: admin@visiondental.com.au

Web: www.visiondental.com.au

CONFIDENTIAL PATIENT ACCOUNT INFORMATION FORM

PATIENT’S DETAILS:

D.0.B:

Title: (please tick | Mr O Mrs I Miss O Ms O

Health Insurance No:

Full or Legal Name:

Medicare/DVA Card No: Expiry Date:
Physical Address: State: Postcode:
Billing Address: State: Postcode:

Email Address:

Driver’s Licence:

Phone: Mobile:

Occupation:

Next of Kin: Phone:
Name of Medical Practitioner: Phone:

Who referred you to our practice?

If the Patient is not responsible for payment of accounts, then the person named below agrees to guarantee payment:

Full or Legal Name:

Relationship to Patient:

Occupation:
Physical Address: State: Postcode:
Billing Address: State: Postcode:

Email Address:

Driver’s Licence:

Phone: Mobile:

| certify that the above information is true and correct. | authorise the use of my personal information as detailed in the Privacy Act clause overleaf.
| have read and understand the TERMS AND CONDITIONS OF TRADE (overleaf or attached) of Stephen Boris Suster T/A Vision Dental which
form part of, and are intended to be read in conjunction with this Confidential Patient Account Information Form and agree to be bound by these

conditions.

SIGNED (Client):

Name:

Date:

e C CREDIT Protected by EC Credit Control — Credit Management Specialists
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