




Your details

Your last name:

Date of birth: Gender:

Your first name: 

Age:

Address:

Suburb: Postcode:

Mobile number:

Medical information

Are there any significant medical issues we should be aware of? 

If yes, please provide details:

Yes No

Do you have any concerns regarding your teeth, gums or mouth? 
Yes No

If yes, please provide details:

Do you have any allergies? This includes food, medicines, and/or products, e.g. latex, Band-Aids, 
colophony, rosin, milk protein (casein)

Yes No

If yes, please provide details:

Have you had a fluoride varnish application in the last six months?
Yes No

FLUORIDE VARNISH

Adult information

Have you been to hospital due to asthma in the last 12 months? 
Yes No

If yes, please provide details:

Do you have asthma?
Yes No




