@% O WELCOME TO OUR OFFICE (FOR OFFICE USE ONLY)

I.D, #
UPPER CANADA  DATE MEDICAL
Dental Centre ALERT

Your co-operation in completing this questionnaire is essential to providing you with the highest standard
of dental care. Please answer the questions as accurately as you can. If you have any questions or doubts,
please ask the treating dentist or our receptionist, who is available to assist you with the completion of this
form. All information is strictly confidential and will remain with this office.

PLEASE PRINT

REGISTRATION INFORMATION

The patient is an: Adult{_] Child[_] Adult under guardianship[ | Guardian:

Dr.[] Mr[] Mrs.[] Ms.[] Miss|]

Name:
Birth Date:
Address: Mo. Day Yr.
Bus. Phone: ( ) - Home Phone ( ) =
Age Sex Marital Status May we call you at work? Yes|:| N0|:|
Employer: Occupation:
Are other family members patients at our office?
Whom may we thank for referring you?
MEDICAL PRIORITY

Family Physician: Phone ( )
Are you under the care of a Medical Specialist? Yes |:| No|:| Type of Specialist:

Phone ( )
In case of emergency, please contact: Phone ( )

FINANCIAL INFORMATION

Person responsible for account: Name of Spouse
Do you have insurance? Yes[ | No |:| Insurance Co.
Policy No. Certificate No. Ins. Year end Ins. Phone No.
Name of Subscriber:
Policy Holder:
Maximum Coverage: Coverage for: Basic % Major Rest. %  Other %

METHOD OF PAYMENT

(For Office Use Only) CASH[ | CHEQUE [ | CREDIT CARD [] OTHER [ |




HEALTH HlSTORY Patient’'s Name: Date: Yes No
(Please V' Yes or No to each question. If unsure of a question, please consult with the dentist.)
1. Are you being treated for any medical condition at present or within the past two years? |:| |:|
If yes, please explain:
Has there been any change in your general health in the past year? |:| |:|
2. Have you been hospitalized in the past two years? (1 [

3. When was your last visit to a Physician?
Last complete physical examination?

4. Have you recently, or are you presently, taking any PRESCRIPTION or NON-PRESCRIPTION drugs? [] ]
If yes, please list: 1. 2.
3. 4. 5.

5. Have you ever reacted adversely to any of the following? (please circle)
ANTIBIOTICS - Penicillin, Sulfonamide, other antibiotics, ASPIRIN, BARBITURATES (sleeping pills)
CODINE, DARVON, LOCAL ANAESTHETIC (freezing), NITROUS OXIDE,
any other medicine:

[]
]

6. Have you ever been advised against taking any specific type of medication?

7. Do you have any of the following? Asthma, Hay Fever, Food Allergies, Metal or Latex Allergies,
Skin Rashes, Hives, or any other allergic conditions?

8. Do any of these allergic conditions result in headache, nausea, swelling,
shortness of breath, or chest constriction? If so please explain:

9. Has any family member had diabetes?

10. Do you bleed EXCESSIVELY from a cut or injury, or bruise easily?

11. Do your ankles, feet or hands swell?

12. Has your weight, appetite or energy level changed dramatically recently?

13. Do you experience shortness of breath or chest pain when taking a walk or climbing stairs?

14. Do you follow a special diet?

15. Have you tested HIV positive?
16. Do you have FREQUENT SEVERE headaches, earaches, ear/throat infections?

17. Have you ever had any injury or surgery to your face or jaws?

18. Do you wear eyeglasses or contact lenses?

19. Do you have any hearing difficulties?

20. Do you smoke or use any other forms of tobacco?
Are you wearing the transdermal nicotine patch?

21. Are you alcohol and/or drug dependent?
and, Have you received treatment?

OO0 OO ioogooOon og O
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22. INDICATE WHICH OF THE FOLLOWING YOU PRESENTLY HAVE OR EVER HAD:
Yes No Yes No Yes No
D [JAlLDs [0 O Congential heart lesions [0 O heart murmur
[J O Anemia [0 [O Cortisone/steriod O Heart pacemaker
[0 [ Angina pectoris [0 [0 Diabetes [O [0 Heart rhythm disorder
O [0 Arthritis/rheumatism O O Emphysema O [O Heart surgery
[0 [O Artificial heart valve O O Epilepsy or seizures O O Hepatitis A
[ O Artificial joints (hip, knee) O OO Fainting or dizzy spells O [0 Hepatitis B
O [ Blood disorders O O Glandular disorders O [0 Hepatitis C
O [0 Bronchitis O O Glaucoma O [0 Herpes
[ O cancer O [0 Head/neck injuries O [O High/low blood pressure
O [ circulation Problems O O Heart disease or attack O O Hodgkins disease



