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NEW PATIENT FORM 
PERSONAL DETAILS 

Title: ☐ DR     ☐ MR     ☐ MRS     ☐ MS     ☐MASTER     ☐ MX     ☐ OTHER _________________________________ 

Gender: ☐ M     ☐ F     ☐ X     ☐ PREFER NOT TO SAY 

Surname: 

Given name(s): Preferred name: 

Date of birth (DD/MM/YYYY): Occupation: 

Address: 

Suburb State: Postcode: 

Phone number (Please tick the box of the number 

you prefer we contact you on): 

☐ Mobile: 

☐ Home: 

☐ Work: 

Email address: 

Preferred appointment reminder: 

☐ SMS     ☐ Email     ☐ Phone     ☐ No reminder 

Emergency contact name:  

Relationship to patient: Phone: 

 

HOW DID YOU HEAR ABOUT US? _________________________________________________________________________ 

 

HEALTH FUND & BILLING 

Who is responsible for payment? ☐ Self     ☐ Parent     ☐ DVA     ☐ SADS     ☐ CDBS     ☐ Other 

Do you have private health insurance? ☐ Yes     ☐ No 

Health fund name: Membership number: 

Concession card/DVA type (if applicable): 

☐ Health Care Card 

☐ Pensioner Concession Card 

☐ Commonwealth Seniors Health Card 

☐ DVA Gold 

☐ DVA White 

Card number: 

Child Dental Benefits Schedule (CDBS) – Complete if patient is under 18 

• Is the patient eligible for Medicare Child Dental Benefits Schedule? ☐ Yes     ☐ No     ☐ Unsure 

• Medicare card number (incl. individual reference number): 

 

MEDICAL HISTORY 

GP/treating physician name & practice: 

 

Do you have or have you had any of the following? (Check all that apply) 

☐ Heart disease/pacemaker 

☐ High/low blood pressure 

☐ Bleeding disorder/blood thinners 

☐ Respiratory condition (asthma, COPD etc.) 

☐ HIV/hepatitis A, B or C 

☐ Osteoporosis/bisphosphonate therapy 

☐ Psychiatric/mental health condition 

☐ Pregnancy or breastfeeding 

☐ Diabetes (Type 1 or 2) 

☐ Stroke or TIA 

☐ Liver or kidney disease 

☐ Thyroid disorder 

☐ Cancer or immunosuppression 

☐ Joint replacement/prosthetic implant 

☐ Epilepsy or seizure disorder 

☐ Other medical condition 
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Additional medical details (Including surgeries or hospitalisations in the past 5 years): 

 

 

Current medications (Please list all prescribed and over-the-counter medicines): 

 

 

Known allergies or adverse drug reactions: 

 

 

Smoking/tobacco use:  

☐ Never smoked     ☐ Current smoker 

☐ Ex-smoker             ☐ Vaping/E-cigarettes 

Alcohol consumption 

☐ Prefer not to say        ☐ None     ☐ Occasional 

☐ Moderate (1-2/day)    ☐ Heavy (3+/day) 

 

DENTAL HISTORY 

Last dental visit (approx.): 

 

Previous dental x-rays available? 

☐ Yes – can supply     ☐ No 

Main reason for today’s visit: 

Do you experience any of the following? 

☐ Sensitive teeth or gums 

☐ Grinding or clenching (bruxism) 

☐ TMJ/jaw pain 

☐ Reaction to local anaesthetic 

☐ Snoring/sleep apnoea 

☐ Difficulty opening mouth 

☐ Dental anxiety/phobia 

Any other dental concerns you would like us to know about? 

 

 

 

PRIVACY, CONSENT & FINANCIAL POLICY 

• Privacy & Records: I consent to the collection and use of my personal and health information under the 

Privacy Act 1988 (Cth). I understand that it will be used for the purposes of dental care and billing and 

will not be disclosed, except where required/permitted by law. 

• Clinical Consent: I consent to a dental examination. I understand that any proposed treatment, 

including X-rays if recommended, will be discussed before proceeding. 

• Financial Responsibility: I understand that full payment is required on the day of treatment. If I anticipate 

any difficulty in settling my account, I will discuss this with the front desk team prior to my consultation. I 

understand that if my health fund claim is rejected or my card is unavailable, I will pay my account in full 

and claim from my fund manually.  

• Overdue Accounts: I accept liability for all additional costs incurred for late payments, including interest 

and professional debt collection fees. 

• Cancellations: I will provide a minimum of 24 hours’ notice for any appointment changes. I understand 

that late cancellations or missed visits may result in a $50.00 fee. 

 

By signing this form, I declare that I have read and accepted the policies listed above. 

Patient/Guardian signature: Date (DD/MM/YYYY): 

Guardian/representative name (if signing on 

patient’s behalf): 

Relationship to patient: 

 


