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St Vincent’s Hospital

Dental Department 

Medical/Personal History

(All information provided by you will be treated with complete professional confidentiality)

Surname:…………………………..…………Mr/Mrs/Miss/Ms…First Name:………………………

Other Names:………………….…Preferred Name (if different to above):..……………………….

Address:………………………………………………………………………..………..……………….

Suburb:……………..…………….…..….Post Code:…….……..…Date of Birth:……………….….

Home Phone:…………….….…Work Phone:…………..……….Mobile:……………...…………... 

e-mail address:…………………….Contact person:……………………Number:………………….

Medicare No:     ((((  (((((  (             Expiry date:………………..……..

Pension Card Type:………..……………… No:……..………..…… Expiry Date:……………..…..

Are you in a Private Fund? Yes/No Fund Name………...Do you have dental benefits? Yes/No


What Dental Problems if any do you have?

Toothache
(
Sensitive Teeth
(

Bleeding Gums
(
Loose Teeth
(

Unsatisfactory Dentures
(
Rapidly Decaying Teeth
(

Lost filling - cavity
(
Grinding Clenching of Teeth
(

Worn/Broken Teeth
(
Pain in Face or Jaw Joints
(

Sounds/Clicking from Jaw
(
Difficulty/Discomfort when Chewing
(

Discoloured Teeth/Fillings
(
Bad Appearance
(

Other (Please provide details below)
(
Bad Breath
(

Other………………………………………………………………………………..…………………….

……………………………………………………………………………………..……………………...

……………………………………………………………………………………..……………………...

……………………………………………………………………………………..……………………...

Please complete the information on the other side of this form.

Do you have or have you suffered from any of the following?  Please circle
Angina or Heart Murmur
Yes
No
Maybe

Heart Surgery (Valve replacement, Bypass, Transplant or other)
Yes
No
Maybe

Do You Take Aspirin Regularly (three or more times per week)?
Yes
No
Maybe

Other Heart Disorder/Complaint
Yes
No
Maybe

Immune System Disorder (Arthritis, Lupus, HIV/AIDS & others)
Yes
No
Maybe

Blood or Bleeding Disorder
Yes
No
Maybe

Leukaemia
Yes
No
Maybe

Diabetes
Yes
No
Maybe

Fainting/Dizzy Spells
Yes
No
Maybe

Sleep Apnoea or snoring problems
Yes
No
Maybe

Hepatitis A,B,C or other Liver Disease
Yes
No
Maybe

Kidney Disease
Yes
No
Maybe

Asthma, Chest or Lung Disorders
Yes
No
Maybe

Epilepsy
Yes
No
Maybe

Cancer
Yes
No
Maybe

Chemotherapy
Yes
No
Maybe

Do you presently take or have taken, or have in the past been had administered a bisphosphonate drug for prevention of osteoporosis or in the management of cancer?  These drugs include: Oral - Actonel, Bonviva, Bonefos, Didronel, Fosamax, Skelid.  By injection - Aredia, Pamisol, Zometa, Aclasta 
Yes
No
Maybe

Radiation Therapy
Yes
No
Maybe

Xerostomia (dry mouth)
Yes
No
Maybe

Candidiasis (oral Thrush)
Yes
No
Maybe

Sjogrens Syndrome
Yes
No
Maybe

Hip replacement - Date
Yes
No
Maybe

Broken Bones requiring pins or plates
Yes
No
Maybe

Women – might you be pregnant?
Yes
No
Maybe

Is there anything you would like to discuss in private with the dentist?
Yes
No
Maybe 

Allergies  (eg Penicillin) or hypersensitivity to metal or jewellery
Yes
No
Maybe

MEDICATIONS:  Certain medications or drugs may influence the type of dental anaesthetic we use.  Additionally some medications may need to be ceased or reviewed prior to dental treatment.  Please provide us 
with a full list of medications, which you may take regularly or have taken over the last year.   
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………...…………..Signature:………………………………….Date:……….
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