Yes No Yes No Yes No
[OJ [ Hyper (Hypo) Glycemia [ O Medical implant O O Thyroid disease
O Hyertension [ O Psychiatric treatment O O Tuberculosis
[J O Jaundice [J [ Radiation treatment [ O uicers
| Kidney disease O Od Chemotherapy [ O Venereal disease
[0 [ Liver disease [0 [0 Rheumatic/Scarlet fever [J O other
OO Lung disease O O sickle cell disease 0 O other
OO Malignant Hyperthermia L O sinus trouble ] O other
OO Mental/nervous disorder O O stomach problems O O other
L] O wmitral valve prolapse L] O intestinal problems 0o
O Organ transplant O O stroke 00O
23. Has the CHILD PATIENT [0 O Measles [0 O Strep throat
recently had any of the following: [ [J Mumps [] [ Tonsilitis
(indicate approximate date) L1 O Chicken Pox L1 O Other
24. WOMEN ONLY Are you pregnant or suspect you may be? [ [J
If yes, what is the expected delivery date? Are you taking birth control pills? yes[J no[J

25. Do you currently have, or have you had in the past, any disease, condition or problem not listed above?

yes[d no[d

26. Is there anything else about your health we should be made aware of?

27. Do you wish to speak to the Doctor privately about any problem or medical condition? yes [1 no [l

NOTE: IT IS IMPORTANT THAT ANY CHANGE IN YOUR HEALTH STATUS
BE REPORTED TO OUR OFFICE.

GENERAL RELEASE

I, the undersigned, certify that | have provided an accurate and complete personal and medical - dental histo-

ry 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 diagnostig
procedures as may be required to determine necessary treatment. | understand that information provided
from or to my medical doctor or another health care provider may be necessary, and | consent to the release
of this information. | understand that responsibility for payment of the dental services for myself and my

dependents in mine, and | assume responsibility for fees associated with these services.

X
[OPATIENT [JPARENT [JGUARDIAN (PRINT NAME OF GUARDIAN)

Doctor’'s comments:

Reviewed by Treating Dentist: Date:




DENTAL HISTORY Yes No

(Please V' Yes or No to each question. If unsure of a question, please consult with the dentist.)

Is there a dental problem you would like treated immediately? Yes No
Date of last dental cleaning: last visit: last X-rays:

O
O

1. Have you been seeing a dentist regularly?

2. Have you ever had any of the following?
- Periodontal treatment? (treatment of the gums)
- Orthodontic treatment? (to straighten or realign teeth)
- A bite plate or any other appliance?
- Your bit adjusted or teeth ground?
- Oral surgery (surgery in or about the mouth/jaw joint,
or implant surgery in one or both of your jaw joints?
If you answered “Yes” to the last question, who performed the surgery?
When was it done?
Are you being followed up by a dental specialist?

ODOD0O0OO oooo
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. Are there any growths or sore spots in your mouth?

. Do your gums bleed when brushing or eating, or, do you suffer from pain or swelling of your gums?

. Have you noticed any loose teeth, or, have any of your teeth shifted?

. Are any of your teeth sensitive to heat, cold, sweets or pressure?

3
4
5
6. Does food catch between your teeth?
7
8

. Have you been advised to take antibiotics before a dental appointment?

[{e]

. Do you use dental floss, proxabrush or stimulants? How often?

10. How often do you brush your teeth?

11. Have you ever experienced any of the following jaw problems?
- Popping / clicking in your jaw joints2
- Pain in your jaw joints, around the ear, or side of the face?
- Difficulty in opening or closing?
- Pain when teeth are clenched?
- Pain or difficulty while chewing?

12. Do you have any of the following habits?
- Clenching or grinding your teeth while awake or asleep?
- Biting your cheeks or lips?
- Mouth breathing while awake or asleep?
- Placing foreign objects in your mouth (pencils, nails, pipes, pins, fingernails)?

13. Do you have any emotional concerns about having dental treatment?

14. Are you dissatisfied with the appearance of your teeth?
and, What would you like to see changed?

15. Have you ever had an upsetting experience in a dental office, or any complications during or
following dental treatment, or, do you have any questions or concerns?

O [0O0O OD000O0O0O0oO0O0dd OO0 000ao
O OO ODOOO0OOOO0OOO0O0O0 000000

Doctor’'s Comments:





<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Text78: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Text102: 
	Text103: 
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Text123: 
	Text124: 
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box1: Off
	Check Box3: Off
	Check Box4: Off


