
DENTAL FORM

Medical Information
When was your last dental check-up? ...........................................................................................................................................................

Do you have or have you had any of the following medical conditions? (Please tick No or Yes) 
For all medical conditions marked as ‘Yes’ please consult your practitioner during your appointment. 

Cardiovascular disease N  Y  Diabetes N  Y  Liver disease N  Y 

High blood pressure          N  Y  Musculoskeletal problems N  Y  Autoimmune disorders N  Y 

Excessive bleeding   N  Y  Gastrointestinal problems N  Y  Respiratory illness N  Y 

Rheumatic fever   N  Y  Urogenital problems N  Y  Thyroid problems N  Y 

Infectious diseases   N  Y  Nervous system disorders N  Y  Pregnant N  Y 

I acknowledge that the medical information I have provided is true and accurate at the date of my appointment and I have disclosed any medications or conditions that may affect or 
influence my treatment. Payment on the day of treatment is required. I acknowledge that failure to attend any appointment without notice may also result in a deposit requirement 
prior to future appointments being scheduled. 

Patient signature:  . ..................................................................................................................................................................................  Date:   ........................................................................

Dentist signature:   ...................................................................................................  Dentist name (print)  ..................................................................................................................................

I have recently been admitted to hospital or had an operation. N  Y   ............................................................................

I am, or have recently undergone, chemotherapy or radiation therapy. N  Y   ............................................................

Do you have any allergies?   N  Y     (details)    ...........................................................................................................................

Do you smoke?  N  Y  If yes, how long    ...........................................     how many per day     .............................................

Do you take medication?  N  Y  (details)      ...............................................................................................................................

..........................................................................................................................................................................................................................

Family/ Friend  I already use the Dental services  Website  Union advertisement 
Staff member  Teachers Health mailer  Walking by  Other

How did you hear about us

I have been made aware of the Teachers Health Privacy Notice and agree to the collection and use of my personal and sensitive information as outlined therein.   

Patient signature:  .............................................................................................................................................................................................
The Privacy Notice is available at each Health Centre or by visiting teachershealth.com.au/privacy
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