Welcome to our Dental Office
Mr. O Mrs. O Ms. [0 Miss[Dr. The patient is an Adult 0 Child [

Name:wass Fist i Prefer to be called:

Address: (svee Aot #) (ce (Postal Code)

Home ®( ) - Work®(__ ) - Date of Bith:M_____ D Y
Fax: ( ) - Other ®( ) - 0 Male [] Female

Employer / School: Occupation:

eMail: Whom may we thank for referring you to this office?:

Health Card #

Family Physician: = ) -

In Case of Emergency Notify: Relation: (. ) -

Person responsible for this account: 1 Self [0 Spouse [ Parent [dLegal Guardian [ Other

Name: pas First) — Relation:

Address: e (Apt#) (cay) (Postal Code)

Home & ( ) - Work & ( ) - o ——

Method pf Payment [ Cash [ Debit [ Credit Card:
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Subscriber:
Relation: O Self [0 Spouse Other:

Insurance Co:

Number: Exp:

o
B

Subscriber:
Relation: [0 Self [J Spouse Other:

Insurance Co:

Policy/Plan #: Division/Sect. #: Policy/Plan #: Division/Sect. #:
Subscriber I.D.: Subscriber 1.D.:
The following information is required by the dentist to assist in proper diagnosis and treatment. YES
1. Have you ever had a serious iliness requiring hospitalization or extensive mediCal Care?..........cccevvvvevvrrerirrivesseerriessssresersresannn, u
Please specify:
£ D VOU TIONETY LI UV CINES U8 0 DUVSIICEINE T v sumnsanssonsnuntssnnnnsns s s tus v Ao 150 o A S N SR RS DD SN 0
If so, please explain:
3. Have you had a medical eXamination iN thE IASE YEAI?...........coveereereeeeessesseseesssessssssssseseasasssssssasassssssssesssssassesssssssssssssssnssssnnsenes L]
4. 1O Yol USe any prescription or NoN-prescriplion Uruds MO0 ...t O]
Please specify:
5 . Do you have any allergic conditions: e.g. hay fever, skin rash, food allergies, metal, latex?...........cccccvevevvervrcrmrienenrisciesnrnn, O
6. Do any allergic reactions result in headaches, shortness of breath, chest constriction, nausea?...........ccccccvvnervivcirrcerinesnrcinnnnnne, 0
Please specify: _
1 FIave YOt Do DOSENREIRIIIE 11 U000 LEEE 5 OMMEATIND.ciimesnnnonsusonesosseonsaesioh oo W T ]
Please specify:
8. Have you ever experienced any unusual reaction to any of the following? (Please Circle)..........ccvevvvvvnnnesinvcnnivninesenisnnnnnnns 0
local anaesthesia (freezing), aspirin, penicillin, codeine, sulpha drugs, barbiturates (sleeping pills), or
or any other medicine? If so please explain TR
8. Have you been wamed agsinst taking any drig or MBdICAONT ... suwsassamssnsimimsssmssisssisssoisieismssssmipiimmg 0
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PATIENT REGISTRATION

MEDICAL / DENTAL HISTORY
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MEDICAL HISTORY (Cont'd) Please & YES or NO to each question. YES NO
11. Have you ever had any organ implants or mediCal IMPIANES?............c.oioriierieeeeees s e sesersae e seseae e sse b s et ese e ssessensaees [ u
12. HAVE YOUT EVET FAINTEA......c.veveveeiecisiter ettt ettt ettt st s et e e et et e e e enessessseaeasas et et eaeas s s easab et eneae s s et ese st snenensasarares O] O
B e g R A ] O
14. Do you experience shortness of breath or chest pain when taking a walk or climbing StairS?.......ccccoevivriiiccnreieecerre e, ] ]
R T, L ——— 0 O
16. Do Yo hive A.LD.S. OF DEVE Vou over 1oatag DOBIIVE TOF HLLVT i cssnsassmmmiosssimionns e isissis s s L] [
17. DO YOU Rave oF 8Vl Nad anY OF o TOUOWRIND L.........ucisimssiissinssimaioisisusaniiassts sl amaesiirsimsnsissensoussssiini bR HeHBTIREsSRRIIRS O] ]

