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FAMILY & COSMETIC DENTAL CARE

eleome

Thank you for selecting us as your dental team. We will strive to provide you with the best dental care.
To help us meet all your dental needs, please complete the entire form. If you have any questions,
please ask - we will be happy to help.

Patient#
SIN#
Date
Patient Information (Confidential)
Name Birthdate Home Phone
Address City Prov. P.C.
Email Cell Phone
Check Appropriate Box: (L] Minor ] Single () Married [ Divorced [ Widowed [} Separated
If Student, Name of School/College City Prov. [ Full Time [ Part Time
Patient or Parent/Guardian’s Employer Work Phone
Business Address City Prov. P.C.
Spouse or Parent/Guardian’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone

Reason For Your Visit
What Brings You To Us Today:

[ General Dentistry (] Dental Emergency (] Smile Improvement

Are You Happy With Your Smile? Would You Like To Discuss Any Of The Following Treatments:

] Smile Makeover (1 Closing Gaps In Your Smile
] Veneers (1 Clear Braces
[ Dental Implants () Dentures

(] Teeth Whitening Options (] Other:

Insurance Information

Name of Insured Relation to Patient
Birthdate
Insurance Company Group# Policy ID#

Insurance Co. Address City Prov. P.C.
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.FAMILY & COSMETIC DENTAL CARE

