
VC Dental East Gosford 
Suite 10 Victoria Court, 36-40 Victoria St East Gosford 2250 
 
Welcome to VC Dental 
Please take your time to complete this questionnaire accurately as it will assist us in 
providing you with optimum dental care. 
 
PERSONAL HISTORY  
 
Mr, Mrs, Ms, Mst, Dr, Prof: _____________________________________________________ 
 
Full Name: ____________________________________________________________________ 
 
Home Address: ________________________________________________________________ 
 
Mailing Address: _______________________________________________________________ 
 
Email address: _________________________________________________________________ 
 
Home Phone Number: __________________________________________________________ 
 
Mobile Phone Number: _________________________________________________________ 
 
Work Phone Number: __________________________________________________________ 
 
Preferred Contact please circle: PHONE TEXT        EMAIL 
 
Occupation: ___________________________________________________________________ 
 
Employer: ____________________________________________________________________ 
 
Date of birth: __________________________________________________________________ 
 
Nearest Friend/Relative (Not at your address) 
 
Full Name: ____________________________________________________________________ 
 
Address: ______________________________________________________________________ 
 
Phone Number: ________________________________________________________________ 
 
Do you have private health insurance? ____________________________________________ 
 
If yes, name of health fund: ______________________________________________________ 
 
Were you recommended to this practice? _________________________________________ 
 
If yes, by who? _________________________________________________________________ 
 
If not, how did you discover this practice? ________________________________________ 
 
 
MEDICAL HISTORY                        

 
Have you had any serious health problems? Past or Present?                    YES         NO                                                 
 
If yes, please specify: ____________________________________________________________ 



 
Do you take any medication regularly?                                                                   YES         NO   
                                               
If yes, please specify: ____________________________________________________________ 
 
Have you had any bad reactions to medication or treatment before?                  YES         NO    
 Penicillin            YES       NO 
 Local Anaesthetic                                               YES        NO 
 Antiseptics            YES        NO 
 Latex                                            YES        NO 
 
Have you ever suffered from? 
 
Any long standing illness              YES         NO        
______________________________________________________________________________                                          
Heart condition            YES         NO   
(Ischaemic heart disease / congestive heart failure)          
______________________________________________________________________________                                      
Rheumatic Fever                         YES         NO         
______________________________________________________________________________                                         
Blood Disease                         YES         NO   
If YES are you being treated by a doctor at present?                   YES         NO       
______________________________________________________________________________                                         
Blood Pressure Problems                       YES         NO       
______________________________________________________________________________                                           
Diabetes                         YES         NO      
______________________________________________________________________________                                            
Liver or kidney problems                                   YES         NO    
______________________________________________________________________________                                              
Asthma/any lung Condition                       YES         NO          
______________________________________________________________________________                                        
Immune system deficiencies                                   YES         NO         
                                         
Are you at present under any medical treatment?                                                 YES         NO        
                                          
Do you suffer from, or have any reason to suspect hepatitis, AIDS or any other infectious 
disease? _______________________________________________________________________ 
 
Ladies, are you pregnant? If so, how many weeks? ___________________________________ 
 
Do you have any allergies? _______________________________________________________ 
 
Do you smoke, If yes how many daily? _____________________________________________ 
 
Who is your doctor? (Name, Phone number, Address) 
_____________________________________________________________ 
 
All the information I have stated above is true & correct. Please inform us if there is any 
change to you medical history. 
 
Signature: ____________________________________________ Date: ___________________ 
 
Thank you for taking the time to complete this form. All information on this form is 
considered confidential. Please note: Due to high costs of surgery operations, a fee will apply 
for cancellations with less than 48 hrs notice. 
Accounts are to be settled at time of treatment. 
 