[0 Heart murmur or Mitral valve Prolapse 0 Malignant Hyperthermia O Liver Disease [0 Herpes
[0 Stomach / Intestinal problems [0 Drug/Alcohol Dependency [0 HeartAttack 0 Sinus Trouble
[0 Joint Replacement (hip, knee, etc) [0 Venereal Disease O Cold sores [0 Stroke
[0 Mental or nervous Disorder 0 Lung Disease (i.e. Asthma) 0 Juandice O Kidney problems
[0 High/low Blood Pressure [0 Thyroid Disease [0 Diabetes 0 Emphysema
L0 Hyper (hypo) Glycemia [0 Arthritis or Rheumatism [ Tuberculosis O Glaucoma
L Epilepsy or Seizures O Scarlet or Rheumatic fever O HepatitisA, B, C
L0 Cortisone/Steroid Therapy O Cancer/Chemotherapy [0 Other;
18. Have you had any injury, surgery or x-ray therapy t0 YOUr faCe OF JAW?..........cocriieieeeiceiects et s sassss et sesssse s esssssessssesssensaees u ]
19. Do you have any disease, condition, or problem that you think the doctor should know about?..............c.cccoveeevevececccecrececeeree, [ ]
20. WOMEN ONLY: Are you pregnant or suspect you might be? If so, what month are you in? O O
RIS IRKING TS DOIIOE BT oo manimmmsimimsmmssmninis i e S L] ]
L;E“"“I‘LELHK"%}‘J RY Please M YES or NO to each question N
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ATE YOI DIESENTY NN OOTIE DO L. osaussvicsnesssssnssssssricinnsssrussinsnstmssssissssanssss sy essnns e casyiisss s ss s nry oo sE NS et L] L]

Is there a dental problem you would like to take care of as SO0N @S POSSIDIE?.........cc.eivvieiecieececrc e e u u
2. How frequently do you see your dentist? 06 months [ Yearly [OOther

Previous Dentist: o Last dental visit:

Last cleaning: | Full mouth series of x-rays:
3. How often do you brush your teeth? ~ Floss? Do you feel you have bad breath?...... O O
e T —— ] ]
5. Are your teeth sensitive to: LJHot L1Cold LIBiting LI SWEELS?.........covveiiicicc sttt ssssss s ss s ssnsen, n n
5. DO YOU SITOKRE OF U585 3Ny OWNEr TONTIE OF IODBEDD £ c.oncaenimnesisiissaiitssimsmieiias s sias s s 0 N
I naveyolever had [aw i J0INE SIIQBIYY .avonnnanunminnimiasmibabss i i s G s O O
8. Do you have pain in your jaw joints or suffer from migraing NEAAACNES?............cocicviiiieiiiiiiecrie e e rrae s rae s sbe s ba e eaas 0 0
B LIoes any pait orYoLIr MOUL DU WNBHL ClBNOIIB L.........couicrssssssnssssismpussmsnsnsspoevsssspsamsisssssansovsasnsssinsnsssinmnsninsssasennssrsasadspmarnnatons n ]
LODOES I N L IO DT N D O TN IO IINTE i o8 e A A P B S A P S ] n
11.Have you had: O Braces [ Oral Surgery [ Gum treatment LIRoot Canal..........covmmniniiiicirrres ¢ 1 0]
10 YOL GRIRG D GIEME YOI 1081 OURNIE TS OO DF THCHIR 1ok e i o ] ]
13.Have you ever experienced any growths or sore spots in the mouth? If SO, WNEIE?..........oo i, T 5 ]
L 8o e e s o Rl R S G ———— ] []
15.Are you satisfied with the appearancCe Of YOUI tEEINT.............oo i ea e s e sba e ae b e e ae s b e rnaeasens ] ]

16.Please list any other dental concerns or question:
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Patient Release: |, the undersigned, certify that | have provided an accurate and complete personal and medical-dental history and have not knowingly
omitted any information. | have had the opportunity to ask questions and receive answers to any questions regarding my medical-dental history. | authorize
the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care. | also understand that consultation with my medical
doctor may be required, and | consent to my physician being contacted as necessary. | understand that responsibility for payment for the dental services
provided for myself and my dependents is mine, and | will assume responsibility for fees associated with these services.

(Signature) [J Patient _I:I Parent [J Guardian Reviewing Dentist

Please print name: Date:



