FOIRME THALRY s IERa

NAVILLIGT L

SOFTWARE COMPATIRLE PATIENT QUESTIOANATRE -

WELCOME TO OUR DENTAL OFFICE

The persenal information provided helisy will be protected and kept private by our office. A information will be used and disclosed responsibly
acenrding tn the Privacy Act standareds set up and monitored by onre affice,

MrQ Mrs.pg Missg Ms.g Drpg Given Name: Marital Stafis:
Surname: Fronunciation: Prefer to be called
Address: e (Apr {City) (Fastal Cunde)
Home Phone: ( Y - Work T'hone: { ) - X Date of Birth:_~ /  {
Fax: ( ] - Other: { ) - X OMale O Female [0 Adule O Child
Employer / Schoal: Creecupation:
eMail Address: Contact Method
Who may we thank for referring you to this office?
Avre you likely to be available on short notice for fulure appointments ? O es O Mo
Family Physician: Phone: { y___ =
In Case of Emergency Notify: Relation: __ Phone: { )] -
Person responsible for this account: [ Self OSpouse  pParent  [Legal Guardian [ Other:
Mame: 1 {lrat izl Relation:
Address:iseen {Apnt) it | Povatal Cauleh
Home Fhone: ( ] - Work Phone: { ] - X . %
Primary Insurance Secondary Insurance
Subscriber: Date of Birth: Subscriber _ Dateof Birth:
Relation: gSelf [Spouse Other - Eelation: [ Spouse Other: -
Subscriber 1.D. SIN Subscriber LD, SN
Tnsurance Co: Insurance Co;
Policy/Plan #: Division/Seet, : Policy/Plan #: _ Division/Sect, #:
Are You Familiar with Your Plan Details? pYes pNo  |dre You Familiar with Your Plan Details? qves gie

Method of Payment g Cash g Cheque g Credit Card: Number: Exp.:

MEDICAL HISTORY ALL INFORMATION TS CONFIDENTIAL

The following information is required by the dentist to assist in proper diagnosis and treatment, YESNO

1. Have you ever had a serious illness requiring hospitalization or extensive medical care? ... O 0O
Please specily: -

2. Are vou presently under the care 0 8 PRySICIART ..o i s s b et b e o et em o s e eoee e e et O O
If 50, please explain:

3. llave you had a medical examination i1 Bhe [B8E WEAET . e es s o s e oo e st ae e e et e smeeesamaessares O O

4. Doyouuse any prescrplion or non-prescriplion drmgs TEEUEATIET Lo e st e e seeseeeeeseeseeaes o O
Please specify:

3. Doyouhave any aﬁérgic conditions: e.g. hay lever, skin rash, food allergics, metal, latex? .. .o, R O 0o

6. Do any allergic reactions result in headaches, shoriness of breath, chest constriction, nausea? i O 0O
Please specily:

7. ‘Haveyowbeenhospitalized it the 1ast 5 yeansT c i i i e i s it v s e diatnts O 0O
Please specify:

8. Have you ever experienced any unusual reaction to any of the following? (Please cirele) e, O O
local anaesthesia (freezing), aspitin, penicillin, codeine, sulpha drugs, barbiturates (slecping pills), or
any other medicine? Il so please explain

8. Llave you been warned against taking any drig of mediCEHONT ..o s st res et e rermes e smsesmestes 0 0O

10, Do you bruise sasily or bleed abnormally? .o s s e O O

11, Do you require pre-medication For dental IealimEitT .o e va e ssr e e s e emtesmtesmsn s me s s e ssbesntesnteins u

