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      Please note that all information on this registration form will remain strictly confidential and you will be contacted for an appointment.
	Surname
	
	Given Names
	

	Date of Birth
	
	Occupation
	

	  Phone (H) 
Phone (W) 
Phone (Mobile)
	
	Home Address
	

	Email address
	

	Health Fund
	
	Member Number:

	  Medicare Number:
	
	  Employing Company: 

	 Do you have any concerns                                

 regarding your dental health?
	


For Claiming Purposes (If you are not in a private health fund please contact us for pricing on the prevention package)
	When was your last dental visit?

	

	How long have you been in your private health fund?
	

	Have you used your private health insurance for dental in the last year?
	

	What level of cover do you have with your private health fund?
	

	Would you like us to contact you for a “NO GAP” prevention package via phone call or email?
	

	Have you ever had an OPG x-ray done at previous dental appointments, if Yes When?
	


 _____________________________________                                                 ___________________________________
 Patient Signature                                                                                      Date
  * No Health Fund – Prevention Package - $ 195

  * Prevention Package include – Exam, Scale/Clean, Polish, Fluoride, X-rays, Photos
�





Registration Form 


NO GAP Prevention Package
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