johnmichalopoulos

DENTAL

COSMETIC GENERAL AND IMPLANT DENTISTRY

New Patient Information

This form cunh be completed electronically using the lutest version of Acrobut Reuder und emailed to the office.
Or it cun printed out und yiven to u stuff member.

Personal Information

Title
First Name Surhume
D.O.B Occupution

Home / Postul Address

Work Address
Home Telephone Work Telephonhe
Mobile Email

Pleuse specify preferred method of contact

Do you have hedlth insurance cover? |:| Yes |:| No

If yes, Hedlth Fund Nume Member Number

Referral: How did you find us?

Referred by other putient? If so, pleuse provide their nume so we may thunk them

|:| Internet /website |:| Wualked pust I:' Yellow Puyes I:' Close to work

Medical Information

Please unswer these yuestions us fully as you cun us they help us to decide the best way to treat you. If your heulth
condition does chunge whilst you are a putient here pleuse inform us.

Pleuse tick any illness / condition you have ever had, or have now:

|:| Heaurt condition / diseuse |:| Cuncer |:| Blood Pressure Problems

|:| Epilefosy |:| Rheumatic Fever |:| Bleeding Problems/Huemophilia

|:| Avrthritis |:| Diubetes |:| Asthmu

[ ] sinus Proplems [[]Hv/aps [ ] Hepuritis

|:| Kidhey Diseuse |:| Liver Diseuse |:| Anuemiu

[ ]Fainting [ ] Pacemaker [ ] stroke

|:| Tumours

Any recent operutions in the lust 6-12 months?

Any other illnesses?

Are you dllergic to uny druys or medicution? If yes, whut are they?

Are you oh uny medicutions? If yes what ure they?

Please provide your doctors nume, address und phonhe humber

If female und pregnant, how many months?

Do you smoke? If so, how muny per day?

Pleuse continue form overledf...



johnmichalopoulos

DENTAL

COSMETIC GENERAL AND IMPLANT DENTISTRY

Dental / Cosmetic History

How lony has it been since your st visit?

Does dentadl freattment make you hervous? |:| No |:| Slightly |:| Extremely

Pleuse tick uny of the following dentul concerns which you are experiencing or would like to discuss:

|:| hot/cold sensitivity I:l food cutching between teeth |:| old crowns / bridgework
|:| fprevious dentul treutment I:l whiter teeth |:| crooked or missing teeth
|:| stuined teeth I:l dentadl implants |:| yups between front teeth
[ ] oleeding gums [ ] vrinding /clenching [ ]siver amaigam filings
|:| bad breath |:| rough filings |:| cosmetic dentistry

|:| heud /neck/juw uches |:| shoring / sleep upnoeu |:| sleep dentistry

Are you happy with your smile?

Would you like to have whiter teeth?

Do you huve missing feeth you would like to replace?

Are you interested in having your teeth straightened?

Is there unythinyg else you would like to discuss or tell us?

Consent for Services

| consent to dentdl freuttment which is hecessury or udvised to me und to which | ugree to und ussume responsibility for

fees ussociuted with the tfreatment undertuken.

| understund thut 24 hours hotice is reyuired to reschedule un uppointment or u cauncellution fee of $150 will upply if | fuil

to do so.

| am aware that payment for services is required on duy of freatment.

Dr Michalopoulos would like to thank you for your response. We can ensure you that this information will remain
confidential, it will not be collected or identified by government or health authorities. It will be used solely to protect

ourselves and others.

By submitting this form via Email, you agree to the above ‘Consent for Services’.

SUBMIT VIA EMAIL
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