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REGISTRATION AND HEALTH HISTORY

	Title: Mr, Mrs, Miss, Ms, Dr, Prof, Master:_____________________
	Birthdate:______________________

	First Names:__________________________________________
	

	Last Name: ___________________________________________
	

	Father:_________________
	     Mother:___________________
	Guardian: _____________________

	Spouse: _____________________________________________
	

	Mailing Address:_______________________________________
	Postcode:_____________________

	____________________________________________________
	

	Residential Address:____________________________________
	Postcode:_____________________

	____________________________________________________
	

	Residential Phone:_____________________________________
	Mobile Phone:__________________

	Email:_______________________________________________
	Work Phone:___________________

	Preferred method of contact: ___________________________
	

	Employer:____________________________________________
	Position:_______________________

	Medical Doctor:________________________________________
	Phone:________________________

	Dentist:______________________________________________
	Phone:________________________


MEDICAL HISTORY

Do you have, or have you had any of the following? Please indicate with a tick (()


Yes
No
Yes
No
Yes 
No

Heart problems
(
(
Sexually Transmitted Disease
(
(
Epilepsy
(
(
High Blood Pressure
(
(
Allergy to Anaesthetics
(
(
Glaucoma
(
(


Low Blood Pressure
(
(
Allergy to Drugs
(
(
Kidney Problems
(
(
Circulatory Problems
(
(
Allergies (list below)
(
(
Diabetes
(
(
Nervous Problems
(
(
Arthritis
(
(
Hepatitis
(
(
Radiation Treatment
(
(
Asthma
(
(
Liver Problems
(
(
Excessive Bleeding
(
(
Sinus Problems
(
(
Malignancies
(
(
Anti-coagulant Treatment
(
(
Breathing Difficulties
(
(
Measles
(
(
Rheumatic Fever
(
(
Scarlet Fever
(
(
Mumps
(
(
Typhoid Fever
(
(
Do you smoke
(
(
Psychiatric Care
(
(
Stomach Ulcer
(
(
Immune Deficiency
(
(
Depression
(
(
Gastro-intestinal Problems
(
(
Anorexia/Bulimia
(
(
Stroke
(
(
Tonsillitis
(
(
Currently breastfeeding
(
(
Herpes
(
(
Chronic headaches (>3/wk)
(
(
Currently pregnant
(
(
Alcohol Problem
(
(
Sleep Apnoea
(
(
Osteoporosis
(
(
Drug Dependency
(
(
Myasthenia gravis
(
(
Surgery
(
(


Please list all:

Medications



Reason:




How often:

________________________

___________________________

_________________________

________________________

___________________________

_________________________

________________________

___________________________

_________________________

________________________

___________________________

_________________________

Allergies:

________________________

___________________________

_________________________

________________________

___________________________

_________________________

________________________

___________________________

_________________________

Surgeries:






Date:

__________________________________________________

________________________________________

__________________________________________________

________________________________________

__________________________________________________

________________________________________

Date of last physical? ____________________________________________

How would you rate your health at this time? __________________________

Please list any other conditions, of which this practice should be aware: __________________________________________


DENTAL HISTORY

Are you having any discomfort at this time? Yes ( No (  What is it?____________________________________

Are you aware of any swelling or mouth ulcers? Yes ( No (  Where is it?________________________________

How long since you have been to a dentist?__________ What was done then?_______________________________

How often did you visit a dentist before then?_________ Did you have x-rays? Yes ( No (  

Have you lost any teeth? Yes ( No (  If “yes”, reason?_______________________________________________

Have you had any complications with extractions? Yes ( No (  

Have your missing teeth been replaced? Yes ( No ( ; If “yes”:

  by crown & bridge work? Yes ( No (; dentures? Yes ( No (, implants Yes ( No ( 

Have you had your teeth straightened? Yes ( No ( if “yes” when?_____________________________________

Do you have nasal obstruction?  Yes ( No (  Do you suffer from snoring? Yes ( No (  

Do you suffer from sleep apnoea? Yes ( No (  

Do you have or had the habit of: thumb sucking Yes ( No (,  

  tongue/cheek/lip chewing? Yes ( No (; chewing on pencils Yes ( No ( ,pens Yes ( No ( ,

  fingernails Yes ( No (  

How often do you brush?_____times per ______day.  Type of toothbrush: Electric ( Manual (
How long do you use a toothbrush before replacing it?____________

Do you use dental floss? Yes ( No (      water jet? Yes ( No (  

Do you have bleeding gums? Yes ( No (  

Do you have receeding gums? Yes ( No (  

Have you ever had gum treatment? Yes ( No (  if “yes”, when?________________________________________

Do you feel you have bad breath? Yes ( No (; acid taste in mouth? Yes ( No (,;

Unpleasant taste in mouth? Yes ( No (, 

Does food wedge between your teeth Yes ( No (, Do you eat between meals? Yes ( No (, 

How many acid-containing drinks do you have per day ( soft drink, wine, fruit juice)? _________/day

Do you grind or clench your teeth? Yes ( No (  if “yes” when?________________________________________

Are your teeth sensitive to heat? Yes ( No (, cold? Yes ( No (, sweets? Yes ( No (, 

sour ? Yes ( No (  

Do you have pain in or around your ears? Yes ( No (,popping or snapping sounds? Yes ( No (
Do you have frequent headaches?  Yes ( No (, if “yes” when/how often per week?__________

Do you have fear of having dentistry done? Yes ( No ( What do you find the least comfortable?___________________________________________________________________________________

Do you want to find out more about i.v sedation options? Yes ( No (   

How do you feel about your teeth?_________________________________________________________________

How do you feel about wearing dentures?____________________________________________________________

Do you want to avoid wearing dentures? Yes ( No (  

Are you embarrassed by your smile? Yes ( No (,if “yes” what do you wish was improved?_____________________________________________________________________________________

Please rate the following with regard to your treatment (1- most important, 5- least important)

(
Function
(able to eat and speak properly)

(
Cosmetics
(able to smile with confidence and look good)

(
Cost

(your treatment should fit into your budget)

(
Longevity
(your treatment should give you long-term peace of mind)

(
Comfort
(during and after treatment)

Please mention any other information this practice should be aware of:____________________________ ________________________________________________________________________________________________________________________________________________________________________

Client’s signature:_____________________________Date:____________________









