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NEW CLIENT REGISTRATION FORM We S te r n

SPECIALIST ORTHODONTISTS

First name: Last name:
Preferred name: Date of birth:
Gender: Preferred Pronouns: [IShe/Her [He/His [They/Them [IOther

Home address:

Suburb: Postcode:

Phone (home): Phone (work/mobile):

Email:

Name of person responsible for fees: Relationship to patient:

School attended or Occupation:

Do you have dentalinsurance? [1Yes [INo Whichfund?

How did you hear aboutus?  [IFriend/family. Who may we thank for referring you?

[1Referred by dentist ] Walked/drove past

[ ] Google search L1 Other

Please complete the following if patient is under 18 years of age:

Parent/Guardian names:

Parents address (if different from child):

Suburb: Postcode: Phone:

YOUR DENTAL HEALTH

Name of general dentist:

Dentist address:

When was your last dental check-up?

What is your main concern with your teeth?

Is there any history of injuries to your face, mouth orteeth? .........ccccovvveeiviiieiiiiiiiieeeiieeeeee, [JYes L1 No
Have you had previous orthodontic treatmMeEnt? .........eiueeiiieiiieiiieeeeeeeeeeeeeeee e e e eevaaans []Yes LI No
Has anyone in your family had orthodontic treatment? ........cooueiviiiiiiiiieiiieeieeeeeeeeeeeeeeeaees []Yes 1 No
Have you ever sucked your thumb or fingers? If yes, untilwhat age? ......cccoeviviiiiiiiiiininenenne. [JYes 1 No
Have you ever had any problems with dental treatmentinthe past? ....c.cccovviiiiiiiiiiiinninnnn. [JYes [J No

If YES, please describe

[Please TURN OVER and complete the medical questionnaire]



YOUR HEALTH

Have you ever had any of the following?

Asthma/breathing ProbLEMIS .. ... iiiiiieeeie et et e et e e e at e e e et e e sateesaneees anneaannnnns []Yes LI No
HiZh DLOOT PIrESSUIE ..ivieiiiiieeeiie e et et e et e e e tee e et ee e et e e et e eetteeeasnnaessnnaessnnsessnaees sannnessnnaees [JYes ] No
[ LY=L o] o] o] (=Y 0 1 1= TP (] Yes [INo
RNBUMATIC FEVET c.uniiiiiiiee et et e e ettt e e e ettt e e e e et e e e eeaaa e e eesanaeeenennnaaae seeesnnneeeesnnn [1Yes [LINo
AULISIM SPECTIUM AISOTUET ...iiiieiiiie e ettt eete e etee e e ttee e et e e et e eetaaeesaneeesnnaesensneassnnaenen [JYes [LINo
ADD/ADHD ..eiiiiiiiiiie ettt e ettt ettt ae e e e ea et e et en et e tae e ettt raaananns [JYes [INo
DI F=] o1 =T ISP [1Yes [INo
o1 U=Y o 1<) R [JYes [INo
Excessive bleeding or blood diSOIAEr ... ..uueiiiiieeiiiee e e e e e e e e eaaaes [JYes LINo
L]0 1=T (o0 Lo 1] 1= SRR [1Yes LINo
e L3 A A= oY fo] o1 U= 1 1 1= TP [JYes [INo
L p) /o] e e o] o] (=T 1 o - TN [1Yes [INo
ArthritisS OF JOINT PrODLEMIS couuniiii ettt e et ee e e e e e e tt e e seteesataeesaaneesannees ernneersnnesnes [JYes [INo
[ [T o Tz 14 4 USRI [1Yes LINo
L 1 1 TP [JYes LINo
MENALNEAITN ISSUES . cvuiiiiiiiiiiii e e e et e e et e e et e e eaaeeeaneeaanaeeean e eessnneens [1Yes LINo

Please list any other illness not mentioned

Are you currently taking any medicings ortabletsS? ... ] Yes CINo
If YES, please give details

Have you ever stayed in hospital or had a general anaestheticC? ........c.ceeeveeiiiieiiieeiieeeeineennnnnn. [J Yes [CINo
If YES, please give details

Do you have any prosthetic implants including artificial joints and heart valves?...................... [JYes [INo
Are you allergic to any products OF MEdICINES?...cuiuiiiiiiiiiiiiie e e s eae s e eaaananens [JYes [INo
Are YOU ALLEIGIC TO LATEXT? . evtiieiieeeiiieeeteee ettt eeeteeeetteeeeeteeeest e esstaeesasneeesaneesssnaessnnaerssneessssaneenen [JYes [INo
Females, are YOU Pre8NaNT? ........uueeeveieeeeieeeiiieeeeiieeerteestteeesteeessneesssneessseaessneesssnneesnneesssrnnns [JYes LINo
Do you smoke/vape? [JYes [1No How manyperday?............ Would you like to stop? [JYes [LINo

I have completed this questionnaire to the best of my knowledge and understand that failure to make a full disclosure
may put me at undue medical risk. | understand that at times my dental records (notes, x-rays, photographs, models)
may need to be sent to other dental practitioners to aid in my treatment, and | consent to this.

Our practice uses Heidi Health Al to help record and transcribe my consultation so that accurate notes can be added
to my medical record. | understand that this tool only assists with documentation and does not make clinical
decisions. My clinician is fully responsible for my care. | understand that my information is kept confidential and
secure, and that no audio recordings are stored during this process.

Signed:

Please print name:

Relationship to patient (if not self):

Date:




