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Medical History Form

Please answer these questions fully or discuss them with your dentist. Information about your medical history is for your
dentist’s use only.
Past/Current medical conditions:
Are you receiving any medical treatment at present Y  N   Details  
Have you had any serious or long standing illness Y  N    Details  
Have you ever been hospitalised  Y  N   Details  
Please indicate if you have EVER had any of the following:
 Any heart complaint/treatment  Y  N     sisolucrebuT  Y  N  

 Rheumatic fever or heart valve surgery Y  N    redrosid metsys suovren ynA  Y  N  

 High or low blood pressure Y  N       reclu cirtsaG  Y  N  

 Blood Disorders Y  N    Y   snoitidnoc gnul/ sitihcnorB/amhtsA  N  

 Anti-coagulant therapy Y  N    Y   yparehtomehc/ypareht noitaidaR  N  

 Joint replacement surgery Y  N      esaesid dioryhT  Y  N  

 Osteoporosis or low bone density Y  N    Y   esaesid revil ro ecidnuaj ,sititapeH  N  

   yspelipE Y  N    Y   recnaC fo mrof yna rof tnemtaerT  N  

 Diabetes Y  N    Y   worram enob ro nagro detnalpsnarT  N  

 HIV Y  N   Pregnant (when due)    Y  N  

     rehtO   

Do you smoke  Y   N   Social 
Current medications  (prescription, over the counter, herbal)  

Allergies  Nil known   Yes  - Details  
Medical practitioner   Suburb  

   ImpressionsLasting   
Dental

Medical Questionnaire - Private and Confidential

PLEASE NOTE:
document you agree to this process. This form is a guide only and you should discuss any relevant matters with your dentist prior to the commencement of any 
dental treatments.

I agree that the above is a true and accurate record. I understand that Lasting Impressions Dental requires payment on the day of treatment. Any expenses, costs or 
disbursements incurred by the Lasting Impression Dental in recovering any outstanding monies including debt collection fees and solicitor costs shall be paid by the 
responsible party above. I further acknowledge that failure to attend any appointment without notice may also result in a deposit requirement prior to future appointments 
being scheduled.
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