E File Number E E SCANNED E
B s J Glebe Point Dental ; e
\ il
Confidential information (your records will not be passed on to any other organisationi --------------
EAMIVINAME . i i S st i f s peavnivseaisssaes First Name (as per legal documMents): ....ccceveimeiiesnrnns svveeeieieinnninesennes
PIEfRrTat NAIME: iviiiis ciovosisrassnsiossisessbisnstisasissiasnssssasinsmsiosas Title: Mr/Mrs/Ms/Miss/Dr/Prof: ...... Date of Birth: / /
SEEEOL. AUTNBSS: i ivorerascsnesssessarsussisansrrvesassensonressassrapsopessason SUDUTD: cviiesssimssisnsessissposvons tisnensians POSECOBE: .iv-it-tiiateadisitanionas
Telephonei=(Mobile)...........c.auisasisnmsisisiissis (HOMN@) Focvivussisusarsinspsamsavesssaasonssssstvasse (Work): ..ceevennee. :
BRI s ot isiiinasiiassninisiasysoinebesasersstnpisndassasanssnasas O CCUDALION vt asavintismosasssisisaisnsomssianaste g ; .‘::‘.';."
j If you are the Parent / Guardian of the abovementioned person, please include your: S
T L 111 [ e R e S FIrSt Name: coveeeeeeeeeeeecereeesnecsssieessnees J’é&ephane ............................
(New Patients only this section) 1) When was your last dental examination or treatment? ..... . ................................... )
2) Who referred you t0 OUF SUFBEIY? .....cccciveverucsesusrisesesssesusscessnesenssesssnsasnssnsnsnsssssesssdyge Miagese Sl fhesnsessssnsnssessssesissssestonsasassnsassaons )
3) What do you now wish to have done? eg Clean; Filling; Examinétion ....... , ......................................................... )
4) Do you belong to a Private Health Fund for Dental care?: If YES; Name of Fund .................................................................... )
: The following information is needed for your protection duriﬂg treathént. Please answer all questions carefully.
(Please tick ONLY if applicable) /
Bleeding Disorders..........ccceeeuevernencnn. O Allergy to Anaesthetics 7 (@) ASERME 5miaesis st enssisibionsextsssasspansasisns O
Blood Pressure High/LOW ..........cc.cucu. O Allergy to P SO O Diabetes.. ..o aiwiisidhsaiins O
Blood TrANSTUSION:. .....ccorucienissorssnsasioscs O . Allergy to Medication ......O o[ LT T et ik O N e S A @
Heart Problems. ......c:ssismesisasesssses gl @ Allergy Other (see below) O AR A S O
Prosthetic parts eg Hip/K‘pge......;...;,_.-...@ | Rheumatic Fever.............. O Hepatitis A, B, C (circle) O
Chemotherapy or Radioth'eéapm.._ ........ O HIV/AidS test......cccoreneuenee (O wmmmmpp-Result: (please tick) Pos O or Neg O
Do you smoke? ‘ O If yes how many per day? ............

ALLERGIES to medicine, drugs, antibiotics or fOOd 1C 2 .......cciiiiiiniiiinii

If female, are you currently pregnant? Y / N If yes, when is your baby due? ..o,

Signature: X Today'sbate:r- ' ' s S Lt




