[bookmark: _GoBack]Patient History Form
Any information provided on this form is strictly confidential
Mr./Mrs./Miss./Ms./Dr./Other: __________	Sex:    M / F
Name: _____________________Surname: _________________ Preferred Name: ____________ 
Date of birth: ____/____/______		Occupation:___________________________
Home Address: ________________________________________________________________________
Suburb/Town: ___________________________________________________ Post code: _____________
Home Phone: ______________________ Work phone: ________________________________________
Mobile phone: _____________________ 
Email: _______________________________________________________________________________
Do you consent the Star Smiles Team contacting you by:
Home Phone    Yes / No		Work Number    Yes / No	SMS    Yes / No		Email    Yes /No
Do you have private health insurance:    Yes / No   which fund: __________________________________
Patient Id Number: (i.e. 01) __________ Patient Member Number: _______________________________
Who is responsible for the account:  self/others        Medicare Number:                                     Ref:____          
Please circle how you found out about Star Smiles Dental Centre.
1. Yellow Pages		2. I live locally		3. Website		4.  Signage
5.  Advertising/pamphlet	6. Leaders Newspaper   7. Patient referral ____________________
Medical History
Please circle if you have any of these health problems
Asthma 				Yes / No	Hepatitis A, B, C			Yes / No	
HIV/Aids			Yes / No	Multiple Sclerosis		Yes / No		
Arthritis				Yes / No	Neck / Head injuries    		Yes / No 
Cancer				Yes / No	Penicillin Allergy		Yes / No
Diabetes 1, 2			Yes / No	Rheumatic fever			Yes / No	
High / Low blood pressure    	Yes / No	Stroke				Yes / No	
Are you a smoker    	 	Yes / No    	Heart Disease			Yes / No

Do you have any allergies: (e.g. Latex, Metal jewellery)________________________________________
Ladies are you pregnant? Yes / No   Specify how many weeks / months ___________________________
Do you have any artificial joints, heart valves or prosthetic implants _______________________________
Need antibiotic cover 	Yes / No
Have you ever been hospitalized or had an operation: _________________________________________
Are you presently seeing a doctor or on any medication    Yes / No    
Please specify all medications currently taking: _____________________________________________________________________________________
_____________________________________________________________________________________
__________________________________________ 	GP Name: ______________________________
Are you happy with the appearance of your teeth    Yes / No ___________________________________
Do your gums bleed when you brush / floss    yes / No ________________________________________
Are you aware of any clenching or grinding of your teeth    Yes / No _____________________________
Do you snore or suffer from Sleep Apnea .   Yes/ No
If Yes;  Would You like a FREE Consult._____________________________________
Do you get headaches / migraines / earaches / stiffness / soreness of the neck or jaw joints    Yes / No
Would you consider replacement of any silver amalgam fillings with tooth coloured fillings       Yes / No
If it was at all possible, what would you like to change in health, appearance and function of your teeth?
_____________________________________________________________________________________
_____________________________________________________________________________________
Would you like to have a free cosmetic consult today Yes/ No__________________________________
To the best of my knowledge, the above information is true and correct

Signed: ____________________	Date: __/__/____

Full payment is required on the day of treatment
We accept most major credit cards, EFTPOS, cash and cheque
PHF SSDC		Please Turn Over	
