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MEDICAL HISTORY QUESTIONNAIRE

Charlotte de Courcey-Bayley and her team would like yo welcome you to St Leonards Holistic Dental Care.

To assist us in providing you with the best possible treatment and standard of care, we ask that you complete
this confidential medical history questionnaire.

Personal Details

Name Date of Birth
Address
Phone Home Work Mobile

Email Address

What is your preference for communication from our practice? (please circle)

Home Phone Waork Phone Mobile SMS Email

Occupation

Who recommended you to us?

From time to time our dentist participates in educational lectures or research,
which sometimes requires treatment records of their clients. All records such as
x-rays and photo's that are used are done so anonymously. If the need arises would
you allow your treatment records to be utilised for this purpose?

Yes /No
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DENTAL HISTORY

What is the reason for your visit today?
Date of last dental visit
What was dane at your last dental wsit?

Previous dentlst’'s name

Last derital claaning

Last full mauth x-rays

address

State Postcoda

How often do you have dental examinations?

How aften do you brush your testh?

Hava aften do you floss?

What other aids do you use?

Do you have any dental problems now? Y / No

IF s, please describe

Are any of your teath sensitive to:

Have you ever had:

If yes, ploase describe

Hot or Cold? YES/NO  pental Implants? YES/NO
Sweets? YES/NO  onhodontk Treatment? FES/ND
Biting or Chewing? YES/NO Oral Surgery? YES/ND
Being graund ar hawving the bile adusted? YES/ND Periodontal o Gum Treatment? YES/ND
Have you noticed any mouth adours or had taste? YES/ND A bite plate of mouthguard? YES/NO
Do you frequently get sares, blisters or any other oral lesions?  YES/NO 4 sarinus injury to the mouth or head? YES/NO
Do your gums bleed or hurt? Any previous prablerms with dental infections? YES/HO
Have your parents experienced gum discase or tooth loss? YES/NO If sa, please describe, including cause?

Have you noticed any loose teeth or changa in your bite? YES/NO

Dicas food tend to become caught betwean your teeth? YES/NO Have you experience:

If yas, where? Clicking or poppéng of the jaw? YES/NG
Do you: Pain {joint, ear, side of facal? YES/ND
Clench or grind your teeth while awake or asleap? YES/NG Difficulty in opening of closing the mauth? YES/ND
Bite yaur lips or cheeks regularly® YES/NOQ Difficulty in chewing or closing the mouth? YES/NO
Hodd forelgn abjects in your testh? YES/NO Headaches, neck aches, or shoubder achas? YES/NO
PRt A s At H ngematy Sore rusches [neck, shoukders)? YES/NOD
Breathe through your mauth while awake or asleep? YES/NO

Hase tined jaws, espacially in the moming? YES/ND

Are you satisfied with your teeth's appearance?

Wauld you ke to chanpe the colaur of yaur testh? YES/NO

Would you like to keep all of your teeth all of your Iifet YES/NO

Do you feel nervous about having dental treatment? YES/NO

If 50, what is your Biggest concem?

Have you ever had an upseiting dental soperienos] YES/ND

If yes, phease desoribe

Is there anything else about having dental treatment that wou would like us to know?




MEDICAL HISTORY

Hava you bean under the care of a medical doctor during the past two years? Yes No
if yes, for what?
Physiclan's Name Fhona
Address State Postcoda
Have you taken any medication o drugs during the past two years? Yes Mo
Are you taking any medication, drugs or pills now? Yes Mo

I s, prhesases it nasme and dosage:

Are you aware of having an allergic (or adverse) reaction to any medication or substance? Yas No
tf yes, plaase st
Hawe you bean a patient in the hospital during the past five years? Yas Mo

mdicate which of the following you have had, or have at present, Circle 'ves" or 'ne’ to sach item,

