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STELLAR SMILES 
312 North East Road, Klemzig SA 5087 • (08) 8261 7987 

NEW PATIENT REGISTRATION FORM 

Please complete all sections in full. All information is kept strictly confidential. 

PATIENT INFORMATION 

  
Last Name 

  
First Name 

  
Middle Initial 

  
Preferred Name 

  
Date of Birth (DD/MM/YYYY) 

  
Sex 

  
Home Address 

  
City 

  
State 

  
Postcode 

  
Home / Mobile Phone 

  
Work Phone 

  
Email Address 

  
Preferred Method of Contact:  ☐ Phone   ☐ Email   ☐ Text Message 

  
Referred By (if applicable) 

Are you of Aboriginal and/or Torres Strait Islander origin? 
☐ No   ☐ Yes – 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?   ☐ No   ☐ Yes – please describe any support or access needs: ____________________ 
Do you speak a language other than English at home?   ☐ No   ☐ Yes – language: ______________   ☐ Interpreter required 
Is there a cultural, ethnic or other diverse background you'd like us to be aware of?   ☐ No   ☐ Yes – details: ____________________ 
Asked of all patients to help us identify and support any additional accessibility or communication needs. 

EMERGENCY CONTACT 

  
Name 

  
Relationship to Patient 

  
Phone Number 

RESPONSIBLE PARTY (IF DIFFERENT FROM PATIENT / FOR MINORS) 

  
Name 

  
Relationship to Patient 

  
Date of Birth 

  
Address (if different from patient) 

  
Phone Number 

MEDICARE 

  
Medicare No. 

  
Reference No. (Position on Card) 

  
Expiry Date 

DENTAL INSURANCE 

  
Name of Insurance Company 

  
Policy Number 

  
Reference Number 
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DENTAL HISTORY 

  
Name of Previous Dentist 

  
Date of Last Dental Visit 

  
Reason for Today's Visit 

In pain / dental emergency today? ☐Y ☐N          Fear or anxiety about dental treatment? ☐Y ☐N 
Serious reaction to past dental treatment? ☐Y ☐N          Gums bleed when brushing/flossing? ☐Y ☐N 
Grind or clench your teeth? ☐Y ☐N          Teeth sensitive to hot/cold/sweets? ☐Y ☐N 
Mouth feels dry? ☐Y ☐N          Had orthodontic (braces) treatment? ☐Y ☐N 
Jaw clicking, popping, or pain? ☐Y ☐N          Interested in cosmetic/whitening info? ☐Y ☐N 

MEDICAL HISTORY 

Your answers are confidential and help us provide safe dental care. 
  
Physician's Name 

  
Physician's Phone Number 

Currently under a physician's care? ☐Y ☐N          In good general health? ☐Y ☐N 
Change in health in the past year? ☐Y ☐N          Taking any medications/supplements? ☐Y ☐N 
Pregnant or nursing (if applicable)? ☐Y ☐N          Use tobacco products? ☐Y ☐N 
Use recreational/controlled substances? ☐Y ☐N          Taken bisphosphonates (e.g., Fosamax)? ☐Y ☐N 
Advised to pre-medicate before dental care? ☐Y ☐N 
  
List current medications & dosages 

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

Please check any of the following conditions you have or have had: 
☐ AIDS/HIV Positive ☐ Anaphylaxis ☐ Anemia ☐ Arthritis 
☐ Artificial Heart Valve ☐ Artificial Joint ☐ Asthma ☐ Blood Disorder 
☐ Cancer ☐ Chemo/Radiation ☐ Chest Pain ☐ Cold Sores 
☐ Diabetes (I/II) ☐ Easily Winded ☐ Emphysema ☐ Epilepsy/Seizures 
☐ Excessive Bleeding ☐ Fainting/Dizziness ☐ Glaucoma ☐ Head/Neck Injury 
☐ Heart Attack ☐ Heart Murmur ☐ Pacemaker ☐ Heart Disease 
☐ Hemophilia ☐ Hepatitis A/B/C ☐ High Blood Pressure ☐ Kidney Disease 
☐ Liver Disease ☐ Low Blood Pressure ☐ Mitral Valve Prolapse ☐ Osteoporosis 
☐ Persistent Cough ☐ Psychiatric Care ☐ Recent Weight Loss ☐ Renal Dialysis 
☐ Rheumatic Fever ☐ Rheumatism ☐ Shortness of Breath ☐ Sinus Trouble 
☐ Sleep Apnea ☐ Stomach/Intestinal Disease ☐ Stroke ☐ Swollen Ankles 
☐ Thyroid Disease ☐ Tuberculosis ☐ Ulcers ☐ Other (specify below) 
  
Other medical conditions not noted above 

To the best of my knowledge, the above information is accurate. I understand that providing incorrect information can be dangerous to my (or my dependent's) health, and it is my responsibility 
to inform this practice of any changes in medical status. 

  
Patient / Guardian Signature 

  
Date 
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CONSENT FOR EXAMINATION & TREATMENT 

I authorise the dentist and staff to perform the diagnostic procedures, examination, and treatment necessary for proper dental care. I understand that a treatment plan 
and associated fees will be discussed with me prior to any elective treatment, and that dentistry is not an exact science and no guarantees have been made regarding 
outcomes. 

ASSIGNMENT OF BENEFITS & FINANCIAL POLICY 

I authorise payment directly to this practice of insurance/Medicare benefits otherwise payable to me. I understand I am financially responsible for all charges whether or 
not paid by insurance, and that estimates are not a guarantee of coverage. Payment is due at the time services are rendered unless other arrangements are made in 
advance with our billing office. 
I understand this practice requires 24 hours' notice to cancel or reschedule an appointment, and that a fee may apply for missed appointments without adequate notice. 

PRIVACY NOTICE ACKNOWLEDGMENT 

I acknowledge that I have been provided with, or offered, a copy of this practice's Privacy Policy, which describes how my personal and health information is collected, 
used, and disclosed in accordance with the Privacy Act 1988 (Cth) and the Australian Privacy Principles. 
  
I authorise release of my information to (name / relationship) 

PHOTOGRAPHY, RADIOGRAPH & RECORDS CONSENT 

I consent to the taking of dental radiographs (X-rays), intraoral/extraoral photographs, and study models as deemed necessary by the treating dentist for diagnosis, 
treatment planning, and record-keeping. 
By signing below, I certify that I have read, understood, and agree to the consents and policies stated above, and that the information in this registration packet is true 
and complete to the best of my knowledge. 

  
Patient / Legal Guardian Signature 

  
Date 

  
Printed Name 

  
Relationship to Patient (if signing for a minor) 

For Office Use Only 

  
Reviewed by (staff initials) 

  
Date Entered into System 

  
Chart Number 

 


