MEDICAL AND DENTAL HISTORY QUESTIONNAIRE
PERSONAL INFORMATION








                                                                          Month/Day/Year
	Name:
	Mr.
	Miss.
	_________________________________________________________   Date of Birth:_________________

	
	Mrs.
	Ms.
	


 


   Last

                 First

                           Middle
 Home Address: _________________________________________________________________ Postal Code: __________________
                                Number and Street Name                                                             City and Province
 Contacts: 
Home:
_______________________
Cell:
_______________________

Email: ________________________________________
Office:
_______________________
Employer: ____________________________________
Are you a full-time Post-Secondary Student? If so, please indicate your school’s name: ________________________________
For PATIENTS UNDER AGE 18, please list both parent’s names: ____________________________________________________
Who may we thank for referring you? : _______________________________________________________________________
Name of person responsible for this account: __________________________________________________________________
In case of emergency, please notify:  _________________________________________________________________________   

Relationship:  _______________________________ Telephone:  __________________________________________________
INSURANCE INFORMATION

Dental Insurance:  YES_______ NO ________

Please fill out the information below OR provide us with your current dental insurance card(s) or information.
Name of Insurance Company: __________________________________________________________________________________ 
Name of Secondary Insurance Company (if applicable): _____________________________________________________________
MEDICAL INFORMATION

Family Physician: _____________________________________ Telephone: ______________________ City: __________________
	
	CIRCLE


	1. Have you ever been hospitalized and was surgery performed? ................................................................
If so, please specify: ____________________________________________________________________
	YES
	NO

	2. Is your physician treating you now for that specific surgery? 
_____________________________________________________________________________________
	YES
	NO

	3. Have you been diagnosed with a heart disease or a heart murmur? ………………………………………………………
	YES
	NO

	4. Do you have an infectious disease? ……………………………………………………………………………………………………..….
	YES
	NO

	5. Doo your ankles often swell or do you have poor blood circulation? ………………………………….………………….
	YES
	NO

	6. Have you had Rheumatic Fever? ……………………………………………………………………………………………………….…….
	YES
	NO

	7. Have you had abnormal bleeding? …………………………………………………………………………………………………..………
	YES
	NO

	8. Have you ever had Radiation or X-ray therapy? (Not including routine dental x-rays)
	YES
	NO

	9. Have you taken Cortisone or Steroids? …………………………………………………………………………………………….………
	YES
	NO

	10. Do you have any food or medical allergies? ……………………………………………………………………………………..………
	YES
	NO

	11. Have you had an allergic reaction to any drugs or medicines? (Ex: Penicillin, ASA, Codeine)
If so, please specify: _____________________________________________________________________
	YES
	NO

	12. Are you taking any prescription or non-prescription drugs or medicines? …………………………………..………….
If so, please specify: _____________________________________________________________________
	YES
	NO

	13. Have you ever fainted? ………………………………………………………………………………………………………………………………
	  YES
	   NO

	14. Are you currently in good health? …………………………………………………………………………………………………………..…
	  YES
	   NO


	15. Are you a smoker? ……………………………………………………………………………………………………………………………………..                   

16. Do you have or have you had any of the following diseases?  Please circle all that apply:
Heart Murmur, Heart Pacemaker, Shingles, High Blood Pressure, Low Blood Pressure, Kidney Trouble, Liver Trouble (Jaundice) Hepatitis A, Hepatitis B, Hepatitis C, Epilepsy, Seizures, Thyroid Trouble, Tuberculosis, Sinusitis, Stomach Ulcer, Asthma, Hay Fever, Blood Disorder, Diabetes, Anemia, Cancer, AIDS, HIV, Cholesterol, Osteoporosis, Muscle/Joint/Valve Replacement
       Additional Information: ____________________________________________________________________
	   YES
	   NO

	
	

	17. WOMEN ONLY

Are you pregnant or trying to become pregnant? If so, when is the expected delivery date? 
Are you presently on birth control pill? …………………………………………………………………………………………………..…

Are you currently nursing? ………………………………………………………………............................................................
	   YES
	   NO

	18. Is there anything else you would like to disclose? ……………………………………………………………………………………….

If so, please specify: _______________________________________________________________________
	    YES
	     NO


DENTAL HISTORY

Name & City of Previous Dentist: ______________________________________________________________________
1. Date of last visit and procedure done: ______________________________________________________________
2. Issues or complications with Local Anesthetic (Freezing): _______________________________________________
3. Allergy or sensitivity to Latex:  _____________________________________________________________________
4. Grinding/clenching or any issues with the jaw joint (TMJ)? If so, please indicate: _____________________________
PRIVACY POLICY
The purpose of collecting your personal information is used to assist the doctors in developing the optimal course of treatment for you and for the sharing of electronic information with your insurance company, should it be required. We value the importance of privacy and strive to ensure that your personal information is kept private and is only shared amongst authorized personnel.
PATIENT CONSENT AND ACKNOWLEDGEMENT
This is to certify that I, the undersigned, consent to the performing of the dental procedures agreed to be necessary or advisable, including the use of local anesthetic or any drugs as indicated. I will assume full responsibility for the fees associated with my treatment and agree that unless otherwise discussed, payment is due on the date of service. I agree to the office privacy policy and consent to sharing my personal information electronically for the purposes of processing insurance claims and dental pre-determinations. I understand that the dentist will assist me in completing my dental claim, but that my dental insurance is a formal contract between myself and my insurance company; therefore I assume complete responsibility for any unpaid claims. 
I understand that 48 hours’ notice is required, otherwise a serious delay in treatment may develop and a $50.00 fee may apply and must be paid prior to receiving future appointments. 
Patient (Parent/Guardian) Signature: ______________________________________                   Date: _______________________
→
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