111 Bayswater Road, Croydon South, Vic 3136
Phone: 9725 2029
Email: smile@elationdental.com.au

D E N T A L Website:  www.elationdental.com.au

NEW PATIENT FORM

At Elation Dental we strive to provide you with the best possible care. To do this we need to collect personal information from you that includes
contact details pertaining to your general health, both past and present. This information is necessary to ensure that the most appropriate
treatment for your needs can be provided. Please be assured that this information is considered confidential and will be maintained in
accordance with State and Federal Privacy Legislation.

Title: Given Names: Surname:
Preferred Name: D.0.B:

Home Address:

Suburb: Postcode:
Mobile Phone: Home Phone:
Email Address:

Private Health Insurance: O Yes U No Policy number:

Name of fund: Reference Number:

In case of an emergency, who should we contact? Name:

Relationship: Phone number/s:
Who is your general medical practitioner? Name: Phone:
Medicare card number: Reference number:

For ID purposes only, dental services are not claimable under Medicare unless eligible for Child Dental Benefits Schedule.

All accounts are to be settled at the end of each appointment.
If a carer/guardian/parent is responsible for settling the account, please give details:

Name: Relationship: Phone:

How did you find us?
U Practice website U Google search U Facebook O Eastfield Medical
O Signage/walk by O Mail drop U Healthinsurance 0 Smile
O Family or friend - referred by

U Other (please specify):

Do you have any concerns with your teeth or gums?

U Pain in teeth or jaws U Missing teeth U Discoloured fillings or teeth
U Unsatisfactory denture U Loose teeth O Appearance of teeth
U Bleeding gums U Broken or worn teeth U Bad breath/taste in mouth

U Food catching between teeth 1 Sensitive teeth O Grinding or clenching teeth


http://www.elationdental.com.au/
mailto:smile@elationdental.com.au

Have you ever had any reaction or complication following dental treatment in the past? U Yes U No

If yes, please specify details:

Are you allergic to anything? U Latex O Penicillin U Local anaesthetic U Codeine
U Other (please specify):

Do you have, or have you ever had, any of the following conditions?

U Heart Condition U Diabetes QO Artificial joint or implants (hip or knee)
U High or Low Blood Pressure U Excessive bleeding U Osteoporosis or arthritis

O Stroke U Tuberculosis U Radiotherapy or chemotherapy

U Epilepsy O AIDS/HIV U Asthma or other lung disease

U Thyroid disease U HepatitisA,B,C,D,E 1 Kidney disease

U Neurological disease U Fainting or dizziness [ Anxiety or depression

If you have indicated a heart condition above, please tick all that apply:

U Heart attack U Angina  Valve problem 0O Bypass U Pacemaker U Murmur U Surgery
Do you normally require antibiotic cover before dental treatment? O Yes O No O Unsure

Are you taking any of these medications?

U Warfarin (Coumadin/Marevan) [ Asprin (Astrix/Cartia) U Plavix (Iscover) 1 Xarelto

Are you taking any bisphosphonate medications, or medications for osteoporosis, multiple myeloma,
metastatic cancer or Paget’s disease? dYes U No If yes, please specify:

Eg. Fosamax, Alendrol, Actonel, Didronel, Bonefos, Skelid, Aredia, Pamisol, Zometa

Please list all tablets, capsules, injection, other medications/drugs you are currently taking?

Doyousmoke? WYes [ No Ifso, how many aday?
Do you think you may be pregnant? Yes [ No If so, how many weeks?

Is there anything else about your health we should know, or are you currently being treated by a doctor?

(Please specify):

Patient Signature: (parent or guardian to sign if patient is a minor)

Print Name: Date:




