CONFIDENTIAL PATIENT INFORMATION

Patient Name: Birth Date:
Last First Mi DD MM YYYY
How do you prefer to be addressed? Male [J Female [J
Family Status: Single Married Separated Divorced Widowed
Address:
Street Apartment #
City Province Postal Code

Social Insurance Number - -

Phone (Home): ( ) (Work): ( ) Ext:

Is there a best time to call?

Phone (Facsimile): ( ) Email: @

Preferred appointmentdays: [IM LT OOw OT OF [1Any day

Emergency Contact: Phone (Home): ( )
Last First

Referral Information
Whom may we thank for referring you to our practice? [ Another patient, friend [] Dentist ] Other
Name of the person or office referring you to our practice:

Insurance Information

Primary Insurance
Insured Name: Birth Date:
Last First MI DD MM YYYY

ID #: Group #: Insurance Company Name:

Social Insurance Number # - -

Address:

Street Apartment # City Province Postal Code
Insured's Employer Name:
Address:

Street Apartment # City Province Postal Code

Patient's relationship to insured: [] Self [] Spouse [I] Child [ Other

Secondary Insurance

Insured Name: Birth Date:
Last First MI DD MM YYYY

ID #: Group #:
Social Insurance Number - -
Address:

Street Apartment # City Province Postal Code
Insured's Employer Name:
Address:_

Street Apartment # City Province Postal Code

Patient's relationship to insured: [J Self [ Spouse L[] Child [] Other

Financial Policy
Examination fees and any other services performed without previous financial arrangement are payable at the time of
service. Patients with dental insurance benefits understand that all dental services furnished are charged directly to the
patient and that he or she is personally responsible for payment of all dental services. This office will help prepare the
patients insurance forms. Services are not provided on the assumption that fees will be paid by an insurance company. My
dental care insurance carrier or payor of my dental benefits may pay less than the actual bill for services. | understand that |
am financially responsible for payments in full of all accounts.

Release
| authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care.
Diagnostic procedures may include photographs, which may be later used for lecture or teaching purposes. | authorize
release of any information concerning my health care, advice and treatment only to another dentist or physician. By signing
the statements, | revoke all previous agreements to the contrary and | attest to the accuracy of the information on this page.

Patient or Guardian’s Signature Date: / /
DD MM YYYY




MEDICAL HISTORY

Patient Name Preferred Name Age
Name of Physician Telephone
Most recent physical examination Purpose
What is your estimate of your general health?  [] Poor (] Fair [] Good
HAVE YOU EVER HAD THE FOLLOWING: YES NO YES NO
1. hospitalization for illness or injury ............... o O 24. stomach or duodenal ulcer ...................... o ad
2. allergic reaction to 25. digestive disorders ............cccceveeeiininnnn.. 0 O
[0 aspirin, ibuprofen, acetomenophen 26. arthritis .............ccoeeeeeiiieeeeeeieeeeen.. 0 0
O  penicillin 27. glauCOMa ....coviinii e e e O O
[0 erythromycin 28. contactlenses ..................................... O O
[J tetracycline 29. head or neck injuries ...................ecuvne. O O
]  codeine 30. epilepsy, convulsions (seizures) ............... O 0O
[J  local anesthetic 31. viral infections and cold sore .................... o a
[0 fluoride 32. any lumps or swelling in the mouth ............ o O
[0  metals (gold, stainless steel) 33. hives, skin rash, hay fever ....................... o 0O
L latex 34. veneral diSease ..........ccooveiiiiiiiii i o O
[0  other medications 35. hepatitis (type ) ISR I B
3. heartproblems ..........cocoeviiiiiiii e 0 O 36. HIV /AIDS ...ttt e e e o 0O
4. heart MUImMUI ....ooeee e e e o O 37. tumor, abnormal growth ......................... 0 0O
5. rheumatic fever .................... o O 38. radiation therapy .........ccocoeeeeieiiiiieeinnnn o O
6. scarletfever .......ccccoceeeiiiiiiiicieen 0 O 39. chemotherapy .......cccccoeevvviiiiieneee e 0 0
7. high blood pressure ...................o O O 40. emotional problems ..........c.ccoceeiiiiiiinnnn. o 0O
8. low blood pressure ............cceevveeene.. 0 O 41. psychiatric treatment ...................coeeninn. o o0
9. astroke PP I B 42. antidepressant medication ....................... O O
10. artificial prosthesis (heart valve or joint) ...... O O 43. alcohol / drug dependency ................ccc..... O O
11. anemia or other blood disorder ................. o O
12. prolonged bleeding due to a slight cut ........ o 0O ARE YOU:
13. emphysema .......coocvveeveiiiiiiee e 0 O 44. presently being treated for any illness ........ O O
14. tuberculosis ..........ccoccevviiiiieiiiiieee. . 0 O 45. aware of change in your general health ...... O O
15. asthma ..oo.cooeeveeiiiiieee e 0 O 46. often exhausted or fatigued ..................... O O
16. sinus problems ... 0 O 47. subject to frequent headaches ................. 0 O
17. kidney diS€ase ..........ccoeeiiiiiiiii i O O 48. a smoker (cigarettes/day ) . O O
18. liver diSBASEe ..........uvivvivriinieeiiiiiieie i, O 0O 49. considered a touchy person ..................... O 0O
19. JAUNDICE ..ovviieiie e O 0O 50. often unhappy or depressed .................... O 0O
20. thyroid or parathyroid disease ................... O O 51. easily upset orirritated ..........c.cocceveen. 0 O
21. hormone deficiency ..........ccooeveeiii e ieennn O O 52. FEMALE: - taking birth control pills ........... O O
22. high cholesterol  .......cooiiiiiiiis O O 53. FEMALE: - pregnant ...........c.coeeeeeeeuneennns O O
23. diabetes ....coeviiiiiiiiiiee . O O 54. MALE: - prostate disorders ...................... 1 [