PATIENT REGISTRATION ~ gornsmes  MEDICAL / DENTAL HISTORY




Yes Mo
[2. Have vou ever had anv organ implants or medical Implants? oo e o O
B Hiaste Sl mver aimbed B o L L ; O 0O
[ Doyt ankles SWELL . s s sisioionineni o s bs i s suss v sh sy St b v B 6L R TR |
15. Do you experience shortness of breath or chest pain when taking a walk or climbing SULEST oo O 0
H: Bocion:have fTeguentheadadiend e S s i e e e O 0O
17, Do you have ALTES. or have you ever tested positive for FLLV.T oot 0
8. Do vou have any of the Tollowing? Please check any that 8DPTY o st e reemeeres O
g Heart Murmur or Mitral Valve Prolapse 0 Malignant Hyperthermia O Epilepsy or Seizures O Herpes
[ *tomach / Intestinal Problems / Ulcers O Drug / Alcohol Dependency g Liver Discase O Sinus Trouble
OJoint Replacement (hip, knee, ete.) 0 Venereal Disease 0 Lleart Attack 0 Stroke
g Mental ar Mervous Disorder (] Lung Disease (i.e. Asthma) O Cold Sores O Kidney Problems
O High Blood Pressure O Thyroid Discasc 0 Jaundice O Emphysema
O Low Blood Pressure g Arthritis or Rheumatism O Tuberculosis O Glavcoma
g Hyper ihypo) Glycemia [ Scarlet or Rheumatie Fever O Hepatitis A,B.C ] Diabetes
0 Cortisone/Steroid Therapy O Cancer/ Chemotherapy 0O Other:
P9 Have you had any injury, surgery or 5-ray (herapy 10 YOUT FICE OF JAWET i i et et e e et seesma e O 0O
20, Do you have any disease. condition, or problem that vou think the doctor should know about? L, O O
21 WOMEN OMLY - Are you pregnant or suspect you might be? 1F 50, what month are you in? 0O 0
Are voutaking birth control pillsT .. O 0O
AT WO TIUTSITHET Lo ovssiasein e sssarsi s s s e en ettt e et et e rm et memtrmntras s s O O
DENTALHISTORY
Yes No
1. Reason for today's visit: O Exam QCleaning [QEmergency [Other_
Are you presently having dental painT i iiiidio i i i S i it e e s b e e O 0
Is there a dental problem you would like to take care of as 5000 a5 PoSSIBIET i O O
Please specifv: L
2. How frequently do vou see your dentist? 6 months gYearly ppOther B
Last dental visit:
Last cleaning: Full mouth series of x-rays:
3. How often do you brush your 1LLl|'J Floss?
4. Do s DIEE ensl . . e s st s b s S R Ve O o
3. Areyour teeth sensitive fo; OHot OCeld OBiting OSweets? e 0
6. Do you feel you have bad breath at Wmes? e e O
7. Have you ever had jaw joint surgery? ..., FETSTICR S O
&, Do youw have pain in your jaw limnlb or suller [rom migraine headaches? e, O
9. Doés any part of your mouth hurt when clenched? . 0
10, Does vour jaw crack or pop when opened widely? .o, O
11. Have you had: [0 Braces [ Oral surgery O Gum treatment [JRootcanal ......... O
12, Do you grind or elench your teeth during the day or night? ., 0o
. Boyotsmoke) Mamiberperdnys - T L e T e e 0
14, Do vou or does any family member have a problem with SHoringT e et |
15. Have you ever experienced any growths or sore spots in your mowth? 1fso, where? O
16, Previous problems with dental treatment? Specily: - O
17. Are you satisfied with the appearance of 3our 1IN ..o e e e e e 0O o

Please specify:
18, Other Dental Concerns:

Brivacy Act Notilication: | have been informed ol the privacy policy of this office and understand that all information | have supplied will be used
and disclosed as sel oul within this office policy.

Office Policy: Your appomiment lime will be reserved for you. If vou are unable to keep the appointment we will require 48 hours notice, otherwise
il mary be necessary to charge for the time lost

Paticnt Release: 1, the undersigned, certify that T have provided an accurate and complete personal and medical-dental history and have not
Enowingly omitted any information. | have had the apportunily 1o sk questions and receive answers o any questions regarding my ‘medical-dental
history. | authorize the dentist to perform dingnostic procedures and treatment as may be necessary [or proper dental care. | also understand thn
consultation with my medical dector may be reguired, and [ consent (o my ph}la]uan being contacted as necessary, | understand that responsibility
lr payment forr the dental services prow ided for myself and my dnpendams is mine, and [ will assume responsibilit for fees associated with these

SCTVICEE,
I¥ate :| il !

iSignatore) O PATIENT O PARENT 0O GUARDIAN REVIEWING DENTIST




