DENTAL QUESTIONNAIRE < pm)

WELCOME TO OUR PRACTICE ... WA
Please answer these questions as completely as possible Australian Denlal

It will greatly assist us to provide the best dental treatment for you. Associalion
(WA 8ranch) Inc

Name(Mr/Mrs/MIiss/MS/Dr O her). ... e e e

A QOIS o

Date of Birth ..................... Phone (Home) ...............cccccce...... Phone (Work) ...
Mobile ... . Preferred Daytime Contacl: Home / Work / Maobile

[ 0 = T U OO U

Occupation ... Employer ...
Person responsible for payment of this account ...
Whom may we thank for recommending you to our practice? .........cccceeoi v it iierivii e
Which Health Fund do you belong t07 ..o e e e e e

MEDICAL QUESTIONNAIRE - PRIVATE & CONFIDENTIAL

The state of your health may have a very significant effect on your dental care.

Please answer these questions fully or discuss them with your dentist;
Y

N
[ have private and confidential medical matters which | wish to discuss with the dentist (1 L[]
Are you receiving any medical treatment at present? a a
Name of your medical practitioner / specialist .........cccooo oo
Have you ever been in hospital? o o

Some medicines may interfere with your dental treatment or react with medicaments used by your
dentist. It is important that your dentist knows precisely what medications (if any) that you are
taking.

Please provide details (including dose and frequency) of any medicine or medicalion that you are
currently taking, or have been taking recently. This should include:

= Aspirin

= Oral contraceptive

= Hormone Replacement Therapy

= Cortisone or steroids

= Warfarin or Heparin or other blood thinning medicine
= Medication for depression (MAOQIs or tricyclics) ,

= Treatment for osteoporosis (Bisphosphonates)

= Any herbal or naturopathic medications

= Any ‘over the counter’ medications

......................................................................................................................................

If you are in any doubt about your medication, please bring the bottie or packet(s) to the practice to
show the dentist.
..... please turn over > 4



Please indicate if you have ever had any of the following:

Y N Y N
Rheumatic Fever O Q Thyroid disease (Including goitre) Q Q
Any heart (cardiac) complaint / treatment 1 1 Tuberculosis (TB) Q Qa
A cardiac pacemaker a Q Asthma/bronchitis/lung conditions a Q
High or low blood pressure L T3 Any nervous system disorder a Q
Anti-coagulant {tlood thinning) O QO  Gastric ulcer a Qa
Blood disorders O O  Radiation (Xray) therapy Q o
Excessive bruising or bleeding O QO Allergy or reaction to any medicine g Q
Osteoporosis or low bone density g d (including Penicillin or other antibiotic)
e . . . (such as chlorine, latex, antiseptics)

Hepatitis, jaundice or liver disease g a

., Transplanted organ or bone marrow a Q
Joint replacement surgery Q o S f f J o
Neck/Jaw or Shoulder damage or pain a a oot & kiidaalan)
Epilepsy (Fits) a Q
Do you smoke? Y N[l What do you smoke? (cigarettes/cigars/pipe/othery...........................
If yes, for how 1ong7 ...ccoreiiiico i How much do you smoke .................. per day

Have you ever required any treatment for smoking related diseases or conditions? Y 1 N Ul
Do you suffer from any iliness or carry any infectious disease? yd ~nO

FEMALES: Are you pregnant? Y1 N fso, whenareyoudue? ... ...
Are you bresstfeeding? Y1 NTl

DECLARATION:

In signing this form | acknowledge that this represents an accurate medical history.

| wilt advise my dentist of any changes to my medical history in the future.

| understand that all medical details will be treated with complete professional confidentiality.
| have read the privacy document provided by this practice.

| Practice Use Only



DENTAL HISTORY
What prompted you to seek dental care at this time?
How long since your last thorough dental exam?

Name of Last Dentist:

Approximate date of last dental visit:

Did you have your teeth Cleaned?........ccovoiiciiiniiii ittt it Y ES no

How often do you go to the dentist for routine cleanings and examinations?

1 brush: manual tootbbrush electric toothbrush

never . rarely . occasionally . weekly . daily more than once daily

1 clean between my teeth with: floss toothpicks interproximal brushes

never . rarely . occasionally . weekly . daily . more than once daily
I use mouthwash Listerine Chlorhexidene  other? How often?

Have you had any discomfort from your teeth or gums lately? .........cooviiini yes____no__
Are your teeth sensitive to hot or cold? ... yes____ no__
Do your gums ever bleed when you brush?..........ocooiiii e yes  no_
Do your gums ever bleed when you floss?.........ccoiiiiiii i yes__ no_
Have you ever been told you have gum disease or bad breath?.............................. yes _ no

If you are concerned that you may have bad breath, please request an optional Bad Breath Questionnaire yes please

Does food often get stuck in between certain teeth? ... yes no__

Does your jaw pop when you open or close your mouth or get frequent headaches?........... yes__ no_
Do you habitually grind or elench your teeth? ... yes_ no_
Do you expect to wear denfures Someday? .............ccccoooiiioieinioincie e YES N0
Do you habitually chew on anything?.Nails lip tongue etc ..., yes __ no_
Do you frequently snack on sweets or drink sodas?..........c.oooii yes____no_

Does having dental treatment make you afraid or nervous? [Y] [N] If yes, what specific things bother you?

Is the brightness of your teeth important to you? [Y] {N]

If you could change anything about your smile which of the following would you want?

Whiter [Y] [N] Close space or spaces [Y] [N] Replace chipped teeth [Y] [N]
Replace missing teeth [Y] [N] Replace old crowns Y] [N] Remove silver fillings (Y] [N]
Remove Stains/Spots on teeth [Y] [N] Excess showing of Teeth [Y] [N] Replace old plastic filling(s) [Y] [N]
Straighter [Y] [N] Less Gum showing [Y]’ [N] Reshape/resize my teeth [Y [N]

Please circle the following which are important to you when making your dental heaith decision.

Convenience Appearance Relationship with Dental Team
Finances Time Quality of care
What insurance covers Health Detailed treatment explanations

Fear or Anxiety Comfort Technology



