dr yUsupov
specialist orthodontist

To help us provide the best possible evaluation of your treatment needs, please answer
questions on of this form.

Title: QO Miss OMs QMrs OMr OMaster QDr Q Other

Surname: Given Name: Preferred Name:

Residential Address:

Postal Address if different to above:

Telephone: Home: Work: Mobile:
Fax: Email: Date of Birth:
Occupation: Employer:

Mothers Full Name: Occupation:
Telephone: Home: Work: Mobile:
Fathers Full Name: Occupation:
Telephone: Home: Work: Mobile:

Person responsible for paying accounts:

Address: (if different from above)

Your general dentist: Date of last check up:

Who recommended us to you?

Do you have dental cover? (If yes, which one?)

Dr Alexander Yusupov B.D.Sc. (Melb.), M.D.Sc. (Melb.)

Suite 3 Beller House 285 Carlisle Street Balaclava Victoria 3183
Telephone 03 9525 8666 Facsimile 03 95259858 Mobile 0425752535
www.dalexanderyusupov.com.au  alex@alexanderyusupov.com.au



Do you have or ever had:

Rheumatic Fever a No a Yes
Hepatitis a No a Yes
Heart Problems (eg: Murmur, Valves) a No a Yes
Allergic Reactions (eg: Medications) a No a Yes
Nasal Problems (eg: Adenoids, Sinuses) Q No Q Yes
Injuries to Jaws or Mouth a No a Yes
Any Serious llinesses a No a Yes
Are you on any medication a No a Yes
Are you having medical treatment a No a Yes
Are you a smoker? a No a Yes
Ladies, are you pregnant or hoping to be so? U No a Yes
Have you had previous orthodontic opinion/treatment QO No a Yes

In your own words, what concerns you about your teeth? OR What is the purpose of your visit
today?

Who is concerned about your teeth and/or jaws?

Q Yourself Q Your family Q Your dentist

Please note that our policy is to receive payment on the day of treatment.
We accept cash, Eftpos, Cheque, Visa, Mastercard, Bankcard, Diners and Amex.

SIGNATURE: DATE:

If under 18 years of age, the parent/guardian must sign this form.
Thank you for providing this important confidential information.



