New Patient Questionnaire (confidential)

Date:.....cccvieeei e
Patient’s FUIl INAME:. ... e e e D.OB..iiiee
0 [0 1 TP Post Code:.......ouviiiiiiiiiicicee
School/ College/UNIVEISILY:. ...ttt e e e e ereae e e e enees =T | PR
Patient’'s Home Phone:..............oooiiiiiinine Mobile:......ooiii Patient's email:............c.oocoiiinn.
Other members of family who have attended this orthodontiC PracCtiCe: .........coooii i e
Mum’s Full Name: Dad’s Full Name:
Dr/MISIMSIMISS. ...t e D/VIT e
Home Phone (if different to above):.......cccoeiniiiii i, Home Phone (if different to above): ..........cocoiiiiiiiiiiiininn,
MUM WOTK NO:. ...t Dad WOrk NO: ...
Mum Mobile:. .. ... Dad MODbIle:.... ..o
Mum Email..... ..o Dad Email.......ooooeii
Name of person resPONSIDIE fOr ACCOUNTS: ... ... ... ettt e e e et et e et e et e e e e eeeesaeesbeeeeessanees
Address (if different 10 @DOVE). ... ... e e
SIGNALUIe.....oieiieiiiie e e
Who recommended you to this practice? Family Member....... Friend ....... Dentist ...... Other (SPeCify)i....coveiiiiiiiiiiiinieens
N g Lo o =) = = PP PT PP
Your usual Dentist- NamMeE & SUDUIMD: ... e e e e e s e e eeaes

Where you referred by: O Hills District Netball Association O Pennant Hills Tennis Centre 0O Cherrybrook Netball Club

Medical History
(IS Y=l ol R T To R Y =t o T oo g o [ 1] o - PP

F N YA X T oL PP PP
Are you currently taking any pills, tablets or medications of @ny KiNA? .............uuuiiiiiiiiiiiiiiiiiiii e e e eas
Are you at present receiving any medical Or Other NEAITN CAIrE?............uuuiiiiiiiiiiiiiiiii bbb ree e e ees

Have you had, or been recommended to have, tonsils and/or adenoids removed? ...........cccooiiiiiiiiii e

Dental & Orthodontic History
Any heavy falls or blows to the face, Or iNJUres 10 tEELN OF JAWS?........iii it e et e s sae e e s e e naee

Previous Dental Treatment: Deep Fillings?............. Root Therapy Treatment?............ Diagnosis of Gum Disease?..................

Any teeth you or your dentists are particularly concerned about the health of? ...

Any clicking, 10Cking OF PaiN fTOM JAW JOINES?.....ceiiiii ittt ettt ettt e st eea e e s sbbe e es et e s st bt e es e ee s ab e e ennsee s nbbeeen e eesntbe e snees
Are you a mouth breather?................cocovviieenne. Any speech problems or previous speech therapy?..........ccccevee covinniie s
Do you or did you suck your thumb or fingers after the age 0f B YEAIS?........uui i et ee st e
Any previous orthodontic treatmMent OF CONSUITAION?............ei i ie ettt ee et e e et ee et e e e steeeetee e s saeeeetbeeesaeeeen seeessneeean
What, if anything, is the orthodontic problem as you see it? Or what is your reason for attending this practice? ........................

Indicate patient’s concern for correction of the orthodontic problem
1. Very concerned.......... 2. Concerned.............. 3. Indifferent............ 4. Opposed.............
Indicate parent’s concern for correction of the orthodontic problem
1. Very concerned.......... 2. Concerned.............. 3. Indifferent............ 4. Opposed.............



