Welcome

' To help us meet all your healthcare needs, please fill cut this farm completely in ink. If you have any questions or

need assistance, please ask us ona we will be happy 1o help.

Palient
Nurmber
Name __ Date
SS4/SIN Birthdate Home Phone
State/ Zip/
Address City Prov. P.E.
Email __ Cell Phane e
Check Appropriate Box: ! Minor ! Single [ | Merried || Separated ;_fDi'vorccd [ Twidowed
; State: ;
It Student, Name of School/ College City Frov. _Full Time L] Part Tin
Palient or Parent/Guordion’s Employer Wark Phene
State/ Zin/
Business Address City Prov. F’E.
Spouse or Parent!Guardian's Name Emplaysr Work Phane
Whom May We Thank for Refersing You?
Person to Contact in Case of Emergency Fhane
Relaticrship
MNome of Person Responsible for this Account L 1o Potient
Adddress Home Fhone
Email Cell Phore
Driver's Licenze # Birthdate Fironcial Inshitution _
Employer Work Fhane SS#/SIN
Is this Person Currently o Patient in our Offize? {1 No

For your convenignce, we offer the following methads of payment. Flease check the option you prefer. Payment in full at each appaintment.

__Cash | Personal Check

Mame of Insured

Credit Card

[Twisa [ MosterCard

I 'wish to discuss the office’s payment pelicy,

Relationship
io Patient

Birthdate S5#/SIN

Date Empleyed

MName of Employer

Union or Local #

Employer Address

Ciy

Work Phone

Stote/
Prov.

Insrance Company

Group #

Ins. Ca. Addres:

City

Pelicy/1D#

Statef
Fraw,

How Much is Your Deduciible?

How Much Have You Used?

Max. Annual Benafit

Do You Have Any Additianal Insurance?

MName of Insured

'MNo  If Yes, Complete the Following

Birthdoie

Name of Employer

Employer Address

Insurance Company

Ins. Co. Address

How Much is Your Deductille?

How Much Have You Used?

Over Please

Yes
- Relaficnship
fo Potient
S5#/SIN Dote Employed
Union or Locol # Wark Phone
State/ Zip/
City Prov. Pfg.
Group # Palicy/|0#
] State/ Z?f
City Prov, P

Max. Annual Benefi




Patient Medical History

Physician

Office Phane

1. Are you under medical treatment now?

2. Hove you ever been hospilolized for any surgical
cparcticn or seriops iflaess within the last § yeors?

If yes, please exglain

Date aof Last Exam

Ye_s Mo

3. Are you faking any medicotion(s) including
nen-prescriplion medicine?

If yes, what medicakion[s] are you loking?

. Have you ever token Fan-Fhen/Redux?
. Do you use lebacco?

. Do you use conirolled substonces?

U v S [

. Are you wearing cenlact lenses?

8. Do you have or hove you had ony of the fallowing?

1=
-]
o

No

High Bload Pressure
Heart Attock
Rheumalic Fever

Swellan Ankles
Fainling/Seizures
Asthma

Low Blood Pressure
Epilepsy/Comlsions
Leukemia

Dicbetes

Kidney Diseases
AIDS ar BIV Infecticn
Thyrand Froblam !

i

Patient Dental History

Name aof Previcus Dentist and Lacalian

Heart Diseose

Cardhoe Pocemaker

Heart Murmur

Angina

Frequenly Tired

Anemic

Emphysama

Cancer

Arlhritis

Jzint Replacamant ar Implanl
Hepotitis/ioundice

Sexvally Transmifted Disease
Stomach Troubles/Ulcars

9. Are you allergic o or hava you hod cny reaciions 1o the Tollowing:

Local Anesthetics (e.g. Novecoin)
Panicillin ar any other Antibictics
Sulfa Crugs

Barbiturates

Sedolives

lodine

Aspirin

Any Metals [e.g. nickel, mercury, ete)
Latex Rubber

Cther

. Do you hove @ persistent cough or throal clearing nol

associated with o known illness flosfing more then 3 weeks)?

. Women Crly:

Are you pregnant ar think you may be pregnoni?
Are you nursing®
Are you loking oral contraceplives?

Yes Mo .
| O LChest Paing

; Easily Winded

G Siroke

Hay Fever/Allergies
Tuberculosis
Radiation Therapy
Glawcoma

Recant Waight Loss
[ Liver Diseose

Heart Trouble
Respiratory Problems

il

CITT

Mitral Valve Prolopse
Cither

i

Date of Last Exam

. Do your gums bleed while brushing or Rossing?

b 2 R —

. Do you feel pain 10 any of your teeth?

. Arg your teeth sensitive 1o hol or cold liquids/foods?
. Arg your feeth sensilive 10 sweel or sour liguids/foods?

3. Do you have any sores or lumps in or near your mouth?

& Howve YU had iy haad, nack ar (o iniuric.s,e
7. Hove you ever eaperienced any of the following
problems in your jow?
Clickil‘.g
Pair [jeinl, ear, side of loce]
Difficulty in epening or clasing
Difficulty in chewing

Avuthorization and Release

| carlify that | have read and undaritand the cbeve infarmation to the best of my
knowledge. The above questions have been accuratety onswered, | understand that
providing incorrect information can be dangerous 1o my hechh. | cutherize the
noals and the records of any

denlist 1o release any inlormation including the di

treatmen| o excminotion randered 1o me o my child during Ihe pericd of such X
Denlal care iz third pasty payars and/or healtn proctitioners. | autherize and requast
Signature of patient jor parent/guaddion il minor

8.
9.
10.
Lt
12.

I3,
14,

5L

16.

Do you have frequent headaches?

Do yeu clench or grind your teath?

Lo you bite your lips or cheeks requenihy?

Hove you aver had any difficull exiroclions in the pasi?
Have you ever hod any prolenged Bleeding

following exiractions?

Have you had any orthodontic trealment?

Co you wear dentures or parfials?

If yes, dale of placemant

Have you aver teceived oral bygiana instructions
regarding the care of your lesth ond gums?
Do yeu like your smiled

Yes  No
L
| 1
| =
il
O O
O o
Ye: Mo
0 0
1 [
1 d
] O
O O
1 O
Yes

my insurance company to pay directly to the denlist or dental group insurance
benelits otharwise payakle to me. | underskand that my denlal insurance carrier mo
pay less than the actual bill for seraces. | ogree o be respansible for payment of all
services rendered on my behalf ar my dependents.

Doctor’s Cammaeanis

Signature

Dale
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