
MEDICAL HISTORY FORM
We Respect Your Privacy

In order to provide you with the highest standard of Dental Care, Dental Solutions needs to collect personal 
information and details from you. These details can be basic like your name, address and telephone num-
ber but the dentists also need to obtain details regarding your general health and past medical or surgical 
treatment. Without these details your treating dentist would be unable to complete your treatment plan for 
your care properly.

Naturally, some of this information is of personal and some of it you may regard as ʻsensitiveʼ and not the 
sort of information that you would wish to be unnecessarily disclosed to others.

We value the need to conserve this information; Dental Solutions would like to assure you that:

• This information will only be used by the treating dentist in order to deliver your care to the best 
of our ability.

• We will be unable to disclose any of your information to anyone other than yourself without your 
consent, either in written or in person.

• You are able to access the information held at Dental Solutions and we will provide this to you as 
long as we have written consent.

• There will be no charge to you for requesting this information but there may be fees to cover the 
costs associated with the request or copying the information.

• We will take the needed steps to ensure that your details that we hold here at Dental Solutions are 
accurate, complete and up-to-date.

• We will take all reasonable steps to protect this information from misuse, loss and unauthorised 
access.

• All of our staff are trained to respect these principles at all times.

If you have any questions regarding this information we collect from you and keep on your dental records, 
please do not hesitate to ask one of our friendly staff members. 

Your Personal Details:
Title  Mr / Mrs / Ms / Miss / Master / Doctor / Captain DOB   ________________________________________
First Name ______________________________________________ Surname _____________________________________      
Postal Address   ________________________________________________________________________________________
Suburb _____________________________________________________________________ Postcode   _________________
Mobile # _________________________   Home # ___________________________ Work #   ________________________
Email Address ____________________________________________________________   Occupation   _______________
Name of Health Fund _________________________________________ Family Member ID # 00 / 01 / 02 / 03 / 04
Best Confirmation Method for Appointments   (please circle):    SMS       TELEPHONE          EMAIL
Person to contact in case of emergency   ________________________________________________________________ 
Relationship: _____________________________________________ Phone Number: ______________________________

How did you hear about us?
Flyer     Expo     Shopping Centre
Yellow Pages    Radio (which one?)__________________ Health Fund
Website    Patient Referral (who?)_____________________________________________________
Other Publication (which one?) _________________________________________________________________________
Other Dentist (which one?) _____________________________________________________________________________
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MEDICAL HISTORY FORM

Medical Details:

Information about your dental history:
When was your last Dental Treatment Approximately?  ___________________________________________________
Last dental cleaning? ________________________________ Last full mouth x-rays?   ___________________________
Do you feel nervous about your dental treatment?  _______________________________________________________
Are you currently undergoing any medical treatment  Yes / No
Physicianʼs / Surgery Name   ______________________________________     Phone # __________________________
Are you taking any medication, drugs or pills now?    Yes / No
If yes, name medication and dosage:    __________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________

Are you taking any Biphosphonate medications? Eg: Aledronate, Risedronate, Disodium Pamidronate, Other? 
________________________________________________________________________________________________________

Do you have any allergies? Eg: Penicillin, Aspirin, Erythromycin, other? ___________________________________

Are you pregnant or nursing? ___________________________________________________________________________

Please indicate below if you have had, or have at present. Any of the following Circle ʻyesʼ or ʻnoʼ

Stroke    Y / N    Stomach Ulcers           Y / N 
Chest Pain   Y / N   Thyroid Problems           Y / N 
Congenital Heart Disease Y / N   Diabetes            Y / N 
Artificial Joints (hip, knee) Y / N   Smoker              Y / N
Artificial Heart Valve  Y / N   Tuberculosis            Y / N 
Radiation/Chemotherapy Y / N   Haemophilia            Y / N
Mitral Valve Prolapses  Y / N   Emphysema / Chronic Cough   Y / N
Diet (Special/Restricted) Y / N    Heart (Surgery, Disease, Attack)  Y / N 
High Blood Pressure  Y / N   Latex Sensitivity             Y / N 
Arthritis / Rheumatism          Y / N    CJD      Y / N 
Heart Murmur   Y / N   Asthma     Y / N 
Fainting / Dizzy Spells Y / N    Hay Fever     Y / N
Heart Pacemaker  Y / N   Hepatitis A B C           Y / N 
Sinus Troubles            Y / N   Epilepsy              Y / N
Rheumatic Fever  Y / N   HIV / AIDS            Y / N 
Bone Disease (Osteoporosis, Pagetʼs Disease, Cancer spread to the bone, Multiple Myeloma) Y / N  
  
Would you like to change your smile? Yes / No    
If so, what would you like to change? Colour / straighter / shape / close gaps? ___________________________

 A Broken appointment is a loss to everyone. It is Dental Solutionsʼs policy that a cancellation fee will apply 
if you cancel within 24-hours of your confirmed appointment. (Please tick)

 I understand that all treatment is to be paid for on the day of treatment and all information collected will 
be treated in confidence. (Please tick)

 Do you want to receive marketing information about Dental Solutions (Please tick)

Patient / Guardian Signature   __________________________________________     Date _________________________
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