awardorthodontics Patient information and Consent Form

Patient details Title: (circle) Mr, Mstr, Mrs, Ms, Miss, Dr, other please specify:

Parent details (if patient is under 18):

Father: (Mr, Dr.) Mother: (Mrs, Ms, Miss, Dr.)

SUMMAME ...t et e s e e SUMMAME ...ttt et et s e e
GIVEN NAMES ...ttt s s e e GIVEN NAMES ..ttt e e e e e
AAAreSS ...ttt st e AAArESS: ..ttt ettt st e
........................................................... Postcode creerent e nreene s nenenesennenesesesnerenesenseres POSTCO0 €t
Phone: (HOME).....ocuereeeetieieere ettt e nes Phone: (HOME)......cuiereericteeeee et eerens
(WOTK) ettt et ettt st er s e b e erans (WOTK) eeeve ettt ettt e sae b et ee b er e e b enes
(MODBIIE) ettt et e AV To] o 11 1= IR U U URUTURR
EMQileee e EMQile e e
In case of emergency, Please CONTACT: ... v iveiveierieiecce et v e ea e

Address for accounts if a person other than parent, please supply details:

Relationship to patient: (e.g. Guardian, AUNt, UNCIE, BLC.)...ciiviviiiiicie ettt et eereer e saesbeereeereeraens

Title: (circle) Mr, Mrs, Ms, Miss, Dr, other please specify:

SUINAME ..ttt First Name ..o
AGAI@SS ..ttt et e st bbb s b e ea s e SR e R st ehe et eb et ea b e e benses et ere s
TOWN et e e et s st e s e h sa e ehe e n s Postcode:......coveverinnicnenin.
Phone: (HOME)......covveveerverecie e, (WOTK) eveeveervetreieee e (MODIIE)eueereerectiieeeveeereerreee e,
EMNI@L e b e b e s e s e es e R s e R Rt R st b s e b s s en e eneae s
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awardorthodontics Medical history

What is the main reason for seeking this CONSUAtION? ........eeviiiiiiiiiiiiiiiiii s e ere e eeeerees
Has the patient had any orthodontic treatment in the past? Yes/No

LTV o | A =T Y 0 =Y o o PP
Who carried out this treatmMENT? ... ... e e e e e e e e e e e e e e aarbeaeeees seestestesseessensens
Have any other members of your family attended this practice for treatment? Yes/No

If y&S, WhO? (€. BrOther TOM) c..uuiiiiieiciiecitie sttt ett et e st e st e e st e e e sate e e saaeesaaeessaeesnsaeessseeesnseeesase sesesessesessessnans

Has the patient had or currently have any of the following?

Yes No Yes No
Rheumatic fever 0 g  High blood pressure O 0O
Epilepsy m ] Heart condition ] m
Asthma O O Bleeding disorder 0 O
Hepatitis O O  Arthritis O |
Diabetes O O  Immune disorders O O
Kidney Disease U Ll Speech problems o o
Radiation Treatment O 0 Accident involving teeth or jaws 0o O
Pregnant O O current smoker O U
AIDS/HIV 0O
Please specify any of the following if they apply:
Past & present illNesses & CONUILIONS:.......ccieiiirie ettt sttt e e e ste s tesrees et e s e s e stesbesasessanssannnnes
Past & present communicable diSEAsE SLAtUS .....ccicieciiieie et sttt se e stesre s s e s ten e e e saeenes
ANY AFUE QlEIGIES ... ettt e e s te e ete et e et et e e e aestesteaaseesees e asetesteaasarsansaestanseensstestesnsseseansenstestesneensens
ANY OTNEE @IS ettt et e et e s te stesaees e et aesbesse s steebesasaseeseessasnse e steeaeanseesensbennn steansensenees
FAN Ao d o T=T gl g T=To [Tor=1 oo o o L1 uTo ] o E-3 ORI
PrESENT MEAICATIONS: ... vttt e e e e s ettt b et ettt et et es et et eneeseeaeebe et sae st sbe st suesbesee st en
Medical Doctor’'s NamMe & PhoNE NUMBET ... ettt s e et b e e e st sas s e eesaen e e enn
Signature of patient (or parent/guardian if under 18 years of @ge).......cccveeveieeirieeciieecciee et et

PLEASE NOTIFY YOUR ORTHODONTIST IF AT ANY TIME THERE IS A CHANGE TO YOUR GENERAL HEALTH

Allan J Ward Award Orthodontics
(02) 6041 3433 607 Kiewa Street, ALBURY NSW 2640
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