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ACQUAINTANCE FORM

SURNAME:




FIRST NAME(S):






TITLE:  Mr., Mrs., Ms, Miss, Dr, Other
_____   DATE OF BIRTH:  
/
/
   

RESIDENTIAL ADDRESS:











POSTAL ADDRESS (IF DIFFERENT):






















PHONE:  Home:             
             Work: _______          _                Mobile: _______________________
EMAIL: ________________________________________________________________
IF WE NEED TO CONTACT YOU, CAN WE LEAVE A MESSAGE? IF SO, PLEASE CIRCLE 
Home      
    Work 
         Mobile

      
IF UNDER 16 YEARS OF AGE, NAME OF PARENT OR GUARDIAN:



DENTAL HEALTH FUND NAME ____________  Member No._____________  ID: ____
HOW DID YOU HEAR ABOUT US?



______________________

     MEDICAL / DENTAL HISTORY

Please note that any information provided will remain STRICTLY CONFIDENTIAL

PLEASE TAKE THE TIME TO ANSWER THESE QUESTIONS AS BEST AS YOU CAN. WE ARE INTERESTED IN YOUR TOTAL HEALTH AND YOUR ANSWERS WILL ASSIST US TO PROVIDE YOU WITH THE MOST APPROPRIATE DENTAL CARE.












YES      NO

· LADIES, ARE YOU PREGNANT?

· HAVE YOU BEEN OVERSEAS IN THE LAST FOUR WEEKS?







IF SO WHERE?______________________

Please turn over

HAVE YOU EVER HAD, OR DO YOU HAVE ANY OF THE FOLLOWING…… (PLEASE TICK)












YES      NO

· A PERSISTANT COUGH OR UNWELL IN THE LAST FOUR WEEKS?




· HEART TROUBLE, HIGH BLOOD PRESSURE, HEART MURMUR 

OR RHEUMATIC FEVER?







If yes, please specify ________________________

· HEART VALVE OPERATION, HEART PACEMAKER, JOINT 





REPLACEMENT, OR ANY OTHER IMPLANT PROSTHESIS?

If yes, please specify _________________________

· EXCESSIVE BLEEDING FROM WOUNDS OR ANTICOAGULANT 




THERAPY EG. HEPARIN, WARFARIN, ASPIRIN (long–term)?









If yes, please specify _________________________

· DIABETES?











· ASTHMA?












· EPILEPSY?

· BEEN IDENTIFIED AS A CARRIER OF ANY INFECTIOUS 
DISEASE? EG. HIV, HEP B, C. 







· DIFFICULTIES WITH PAST DENTAL TREATMENT?


If yes, please specify and/or discuss with your dentist ______________________________

_________________________________________________________________________


· PLEASE LIST ANY DRUGS OR MEDICATION YOU ARE TAKING + WHAT THEY ARE FOR:

​​​​​​​​​​​​​​​​________________________________________________________________________________

​​​​​​​​​​​​​_________________________________________________________________________________

_________________________________________________________________________________​​​​​​​​​​​​​​ 
· HAVE YOU EVER HAD AN ALLERGIC REACTION OR HYPERSENSITIVITY REACTION TO ANY DRUGS OR SUBSTANCES?  If yes, please specify 


__________________________________________________________________________________

__________________________________________________________________________________


THE INFORMATION GIVEN ABOVE IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND I UNDERSTAND THAT IF MY MEDICAL CONDITION SHOULD CHANGE AND/OR I BECOME PREGNANT I MUST INFORM THE DENTIST.

SIGNED…………………………………………………….. DATE ……………………..


























































































































































