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Patient Information

Name: Date:
First Initial Last
Address: City: Province:
Postal Code: Phone # Work / Cell #
Date of Birth / / Email:
D M Y
Emergency Contact: Phone/Cell

DENTAL HISTORY

What is the reason of your visit? UEmergency OExamination UWOther

How frequent do you see a dentist? U3-6 months  OAnnually QOther

Are your teeth sensitive to  UCold UHeat USweets QOther

Do your gums bleed when UBrushing UFlossing UNever

When was your last visit? Last X-Ray?

Is there anything bothering you at this time? What? Yesd NoU
Have you ever had complicated dental treatment? Yesd NoU
Have you ever had complications as a result of dental treatment? Yesd No0QO
Have you ever had a problem with freezing? Yesd NoOQO
Do you get nervous or anxious before coming to the dentist? Yesd NoOQO
Is there any treatment you have wanted but put off? Yesd NoOQO
Have you noticed any:  USwelling UBleeding Gums WSore Gums UReceding Gums

Do you have teeth that:

WBother you when biting down WTemperature Sensitive

UAche UFeel loose
Do you experience any difficulty chewing? Yesd NoOQO
Does food wedge between your teeth? Yesd NoOQO
Any previous injury to your jaw / face? What? Yesd NoOQO
Do you notice clicking or popping when you chew or yawn? Yesd NoOQO
Do you clench or grind your teeth? Yesd NoOQO
Do you suffer from frequent migraine headaches? Yesd NoOQO

Have you ever undergone orthodontic treatment? Yesd NoOQO



HEALTH AND MEDICAL HISTORY UPDATE

To help us ensure your well being while undergoing treatment in our practice, please answer the following questions in the most
detail possible. The information you provide is confidential and for our records only. It is important for your health and safety
that you notify us of any changes to your medical history at each visit.

Are you presently under a physician’s care now? Why? Yes O Nod
Have you been hospitalized recently? Why? Yes O NoQd
Do you have any changes in health history in the past 24 hours? Yes O NoQ

Have you been in contact with any person known to have communicable infectious diseases in the past 24 hours? Yes 0 No O

What medications are you taking or have you taken in the past year: (check all that apply)

UAntibiotics / Sulfa Drugs ~ UQAnticoagulants UTranquilizers ~ QAspirin/Tylenol/Ibuprofen

Qinsulin, Orinase, etc. UNitro-glycerine UBlood Pressure  WHeart Medication

QOther:

Are there any other conditions not listed that we should know about? What? YesUd NoOQO
Are you taking any drugs or medication at this time? What? Yes O NoU
Have you ever been warned against using any medications? Which? Yesd No O
Do you bruise easily or have prolonged bleeding? Yesd No O
Do you smoke? How much per day? Yesd No O
Have you ever fainted, had shortness of breath or chest pain? Yesd NoU
WOMEN only: Is there any possibility of pregnancy at this time? How far along? Yesd No O
Are you allergic to or ever had an adverse reaction to: (check all that apply)

ULocal Anesthetic UCodeine USedatives UEpinephrine QOLatex

WPenicillin / Sulfa Drugs O Other:

Do you have or have you ever had any of the following? (please check all that apply)

QAIDS QCirculation problems UHemophilia UMalignant Hypothermia
QAbnormal bleeding QCongenital Heart lesions UHepatitis A/B/C QMitral Valve prolapsed
QAlcohol / Drug abuse QColitis UHerpes URadiation/Chemotherapy
UAnemia QDiabetes QHigh/Low Blood Pressure WRheumatic/Scarlet fever
UAngina Pectoris QEmphysema aH.LV. QSeizures

OArtificial Heart Valve QEpilepsy WHodgkin disease QSickle cell disease
QArthritis/ Rheumatism QFainting Spells QHyper (Hypo) Glycemia QSinus Trouble

QArtificial Joints / Valves UGlandular Disorders UHypertension QStroke

OAsthma QGlaucoma QJaundice QThyroid problems

UBlood disorders UHead/Neck injuries UKidney Disease QTuberculosis T/B
UWBronchitis UHeart disease/Attack ULiver Disease WUlcers

UBulimia WHeart Murmur ULeukemia WVenereal disease
UCancer UHeart Surgery ULung Disease

UOther:

Have you ever had any other serious illness not checked above? Discuss

Yesd NoQO

To the best of my knowledge, all the preceding answers are correct. If | have any changes in my health status or if my medicine
changes, | shall inform the dentist and staff at the next appointment without fail.

Signature of QPatient QO Parent or Guardian Print Name

Date



