Stellar Smiles — Medical History Update

STELLAR SMILES

312 North East Road, Klemzig SA 5087 « (08) 8261 7987

EXSISTING PATIENT MEDICAL HISTORY UPDATE FORM

To be completed by all existing patients every 6 months, or sooner if your health status changes

PATIENT DETAILS

Patient Full Name Date of Birth Today's Date

Are you of Aboriginal and/or Torres Strait Islander origin?

[0 No [OYes—Aboriginal [ Yes— Torres Strait Islander [ Yes—Both [ Prefer not to say
Asked of all patients as part of our commitment to culturally safe care.

PATIENT BACKGROUND & ACCESSIBILITY

Do you identify as a person living with disability? [0 No [ Yes — please describe any support or access needs:

Do you speak a language other than English at home? [0 No [IYes-language: [ Interpreter required

Is there a cultural, ethnic or other diverse background you'd like us to be aware of? [0 No [ Yes— details:
Asked of all patients to help us identify and support any additional accessibility or communication needs.

Has there been any change to your medical history since your last update? [ Yes [ No
If yes, please complete the relevant details below. If no, please still review and re-confirm each section.

PHYSICIAN & MEDICATIONS

Physician's Name Physician's Phone Number

List current medications & dosages

List all allergies (medications, latex, foods, etc.)

HEALTH SCREENING

Currently under a physician'scare? O YO N In good general health? O YO N

Change in health in the past 6 months? 0 YOO N Taking any medications/supplements? 0 YO N

Pregnant or nursing (if applicable)? 0 YOO N Use tobacco products? O YOOI N

Use recreational/controlled substances? 0 YOI N Taken bisphosphonates (e.g., Fosamax)? OO0 YOOI N

Advised to pre-medicate before dental care? 00 YOO N Hospitalised or had surgery recentlyl] YOI N

Please check any of the following conditions you have or have had (update as needed):

[ AIDS/HIV Positive [ Anaphylaxis [ Anemia I Arthritis

[ Artificial Heart Valve O Artificial Joint O Asthma O Blood Disorder
[ cancer [J Chemo/Radiation [ Chest Pain [ Cold Sores

[ Diabetes (1/11) [0 Easily Winded [0 Emphysema [ Epilepsy/Seizures
[ Excessive Bleeding [ Fainting/Dizziness [ Glaucoma [J Head/Neck Injury
[ Heart Attack [ Heart Murmur [ Pacemaker O Heart Disease

[ Hemophilia [ Hepatitis A/B/C [ High Blood Pressure [ Kidney Disease
[ Liver Disease [ Low Blood Pressure [ Mitral Valve Prolapse [ Osteoporosis

[ Persistent Cough O Psychiatric Care [ Recent Weight Loss [ Renal Dialysis

[0 Rheumatic Fever [0 Rheumatism [ Shortness of Breath O Sinus Trouble

[ Sleep Apnea [ Stomach/Intestinal Disease [ Stroke I Swollen Ankles
[0 Thyroid Disease [ Tuberculosis [ Ulcers [0 Other (specify below)

Other medical conditions not noted above

To the best of my knowledge, the above information is accurate and complete. | understand that providing incorrect information can be dangerous to my health, and it is my responsibility to
inform this practice of any changes in medical status.

Patient / Guardian Signature Date
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