Please describe any current medical treatment, impending surgery or other treatment that may affect your dental treatment.

List any medication, herbal supplements, and or vitamins taken within the last two years

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY
OR ANY MEDICATIONS YOU MAY BE TAKING
Patient’s Signature Date

Doctor's Remarks

Doctor’s Signature




DENTAL HISTORY

Referred by

Previous Dentist How long

Most recent dental exam Most recent dental x-ray

Most recent dental treatment

How often do you have your teeth cleaned? [13mo. [J4mo. [J 6mo. [11 yearorlonger
WHAT IS YOUR IMMEDIATE DENTAL CONCERN?

PLEASE ANSWER YES OR NO TO THE FOLLOWING: Y
unhappy with the appearance of yourteeth ...,

1
2. unfavorable dental eXperienCes ..........oooiiii i
3. dental fears . .
4. problems W|th effectweness or bad reactions to dental anesthetu: ........
5. orthodontic treatment (braces), when ...,
6. periodontal (gum) treatment, when ......... ..o
7. bleeding gums . .

8. avoid brushmg any part of your mouth .............................................
9. part of your mouth is sensitive to temperature .............coocoeiieiiiineieens
10. SOrE tEELN .ot
11. a burning sensation in your mouth ...
12. difficulty SWallOWING ... e e e e e e
13. an unpleasant taste or odor in your mouth ...,
14. dry mouth, throat, and Or €Yes ..ot
15. jaw problems (temporomandibular joint) ...,
16. difficulty opening your mouth widely ...
17. stiff neck muscles . .

18. awaken with an awareness of your teeth OF JAWS .ottt e e
19. tension headaches ....... ..o

20. clench or grind your teeth ....... ... e

21. jaw clicking OF POPPING .. en et et et e et e e e e e ee e ee e

22. lost any teeth . e

23. do you sweat or tremble a Iot durlng examination ...
24. do strange people or places make you afraid .............cocoii i,

O000000000000oDOooDOoooooooay
O00D000000000D0DO00oOoO0oOoooDooogg

SUPPLEMENTAL DENTURE HISTORY:

If you are wearing a partial or complete artificial denture, please complete the following:

YES NO (Please check Yes or No)
O [0 Has your present denture been relined? When
O [J Is your present denture a problem? Describe
O [0 Satisfied with the appearance?
() [] Satisfied with the comfort?
U [] Satisfied with the chewing ability?

When did you receive your first partial or complete denture?

How long have you worn your present denture?

Patient’s Signature Date

Doctor's Remarks

Doctor’s Signature




