PATIENT INFORMATION

DR./MR./MISS/MRS./MS. LASTNAME FIRST NAME DATE OF BIRTH
MONTH | DAY YEAR
ADDRESS STREET CITY PROVINCE POSTAL CODE
EMPLOYER OCCUPATION HOME PHONE # BUSINESS PHONE # CELL PHONE #
C ) (G (G
DENTAL INS. CO. #1 NAME OF CARDHOLDER & EMPLOYER GROUP EMPLOYEE # DATE OF BIRTH
MONTH | DAY YEAR
DENTAL INS. CO. #2 NAME OF CARDHOLDER & EMPLOYER GROUP EMPLOYEE # DATE OF BIRTH
MONTH ‘ DAY ‘ YEAR
PHYSICIAN’S NAME PHYSICIANS PHONE # ALBERTA HEALTH CARE #
NAME IN CASE OF EMERGENCY RELATIONSHIP PHONE #
OTHER FAMILY MEMBERS IN OUR PRACTICE REFERRED BY
DATE / / (MM /DD/YY)
MEDICAL HISTORY
1. Have you had any serious medical conditions or surgeries requiring hospitalization? ..............cccecovveeereernnene 3 Yes. 0 No
If yes, please specify
2. Have you had any complications or adverse reactions to general or local anaesthetic?.............ccceecveveerecnnnne 3 Yes 3 No
If yes, please specify
3. Do you have any allergies such as food, medications, environment, local anaesthetics, antibiotics, latex? (0 Yes O No
4. Are you currently taking any medication or herbs regularly? .........occccoiiiiiiiiiiiiiie e 3 Yes 0 No
Please list
5. Do you bruise Or BIEed CaSILY? .....cooiuiiiiiiiiiiiiiiciieeteee ettt 3 Yes 3 No
DO YOU SINOKE?  .eoieiiieeiie ettt et et te et ettt e ettt e et e s bt e e et e eeseessbeseseseesesesesseseseseatesesesentesesesentsesesensssesesessrsesesnsens 3 Yes 3 No
Have you ever had any of the following? (Please check M all that apply.)
0 Heart Attack O Bleeding Problems O Hepatitis A/B/C 3 Stroke
O Rheumatic Fever 3 Organ Transplant O High Blood Pressure O3 Epilepsy
O Glaucoma O Asthma or Bronchitis O Heart Murmur 3 Jaundice
O3 Artificial Joints / Hip O Pacemaker O Tuberculosis O Diabetes
O Mental or Nervous Disorder 3 Cold Sores O HIV / AIDS 3 Cancer
8. WOMEN ONLY
ATE YOU PIEENANE? ..eviiieiiieeiiieeiieetteesiteeereesseeetteesseessseesstsesesesersesesasessesesesensesasesessesesesessesasessssssesesesssesesnnens 3 Yes 3 No
DO you take Oral CONITACEPLIVES? ....eevvierrieeiieeriiiestieetieetteesireeseseeseseesttssesesetesesesessssesesessesesessssssesesesssesesenens 3 Yes 3 No
9. DO JOU SNOTET ...ttt ettt e e e e e et e e e e e et 3 Yes 3 No
10. Do you use recreational drugs (marijuana / COCaINE)? ........c.euiuinititiniit ettt naeane 3 Yes 3 No
NOTES:

MEDICAL HISTORY UPDATE

Date

Same Change

Patient Signature  Dr. Initials Date

aauaaaaaa
aauaaaaaa

Same Change

aauaaaaaa

Patient Signature

Dr. Initials

aauaaaaaa




DENTAL HISTORY DATE: MEDIC ALERT

o

16.

MM / DD / YY

When was your last visit to a dental office?

What dental problem concerns you at the present time?

Do you have a problem with local anaesthetic (freezZing)?..........coocvereeiuiieeriiiiee et 3 Yes 3 No
Are you worried about receiving dental treatment?............coevruiieeiriiiieeeiiiee et 3 Yes 3 No
Do your gums bleed when you brush or flOSS?.........cceeoviiiiiiiiieeeiiee et 3 Yes 3 No
Are your teeth sensitive to hot, cold, SWeets Or tOUCh?...........c.oiiiiiiiiiiiiie e 3 Yes 3 No
Is bad breath or a bad taste in your mouth @ CONCEIN?..........cueveeruiirerriieeeeeiieeeeieteeeeitee e et eeee et eaens 3 Yes 3 No
Do you have sores or swelling in or around your MOUth7...........ccoviiiiririiieriiiiee et 3 Yes 3 No
Do you clench or grind yOUr tEEHN7..........cccuiiiiieiiie ettt et ettt se et s s sese s sesenens 3 Yes 3 No
Do you have any jaw (joint) problems (clicking / popping / difficulty opening or closing your mouth?.......... 3 Yes 3 No
Do you suffer from headaches?............oovviieiiiiiii ettt se s e sesenens 3 Yes 3 No
Do you wear a dental QDPIIANCE?..........ccvveriierrieiiie ettt e ereestee et e ettt esese et ssesesestesesesesessesesesssesesenens 3 Yes 3 No
DO YOU ZAG CASTLY?...eeeviiiniieeiiie et eiee ettt et ee et e ettt e s ta e e s bt e saseeesseeesesesteseseseasesasesestesesesessesesesenssesesensrsesesenens 3 Yes 3 No

Are you interested or have you ever thought of : (Please check M)
O Whitening 3 Crowns OVeneers O3 Closing spaces between teeth OReplacing missing teeth

Is there anything regarding your medical or dental history that we have not discussed; which would be important for us to
know prior to treatment? 3 Yes 3 No

Would you be interested in esthetics and cosmetic procedures?
a) Non surgical skin rejuvenation with light and lasers? 3 Yes 3 No
b) Injectables (botox / fillers)? 0 Yes 0 No

You are responsible for all financial obligations for your dental care services.

I authorize routine diagnostic and major procedures, and if I accept the proposed program, I agree to the use of
anaesthetics and pre-medications as considered necessary or advisable by the dentist responsible for this service.

SIGNATURE DATE

NOTES:

LASER CONSENT - RISKS AND DISCOMFORTS

During laser treatment, you may find there is an offensive odor and a popping sound. You may also experience minor discomfort.
Possible damage to the unprotected eye can occur when exposed to direct or reflective laser light. Therefore, you will be required to
wear appropriate protective goggles during all laser treatments. If the area of therapy does not respond, a referral to a specialist may be
recommended.

I have read the foregoing and have asked and received responses to any questions which I may have regarding the risks associated
with the use of lasers.

SIGNATURE DATE



