Welcom

Patient Informatwn (CONFIDENTIAL) |
Name Blrthdate
Address City

- Thank you for selecting our dental healthcare team!

We will strive to provide you with the best possible dental
care. To help us meet all your dental healthcare needs, please
fill out this form completely in ink. If you ‘have any questions
or need assistance, please ask us - we w1R be happy to help.

Patient #

SS#/SIN _

Date :

Home Phone
e/

il Cell ?han‘e

Z/
L5 p‘%

Check Appropriate Box: [ Minor [ Smgle UMarried  [Divorced  [J Wzdowed

[l Sepamted

te/ _Full Part
Prgve 0 Tgne D Time

If Student, Name of School/College City _
Patient or Parent/Guardians Employer :

« ?fork Phone.

i ‘7_ \

Prov.

Business Address o City

Spouse or Parent/Guardians Name Employer

«Work‘Phane‘ ‘

Whom may we thank for referring you?

Person to contact in case of emergency

Phone

Responsible Party

Name of Person Responsible for thzs Account

Relanonsmp
- to Patient

Address

- Home Phcme

Email

Drivers License# ‘ Birthdate _

Cell Phomz

Fmanaai Insm tion.

Employer : Work Phone _
Is this person currently a patient in our office? [JYes  [INo

s s*#/SIN

For your convenience, we offer the following methods of payment. Please check the optmn you pmfer Payment in fuli at each appointment.

{1cash [ Personal Check Credit Card [ VISA [ MasterCard

Insurance Information

Name of Insured : \
Birthdate SS#/SIN

Name of Employer

; Union or Local#__
Address of Employer ; iy

D 1 w:sh to discuss the cyﬁczi paymem: pollcy

Relatmnsth
to Patient _

Date E’mployed

gVar'i;/ Phxme Z
_Prov, Pl%

Insurance Company : : _Group# :
Ins. Co. Address City _

Pohcy/ID#
gtate 7
ToV. . P

How much is your deductible?

How much have you used? ___

_ Max. annual beneﬁt

DO YOU HAVE ANY ADDITIONAL INSURANCE? = [(Yes  [No

g YES COMPLE'

[E THE FOLLOWING

el

Name of Insured
Birthdate ‘ SSH#ISIN

Name of Employer

— Union or Local#
Address of Employer Ciby .

—— e

Relationshi
m%%% P

_Date Employﬁd

Work Phone
Stdtel
Prav

Insurance Company ‘ Group#
Ins. Co. Address City

Pohcy/ID# ‘
tate/ .
Tov.

How much have you used?
Over Please

How much is your deductible?

_ Max. annual beneﬁt




Patient Medical History
Physician Office Phone
Yes
0

1. Aveyou under medical treatment now? ... LG
2. Have you ever been hospitalized for any
surgical operation or serious illness within the last 5 years? ........... Ul

If yes, please explain

3. Are you taking any medication(s)
mcluding non-prescription medleiNe? ...t i
If yes, what medication(s) are you taking?

4. Have you ever taken Fen-Phen/Redux? ...

5. Have you ever taken Fosamax, Boniva, Actonel or any cancer
medications containing bisphosphonates? ...,

6. Have you taken Viagra, Revati, Cialis or Levitra
Mmithelast 24 howrs? o 0

7. Do you use tobacco? ........... :

8. Do you use controlled substances?

9. Do you have or have you had any of the following?

Yes o No

Of 000 O 000000000 OF)

z

Heart Disease
Cardiac Pacemaker
Heart Murmur .

High Blood Pressure
Heart Attack

L)

e n

Rheumatic Fever ... o
L

L

L

oa

Swollen Ankles
Fainting / Seizures

Low Blood Pressure
Epilepsy / Convulsions ...
Leukemia

Diabetes

Kidney Diseases

AIDS or HIV Infection .
Thyroid Problem

Patient Dental History

Name of Previous Dentist and Location

Joint Replacement or Implan
Hepatitis / Jaundice .
Sexually Transmitted Diseas
Stomach Troubles / Ulcer

DEEEEREEREE

essnssseunes
 DODoOoooCo00

1. Do your gums bleed while brushing or flossing? ...
2. Are your teeth sensitive to hot or cold liquids/foods? ..
3. Are your teeth sensitive to sweet or sour liquids/foods
4. Do you feel pain to any of your teeth? ..........
5. Do you have any sores or lumps in or near your mouth
6. Have you had any head, neck or jaw injuries?..................
7. Have you ever experienced any of the following
problems in your jaw?

Clicking

Puain (joint, ear; side of face).

Difficulty in opening or closing..........

Difficulty in chewing

Authorization and Release

I certify that I have read and understand the above information to the best

I understand that providing incorrect information can be dangerous to my h
diagnosis and the records of any treatment or examination rendered to me or 1
and/or health practitioners. I authorize and request my insurance company
otherwise payable to me. I understand that my dental insurance carrier may p
for payment of all services rendered on my behalf or my dependants. ‘

X
Signature of patient (or parent/guardian if minor)

e o
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Doctor’s Comments

Signature
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