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PATIENT REGISTRATION FORM
	Title

( Mr

( Mrs

( Miss

( Ms


( Male 
( Female
Surname
_____________________________________________  Date of Birth  ______/_______/___________
First Names
___________________________________________________________________________________
Address
___________________________________________________________________________________


_________________________ Suburb ___________________________Town ____________ P/Code
Email

____________________________________________________  Can we contact you by email  Y / N
Telephone
Home  ____________________________________  Work____________________________________  


Mobile_____________________________________________  Can we text you apt reminders  Y / N
Occupation
______________________________________  Company  ___________________________________
Guardian U16
______________________________________  Relationship  ________________________________
Dr/Practice
___________________________________________________________________________________


Medical Questionnaire:
Are you taking any prescription medicines, tablets or drugs at present (or in the past year)?  Y / N
Details __________________________________________________________________________________________
Are you allergic to any medications or other substances?  Y / N  Details ___________________________________
Are you or could you be pregnant?  Y /N  If yes, what is your due date  ____________________________________
Do you have or have you ever had any of the following? Please circle:
	Rheumatic Fever
	Yes
	No
	Trouble Following Extractions
	Yes
	No

	High Blood Pressure
	Yes
	No
	HIV / AIDS
	Yes
	No

	Heart Trouble / Heart Murmur
	Yes
	No
	Hepatitis A, B, C, D or E
	Yes
	No

	Circulatory Problems
	Yes
	No
	Severe Headaches
	Yes
	No

	Asthma
	Yes
	No
	Kidney or Liver Troubles
	Yes
	No

	Sinus Trouble
	Yes
	No
	Gastric Problems
	Yes
	No

	Diabetes
	Yes
	No
	Drug Dependence
	Yes
	No

	Bleeding Disorder/Problems
	Yes
	No
	Depressive Illness
	Yes
	No

	Radiation Treatment
	Yes
	No
	Tumor History
	Yes
	No

	Epilepsy
	Yes
	No
	An Artificial or Prosthetic Joint
	Yes
	No


Do you have any other serious illness?  Y /N  Details ___________________________________________________
Tick if any of the following apply:
	Does your jaw click or hurt?
	
	Do you smoke?
	

	Do you feel you grind your teeth?
	
	Do you think you have bad breath?
	

	Do you wear a night guard?
	
	Do your gums ever bleed when you brush your teeth?
	

	Have you ever had orthodontic treatment?
	
	Do you experience sensitivity with hot/cold?
	

	Have you ever had gum disease?
	
	Does floss ever tear between your teeth?
	

	Have you ever had your bite adjusted?
	
	Does food get jammed between your teeth?
	

	Do you bite your lips or cheek often?
	
	Do your teeth ever hurt when you bite hard?
	


Is there anything else your Dentist should know?  _____________________________________________________
How long since your last dental appointment?  ________________________________________________________
Main reason for attending the practice today?  ________________________________________________________
Who referred you to North Avon Dental?  _____________________________________________________________
How did you find out about our Practice?
	
	Internet Search
	
	Our Website
	
	Yellow Pages Book
	
	Yellow Pages Website

	
	Radio
	
	Advertisement
	
	TV: 10 Years Younger
	
	Brochure/Flyer

	
	Signage
	
	Friend
	
	Supermarket Dockets
	
	Other


PLEASE NOTE:  Full payment is due at the time of treatment.  Full payment is due if less than 24 hours notice is given for cancellation.  Consideration will be given for unavoidable circumstances.
Liability:  BJ Harris Limited (trading as North Avon Dental) accepts no responsibility for the treatment received.  Any professional liability is between the patient and the individual treatment provider.  North Avon Dental adopts assurance protocols in accordance with the clinical guidelines as are specified by the New Zealand Dental Council.
Patient’s Signature________________________________________________  Date  __________________________
The information you provide us is not passed on to any other outside individual, business or organisation.  North Avon Dental mails out an informative newsletter with special officers; if you choose NOT to receive material from us please tick this box  (
�








