dr charlotte de courcey-bayley

MEDICAL HISTORY QUESTIONNAIRE

PERSOMNAL DETAILS

PATIENT ID:

Charlotte de Courcey-Bayley and her tearm would llke to welcame you to
&t Leonards Holistic Dental Care.

1 with the best possible treatment and standard of
ylete this confidentlal medical history questionnalre.

Personal Details

Name Date of Birth
Address
Phone Home Work Mobile

Email Addrass

What is your preference for communication from our practice? (please circle)

Home Phone Work Phone Mobile SMS Email

Occupation

Who recommended you to us?

From time to time our dentist participates in educational lectures or research,
which sometimes requires treatment records of their clients. All records such as
x-rays and photo's that are used are done so anonymaously. If the need arises would
yvou allow yvour treatment records to be utilised for this purpose?

Yes /Mo

02 9439 2090 suite 2048 lewel 2 69 christe sireet of leonards new 2065 poo. box 233 st leonards new 1560
info@halisticdentist.com.au www.holisticdentist.com.au




DENTAL HISTORY

What is the reason for your visit today?
Ciate of last dertal visit
What was dona at your kst dental visit?

Previous dentist's name

Last dental cleaning

Last full mauth x-raps

Addrass

Hiorw aften do wou have dental examinations?

Haow often do you brush youwr teeth?

Haww often do you floss?

Wehar other aids do yau use?

Do yau have any dental problems now?  Yes / Mo

If s, please dodcribe

Are any of your teath sensitive to:

Have you ever had:

IF s, ploase decribe

Hot or Cold? YES/ND  pental implants? YES/NO
Hweets? YES/ND  orthodontic Treatment? YES/ND
Biting or Chewing# YES/HO Ol Surgary? YES/HO
Baing graund ar having the bile adusted? YES/HNO Perlodortal of Gum Trestment? YES/HNO
Have you noticed any mouth edowrs or bad tasta? YES/HO A bite plate or mouthguard? YES/NO
Do you frequently get sores, bllsters or any ather onal lesions? YES/NO  a serious injury to the mouth or head? YES/NO
Do your gums bleed or hurt? Any previous prablerrs with dental infections? YES/HO
Hawe your parents experienced qum discase or tooth loss? YEG/MO If 10, please describe, including cause?

Hava vou noticed any loose teath or changa inoyour bite? YEG/ MO

Doss fand tend to become caught batwean your teeth? YES/NO Have you sxperiance:

If yes, where? Clicking or popping of the jaw’ YES/HO
Do you: Paln {joint, ear, side of facal? YES/ND
Clench ar grind your testh whils awake or asleap? YES/ND Difficulty in opening or closing the mouth? YES/HNO
Bite your lips of chasks regularly? YES/HO Difficuliy in chawing or closing the mouth? YES/ND
Hald farsign ohjects n your tasth? YES/HO Headac hes, neck aches, ar shoubder ackeas? YES/NOD
(pencils, pipe, pins, nalls, fingernails) Sore musches [neck, shoulders)? YES/NO
Breathe through your mouth while awake or aslesp? YES/NO

Have tinad faws, especially in the moming? YES/HO

Are you satisfied with your teeth's appearance?

‘Would you ke fo change the colour of your testh? YES/HO

ok yous like to keep all of your teeth all of your Iife? YES/ND

D youl feel nervous about having dental treatment? YES/NO

If 50, what Is your Biggest concem?

Have youi ever had an upseting dental sgperniencs? YES/NO

If yies, phease desoribe

Is there anything eke about having dental treatment that wou would like us to know?




MEDICAL HISTORY

Hawe you bean under the cars of a medical doctor during the past two years?
If yes, for what?
Phiysiclan's Nama Phone
Address Stata Postcede

Have you taken any medication or drugs during the past twe years?

fure you taking any medication, drugs or pills now?

