
HEALTH HISTORY QUESTIONNAIRE
CONFIDENTIAL - PLEASE ANSWER ALL QUESTIONS
	

Name:	................................................................................................................................................................................................................................................................................... Date of Birth:      /     /       
	 (Title)	 (Surname)	 (Given name)

Address:..........................................................................................................................................................................................................................................................................................................................................................................................

........................................................................................................................................................................................................................................................................................................................................................................................................................

Home no.: ..................................................................................................................................................  Work no.: ........................................................................................................................................................................................

Mobile no.: ................................................................................................................................................  Email: ....................................................................................................................................................................................................

	
Name and address of referring doctor or dentist:

........................................................................................................................................................................................................................................................................................................................................................................................................................

Name and address of doctor:

........................................................................................................................................................................................................................................................................................................................................................................................................................

PLEASE CIRCLE

Is this consultation related to an ACC claim? Yes  /  No

Do you have private medical insurance? Yes  /  No

Are you being treated for any medical condition at present? Yes  /  No

Do you carry a special health card or medic alert bracelet? Yes  /  No   

Ground Floor
Quay Park Health
68 Beach Road
Auckland 1010

T	 09 369 5566
F	 09 369 5570
E	 contactus@aoms.co.nz
W	 aucklandoms.co.nz

John Edwards
BDS, FDSRCS (Eng), FRACDS

Quay Park Health
T	 09 369 5566

John Harrison
MDS (OMFS), MB ChB, FRACDS (OMS)

Quay Park Health
T	 09 369 5566
&
15 Rata Street
New Lynn
T	 09 827 1478
&
51 Corinthian Drive
Albany
T	 09 448 1128

Chris Sealey 
BDS, MB ChB, FDSRCPS, FRACDS (OMS)

Quay Park Health
&
Manukau Super Clinic
Great South Road
Manurewa
T	 09 277 1648

Cameron Lewis
BSc, MDS, MB ChB, FRACDS (OMS)

Quay Park Health
T	 09 369 5566

Have you ever had any of the following?

Heart trouble or heart murmur Yes  /  No Rheumatic Fever Yes  /  No

Artificial heart valve Yes  /  No Bleeding disorder Yes  /  No

Jaundice or Hepatitis Yes  /  No Diabetes Yes  /  No

Fits or Epilepsy Yes  /  No Asthma Yes  /  No

Artificial joint replacement Yes  /  No Other serious illness Yes  /  No  
  If YES to any of the above, please provide details:

........................................................................................................................................................................................................................................................................................................................................................................................................................

........................................................................................................................................................................................................................................................................................................................................................................................................................

Have you ever had a General Anaesthetic? Yes  /  No

Have you ever had any previous operations? Yes  /  No

Have you ever had treatment or taken medication to prevent bone loss or correct osteoporosis? Yes  /  No

Have you taken any tablets or medicines (including non-prescription) in the last 6 months? 
If YES, please list:

Yes  /  No

  

........................................................................................................................................................................................................................................................................................................................................................................................................................

........................................................................................................................................................................................................................................................................................................................................................................................................................

Have you ever had a reaction to any of the following?

Penicillin or other antibiotics, aspirin or any other tablets Yes  /  No

Any medicines, injections or sticking plaster Yes  /  No

Have you ever had a bad reaction during dental treatment? Yes  /  No

Have you ever had any reason to believe that you may be at risk from HIV Infection? Yes  /  No

Do you smoke? Yes  /  No

Females

Are you pregnant? Yes  /  No

Are you taking the Oral Contraceptive Pill? Yes  /  No

The information I have given is true and correct to the best of my knowledge.

Signed:			    Date :      /     /      