Haart (surgery, disease, attack!  Yas No Stomach Ulcers Yas Mo Cold Sores/Fever Blisters  Yes No
Chaast Fain Yas Mo Diabetes Yas Mo Haemaghilia ¥es No
Congenital Heart Disaase Yas fo Thymoid Problems Yas No Bruise easily Yes No
Heart Murmiar Yas No Glaucoma Yes No Liver Disease a5 No
High Blood Prassure Yas Mo Emphysema Yes No Kidney Troubds Yes No
Mitral Vatve Prolapse Yas Mo Chronic Cough Yes No Neurokogical Disonders  Yes Mo
Artificial Heart Valve Yas Mo Tubercubosis Yes Na Epilepsy or Seizures Wes N
Heart Pacemaker Yes Mo Asthma Yes Na Fainting or Dizzy Spells  Yes No
Rheurnatic Fever Yes Mo Hay Fever Yas Na Hervaus/Anxious Yes No
Arthritis/Rheumatism Yas Mo Latex Sensitivity Yas Na Artificial Joints Yes No
Cortisanc Medicing Yas Na Allargies or Hives Yas Mo i Fnesgeix
Swollen Ankles Yas Mo Sinus Traubles Yas No Turmnaurs Yos Mo
St noks Yas Mo Radlaticn Therapy Yas Mo Do you smoke s o
(vt (Special/Restricted) Yas Mo Chemotherapy Yes No

Da you have o have you had any diseass, condition or problem not listed a3 No

H yes, please list
Women- are you: Pregnant? e Months Mo
Mursing  Yes [

Taking birth controd pills?  Yes Mo

Do you think you may be pregnant? Yes Ho

Tunderstand the above Information & necessary to prowide me with denial care in o safe and effficlent mamner, [ have answered all questions
rer e best of ey knomledipe, Shoukd furtfaer infarmation be needed, you howe iy permission fa ask the respective health cove prosvder,
Wi mray release such information o you, Twill matily the denist of any change in my heaith or medicarion,

Patient/Guardian Signature Date




FOOD FREQUENCY

Indicate which foods and drinks are consumed and mark the frequency. Your dentist will fill out comments.

FOOD/DRINKS TYPES HOW OFTEN COMMENTS
Dally

W Occasionally
Mever/Rarely

MILK Dl

PLAIN OR FLAVOURED Occasionally
Never/Rarely
Daily

CHEERE Occasionally
Never/Rarely

CHEWING GUN Dally

ORDNARY Occasionaily

SUGAR FREE Mever/Rarely

TEACOFFEE

WITH MILK by

WITH SUGAR Occaslonatly

ARTIFICIAL SWEETENER Nevar/Rarely
Daily

ICE CREAM Occaslonally
Mevar/Raraly
Daily

CHOROLATE Occasionally
Mevar/Raraly

CAKES, MUFFINE, Caily

FASTRIES, Occasionally

SWEET BISCUITS Mever/Raraly

BREAD, CRACKER BISCUITS, | Dally
WITH SAVOURY TOPPINGS Occasionally
WITH JAMISWEET TOFPINGS | Navar/Raraly

DRIED FRUITS Cally

ISULTANAS, DATES, AAISING, | Occasionally

ETGC) Mever/Raraly

MUEBLI TYPE BARS AND Cailly

OTHER HEALTH BARS Ocoaslonally
MNever/Raraly

FIZZYISPORTS DRINKS Dally

OROINARY Occaslonally

RO CALORIE Mever/Raraly
Daily

FRUIT JUICE Ocrmalinally
Never/Raraly
Daily

CORDIALS Ocrmalinaiy
Maver/Rarely
Gaily

YOGHURT Ocomiimal
Mevar/Raraly

LOLLIES MINTS, JELLIES Lot
Occasionally
Meavar/Raraly
Gaily

CITRUS FRUITS,

GREEN APPLES Ocoasionally
Mevar/Raraly
Baily

VITAMIN C TABLETS
Occasionally
MevarRaraly
Dally

COUGH LOZENGES
Oecasionally
Never/Raraly