IF s, ploase st name and dosage:

fre you aware of having an allergic (or adverse) reaction to amy medication or substance?

i yes, phaase st

Hawa you baan a patient in the hospital during the past five years?

ndicate which of the following you have had, or have at present, Circle 'yes' or 'no’ to sach item,

Heart (surgary, diseass, attack)  Yas Mo Stomach Ulcers
Chast Fain Yas No Dlakbetes
Congenital Heart Disaase Yas Mo Thyraid Prablems
Heart Murmur Yas Mo Glaucama

High Blood Pressure Yoz Mo Emphysama
Mitral Walve Prolapse Yes Mo Chirsfile Coigh
Artificial Haart Valve Yai Mo Tuberculasis
Heart Pacamaker Yas Mg Asthma
Rheurmatic Feser Yo Mo Hay Fewer
Arthimis/Rheumatizm Yos Mo Latex Sensitivity
Cortisane Medicine Yas Mo Allergies or Hives
swllgn Ankles Yas Mo Sinus Troubles
Stroke Yas Mo Radiation Therapy
[iat (Special/Restricted) Yas No Chematherapy

Do you have of have you had any disease, conditbon or problem not Heted

H yes, pleass list

Women- are you: Pregnant? Vs fanths Ha

Mursing Wies (1]
Taking birth controd pills? Yoz Mo
Do you think you may be pregnant? Yes o

Yas Mo
Yas Mo
Yas o
Yas Mo
Yoo Mo
Yoo o
Wis Py
Wi Mo
Yos Mo
Yoz Mo
Yas Mo
Yag Mo
Yas o
Wias fa

Cald Sores/Fever Blisters

Haemogphilia
Brubse easily

Liver [isaase

Kidney Troubds
Meurskegical Disonders
Epibepsy o Salzures
Faintimg ar Dizzy Spells
Hervau s Anxiow
Artificial Joints

(i, boness, et )

Turmaiurs

Do you smoke

Wes Mo

¥es Mo
Yes Mo

s hg

Yas Mo
W5 Mo

e Mo
g M
s Mo
s Mo

es Mo

Yers Mo

e Mo

I understand the above Information & necessary to prowide me witth dental care in @ safe and efficlant manaer, | have answerad all queshions
tar the best of mey knowledipe, Should further informution he needed, wou hove My permission fo ask the respective health core prosder,
wifea iy release sich inform o fo o el marlly the den tist of any change in my bealth or medicatian,

Patient/Guardian Signature




FOOD FREQUENCY

Indicate which foods and drinks are consumed and mark the freguency. Your dentist will fill out comments.

FOODIDRINKS TYPES HOW OFTEN COMMENTS
WATER Dl
Occasionatly
HeverRarely
MILK bl
PLAIN OR FLAYOURED Occasionaly
Mever/Rarely
CHEESE Dally:.
Occasionally
Hever/Rarely
CHEWING GLUK DEII!I.r
CROINARY Occasionally
TEACOFFEE
WITH MILK g""’" oniall
WITH SUGAS SCABINIEYY
ARTIFIGIAL SWEETENER Navar/Raraly
Daily
ICE'CREAM Occaslonatly
Mever/Raraly
Dally
CHRCOLME Occasionally
Mever/Raraly
CAKES, MUFFINS, Daily
PRSTRIES, Ocoasionally
SWEET BISCUITS Mever/Raraly

BREAD, CRAGKER BISCUITS | Daiy
WITH SAVOURY TOPPINGS | Occasionally
WITH JAMSWEET TOPPHINGS Movar/Raraly

DRIED FRUITS Baily

{SULTAMAS, DATES, RAISING, | Occaslonally

ETE) Mever/Raraly

MUEEL] TYPE BARS AND Daily

OTHER HEALTH BARS Occasionatly
Mevar/Rarely

FIZZYISPORTE DRINKS Dally

ORDINARY Ocoasionally

LOW CALGRIE MeverRaraly
Draily

FRAIT JUICE slonally
MevarRaraly
Draily

CORDIALS slonally
MevarRaraly
Baily

RS Oecasionally
Mevar/Raraly

LOLLIES MINTS, JELLIES Dally
Oecasionally
Mevar/Raraly
Baily

CITRUS FRUITS,

GREEN APPLES Crecasionatly
Mevar/Rarely

; Daily

VITAMIN C TABLETS sionatly
Hevar/Rarely
Dally

COUGH LOZENGES
Qecasonaily
Mever/Raraly




]
HISTORY REVIEW iorrice use onwy;

Dentist Signature Date:




