                                  |  Patient Information  |  Office Use Only:   Chart No.:……………    Dentist:…………………..    Date:……..\………\20………
 (
DO NOT FOLD OR CREASE THE PAGE
) (
DO NOT FOLD OR CREASE THE PAGE
) (
Tuberculosis
Epilepsy
Kidney disease/transplant
Liver disease/transplant
Heart condition
Hip/Joint replacement
Rheumatic fever
Psychiatric care
Chemotherapy
) (
Consent for Service
This is to clarify that I, the undersigned, consent to the performing of all dental and oral surgery procedure agreed to be necessary or advisable, including the use of local anaesthetic as indicated and I will assume responsibility for the fees associated with these procedures.
I shall pay any legal costs, including solicitor and own costs, tracing costs on any collection commission incurred by Optimal Dental Care (ODC) as a result of my failure to pay any amount due to ODC.
I understand that ODC utilise the services of the Credit Reference Association of Australia (CRAA). I agree to ODC obtaining from the CRAA a credit report containing personal credit information about me in relation to consumer credit provided by ODC (section 18k (1)(b), Privacy Act 1998) I have been advised that it is the policy of ODC to list any defaulting accounts with the CRAA.
Signature of Patient/Guardian
 
If patient is under 18
 
_____________
___
____________
 
Date:
 
_________________
) (
Dental History
Would you describe yourself as a relaxed dental patient?   YES   /   NO
Would you rather be administered local anaesthetic before any treatment?   YES   /   NO
What is the purpose of your visit today? ________________________________
________________
__________
How long has it been since your last visit to t
he dentist? _________
____________________________________
) (
Medical History
Have you ever had any of the following? 
Please tick any that is applicable
Are you a smoker?   YES   /   NO
Are you currently pregnant?   YES   /   NO
Are you currently taking any medicine? 
If so, please list as best as possible
 ______
__________________________
________________
_________________________________________________________________________________________________________________
Your current Doctor (General Practitioner): ___________________________________________
______________
Contact details: _______________________________________________________________________________
) (
Personal Details
Surname: ________________________________________________________________ 
Title: _____________
Given Name: ________________________
_________________
Preferred Name:
 _________________________
Date of Birth: _____________
____________________________
Age:
 __________________
 Sex: Male / Female
Address:
___________________________________________________________________
_________________
Suburb: _________________________________
___________________________
 Postcode: __
_____________
Home:
 ____________________
 Work: ___
___________________
 
Mobile
: ___
___________________________
Email: __________________________________________
___
________________________________________
Occupation: __________________
__________
_
____________
__ Health Fund:
 _____________________
_____
How did you hear about our Practice? ___________________________________________________________
) (
Medical Alerts
 
(OFFICE USE ONLY)
) (
Radiotherapy
Other 
Please list
___________________________________________________________________________________________________________________________________________________________________________________________________________
) (
Blood disorder
High blood pressure
Diabetes
Respiratory problems
Cancer
Thyroid disorder
Hepatitis A / B / C
Stroke
Pacemaker
)
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