Patient Medical History

Physician Office Phone Date of last Exam
1. Are you under medical treatment NOW? .........cccvueeeereurerienenns dYes dNo 9. Are you wearing contact Ienses? ..........cocveeereeneeeeneenerneneenens dYes dNo
2. Have you ever been hospitalized for any surgical 10. Are you allergic to or have you had any reactions to
operation or serious illness within the last 5 years?...........ccce..... QdYes No the following? Local Anesthetics (e.g. Novocain).........ccoueveeenee Yes No
If yes, please explain Penicillin or any other AntibiOtics............cooceeeereeeneiniieiicisrs Yes No
SUIA DIUGS oot snen No
Barbiturates .. U No
3. Are you taking any medication(s) including SEUGLIVES. ...ttt aen U No
NON-prescription MEAICNE? ..e..ceesvvessvvssvsssvessvssvessvssves QYes UNo [OTINE ettt nene O No
If yes, what medication(s) are you taking? U No
U No
4. Have you ever taken Fosamax, BOniVa, Actonel or any s D No
cancer medications containing bisphosphonates? ..................... dYes dNo Other (please list)
5. Have you taken Viagra, Revatio, Cialis or Levitra 11.. Do you ha\{e a persistgnt cough or throat clearing not associated
IN e 12ST 24 NOUTS? vvveereeeeeeeeees e eeeeeessseesesssessessessseeen QYes QNo with a known iliness (lasting more than 3 weeks)? ................ QYes INo
5 12. Women Only:
7 Doy ol b Tl TN IO ik i e Y AN
b) Are YOU NUISING? .....cueeerceeeeereereseeeeseseeeeseseeeeees ~dYes No
8. Do you have or have you had any of the following? ¢) Are you taking oral contraceptives? ............ccooeeeeevverrensreerrveenns QYes QNo
High Blood Pressure ..........ccccccvueeenee dYes [ANo  Heart DiS€ase ......ccccouurrrerreerrrerreenns dYes [ANo  ChestPains ......mnenineens QYes dNo
Heart Attack ........coevevevevvceeeeeeenens Yes [ No Cardiac Pacemaker .......cccoeveverrunee. JYes [No  EasilyWinded.........ccoumurrrrrrerinnenne dYes No
Rheumatic Fever .........ccocouvvveuereunee. dYes [No  Heart MUMUS .....oouvveuevercrerercrereee, dYes [ANO  StroKe....ooovrvererrevererreererseerereeesens dYes WNo
Swollen AnkIes.........ocreeeeeenieneinns LYes ANO  ANGING ..o (No  Hay Fever/Allergies........c.ccourerrneee. QVYes No
Fainting/Seizures.........ccoevveeereerivnenns dYes [ No Frequently Tired (A No  Tuberculosis .......cccoerrverrerrirereerirennes U No
Asthma ......cooeeeee. ..dYes QNo Anemia ...... (L No  Radiation Therapy ..  No
Low Blood Pressure ...........ccoeeveueee. dYes (No Emphysema N0 Glaucoma......ccoevveveveeererreeeeeenee  No
Epilepsy / Convulsions.............couuee.. AYes ANO  CanCer .oeeeeerecceeeeeeeeveeeeeeeens (L No  RecentWeight Loss Q No
LEUKEMIA v.voveveeeeceece e dYes ANo  Arthritis .o (N0 Liver DiSease.........cecoueverereererererennn. Q No
Diabetes .....ccveveeeecieeeee e dYes [ No Joint Replacement or Implant.......... Yes [ No HeartTrouble......ccooovereireircrennee. Q No
Kidney Diseases .......c.ccomeererrrreeriens dYes [ No Hepatitis /Jaundice......cccccorurrrernrnnes JYes [No Respiratory Problems.........cccoruuneen. dYes QNo
AIDS or HIV Infection .........cccevevuee. Yes [ No Sexually Transmitted Disease .......... dYes No  Mitral Valve Prolapse.......cccccceernee. dYes QNo
Thyroid Problem........ccccceereiriennnnns (A Yes [ No Stomach Troubles/ Ulcers................ Yes [ANO  Other.ciciiiceceeeeeeeee e dYes QNo
Patient Dental History
Name of Previous Dentist and Location Date of last Exam
1. Do your gums bleed while brushing or flossing?.........c..cc.cc.... U No 8. Do you have frequent headaches?..........cccooeerereeineencenenennees dYes No
2. Are your teeth sensitive to hot or cold liquids/foods? ............. QdYes No 9. Do you clench or grind your teeth?........ccoeevevenieneereeneerennns dYes No
3. Are your teeth sensitive to sweet or sour liquids/foods? U No 10. Do you bite your lips or cheeks frequently? .........ccocoverernennee U No
4. Do you feel pain to any of your teeth?........coccovevircniniirenns Yes dNo 11. Have you ever had any difficult extractions in the past?........d Yes [ No
5. Do you have any sores or lumps in or near your mouth?........ dYes dNo 12. Have you ever had any prolonged bleeding
6. Have you had any head, neck or jaw injuries?..........cocoeureunee Yes dNo following eXtractions?........cvueeeeerieneeeeneeeerneeseeneeseenesseeeens U No
7. Have you ever experienced any of the following problems in your jaw? 13. Have you had any orthodontic treatment? .. U No
ClEKING cvoervaeeereeeeire e QdYes No 14. Do you wear dentures or partials? ...........coeeeeeenieneereeneeeens dYes No
Pain (joint, ear, side Of face) ........cccrurereereereeerercerercees dYes No If yes, date of placement
Difficulty in opening or CloSiNg ........ocoeerevreeererenernieneereieeneens Yes dNo 15. Have you ever received oral hygiene instructions
Difficulty in CheWing ........coueereurirerieere s dYes dNo regarding the care of your teeth and gums?..... ~dYes No
16. Do you like your SMile? .........covvveerineererneereeeeeneseeseeseeeens dYes No

Authorization and Release

| certify that | have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. | understand that providing incorrect
information can be dangerous to my health. | authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me
or my child during the period of such Dental care to third party payors and/or health practitioners. | authorize and request my insurance company to pay directly to the dentist or dental
group insurance benefits otherwise payable to me. | understand that my dental insurance carrier may pay less than the actual bill for services. | agree to be responsible for payment of all

services rendered on my behalf or my dependents.

Signature of patient (or parent/guardian if minor) Date
Doctor's comments
Signature Date




