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In order for our practice to provide the highest standard of care, we request that you fill this form out carefully.

Mr/Mrs/Ms/Miss/Mast/Dr   GIVEN NAME(S): _____________________________ SURNAME: ____________________
PREFERRED NAME: ______________ DATE OF BIRTH: ________________ EMAIL: ______________________________
MOBILE NUMBER: ________________________________________ HOME NUMBER: ___________________________
ADDRESS: __________________________________________________________________ POST CODE: ____________
OCCUPATION: _____________________________________________________________________________________
EMERGENCY CONTACT NAME: ________________________________________________________________________ 
PHONE NUMBER: _______________________________ RELATIONSHIP TO PATIENT: ____________________________ 
Please tick the appropriate response
Preferred method of communication (please note that all appointment reminders will be sent via SMS to the provided mobile number)
· EMAIL		
· SMS		
· PHONE CALL: ___________________
Do you have private health cover for dental treatment?
· YES   -  FUND NAME: ____________________ MEMBER NUMBER: ___________________
· NO
Are you eligible for the following benefits?
· MEDICARE CHILD DENTAL BENEFITS SCHEDULE (CDBS)
· DEPARTMENT OF VETERANS AFFAIRS (DVA)
How did you find out about Supa Dental?
· DRIVING PAST
· GOOGLE SEARCH
· FACEBOOK
· FLYER	
· EYNESBURY GOLF CLUB
· FAMILY / FRIEND   -   Who should we thank for your referral? ______________________________
· OTHER: ___________________________________________
RE-SCHEDULING, CANCELLED OR MISSED APPOINTMENTS: At least 24 hours’ notice is required should you need to change your appointment. If notice is received less than 24 hours before your appointment or should you miss your appointment altogether, you will receive an $80 fee
FEES: Payment for treatment is expected on the day of your appointment. Failure to pay your account may result in your account being sent to Prushka Fast Debt Recovery Pty Ltd. *In the even that you default in making payment and recovery action is undertaken, you will be responsible for all expenses in relation to the collection of the outstanding amount including but not limited to, all fees and charges, legal costs on an indemnity basis, and disbursements. 
PATIENT / PARENT / GUARDIAN SIGNATURE: __________________________________ DATE: ____________________
PATIENT / PARENT / GUARDIAN NAME: _________________________________________________________________


MEDICAL HISTORY FORM
Please indicate if you have any of the following:
Allergies:				Yes	No	Details: _______________________________
Heart Problems / Rheumatic Fever:	Yes	No	Details: _______________________________
High Blood Pressure:			Yes	No	Details: _______________________________
Diabetes:				Yes	No	Details: _______________________________
Joint Replacement Surgery:		Yes	No	Details: _______________________________
Epilepsy:				Yes	No	Details: _______________________________
Bleeding Disorder(s):			Yes	No	Details: _______________________________
Hepatitis:				Yes	No	Details: _______________________________
Other Medical Conditions: _____________________________________________________________
Are you pregnant?			Yes	No	How far along: _________________________	
Are you breastfeeding? 		Yes	No
Do you smoke?				Yes	No	How many per day: __________
Have you taken or are you taking Fosamax or Actonel?	    Yes	  No
Please list any medications you are currently taking: __________________________________________________________________________________
__________________________________________________________________________________


MEDICAL CLINIC / DOCTOR: ____________________________ PHONE NUMBER: ___________________



PATIENT / PARENT / GUARDIAN SIGNATURE: ___________________________ DATE: _________________
PATIENT / PARENT / GUARDIAN NAME: _______________________________________________________



YOUR HEALTH INFORMATION - PRIVACY CONSENT FORM

· Our practice respects your right to privacy and it has systems and processes in place to ensure it complies with the Australian Privacy Principles (APPs).  The practice privacy policy is available on request. 

· Our practice Khachornwut Supasiti (ABN 69 280 450 825) trading as Supa Dental collects information about you for the purpose of providing health services to you. In addition, personal information such as your name, address and health insurance details are used for the purpose of addressing accounts to you, as well as processing payments and writing to you about our services and any issues affecting your health care.  We may collect information about you from third parties providing the collection of that information is necessary to provide you with health care. 

· We may disclose your health information to other health care professionals, or require it from them if, in our judgement, it is necessary in the context of your care. 
 
· We may also use parts of your health information for research purposes, in study groups or at seminars; however, in such situations, your personal identity will not be disclosed without your consent.

· If you choose not to provide us with information relevant to your care, we may not be able to provide a service to you, or the service we are asked to provide may not be appropriate for your needs.   Importantly, if you do not provide information that may be relevant to your care or that is otherwise requested by us, you could suffer some harm or other adverse outcome. 

· Your medical history, treatment records, x-rays and any other material relevant to your care will be stored by the practice.  The practice privacy policy sets out how you can access your records or seek correction of your records.  

· The practice privacy policy sets out how you may complain about a breach of privacy and how the practice will deal with such a complaint. 

· As part of its electronic records system, the practice may rely on cloud storage providers located outside Australia.  The practice will ensure that any offshore transfer complies with its obligations under the APPs. 

· The practice Privacy Officer can be contacted at the practice during business hours if you have any concerns or questions about a privacy matter.

Please sign this form as confirmation that you have read and understood the above information and consent to the collection and use of your health information.

PATIENT / PARENT / GUARDIAN SIGNATURE: ______________________________________
PATIENT / PARENT / GUARDIAN NAME: ___________________________________________
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