
PATIENT INFORMATION, HEALTH AND DENTAL HISTORY 
Welcome, in an effort to provide you with optimum dental care, we require a thorough medical and dental history which is 
unique to you. We have also designed some simple office guidelines to promote effective communication and understanding. 
Be assured that all information is kept strictly confidential. Thank you. 
 

PERSONAL INFORMATION: 
 
FULL NAME:                                                                                       BIRTHDATE:                                      S.I.N_______________ 
                                                                                                                                                            DD / MM / YR 
ADDRESS:____________________________________________________________________________________________ 
                                                              STREET                                                        CITY                                                   POSTAL CODE    

TEL: HOME_____________________ WORK:_____________________  MOBILE:__________________OTHER:_________ 
 
EMERGENCY CONTACT TEL:____________________________RELATIONSHIP(spouse, parent, friend. . .):_______________ 
 
INS._CARRIER:___________________GROUP#________________ID#_________________EMPLOYER:_______________ 
 
COVERAGE %__A:________B:________C:_________ANNUAL MAX:____________________________________________ 
 
NAME OF SPOUSE:_______________________________________________BIRTHDATE:__________________________ 
                                                                                                                                                           
2

nd
 CARRIER:____________________GROUP#_________________ID#_________________EMPLOYER:______________ 

 
COVERAGE %:__A:_______B:_________C:_________ANNUAL MAX:____________________________________________ 
 
 
Financial Matters 
In fairness to all patients, payment is due at the time of treatment. If you have dental insurance, you are responsible for any 
patient portion or outstanding balance not covered by insurance. We allow 30 days for your insurance company to make 
payment. After this time, all inquiries and insurance payments due become your responsibility. Our fees are based on clinical 
expertise, quality of care and materials. 
 
Appointments 
Failure to honour appointments or provide adequate notice deprives other patients of access to treatment (some of which may 
be urgent in nature). There will be absolutely no charge for your need to change an appointment as long as you provide us with 
at least two working days notice. Should something happen to prevent you from contacting us there will be a charge according 
to the amount of time that was reserved for you. 
  
Dental Insurance  
Your dental insurance is your responsibility. . . but we can help. Dental plans vary greatly. We do not follow any standard 
insurance fee guide. The estimate for insurance coverage is based on the insurance plan details you have given the office. It is 
most important to understand that this is only an estimate. The amount paid by the insurance company may be affected by 
such factors as annual limits, percentages, non-coverage of certain procedures, etc. We must stress that you are ultimately 
responsible for the total treatment fee. Insurance companies do not inform dental offices of changes to your policy. We 
encourage you to be completely familiar with the terms of your plan and its limitations in order to eliminate any 
disappointments.  
What does all this mean? It means we need to be realistic about the limits of insurance, rarely will it cover 100% of your 
treatment. It is best to view insurance as an aid to you in your dental care and remember your dental plan is not a treatment 
plan. You should not allow your insurance to dictate your care as there is no correlation between the treatment  you require 
and what insurance will pay for. Only you and your dentist can decide the treatment that best meets your specific needs.  
As a courtesy to you, we will do our best to try and help you understand dental insurance, accept assignment of benefits from 
most insurance companies and if your policy allows, submit your claim electronically. This will reduce your immediate out of 
pocket expenses and facilitate payment from your insurance company. Thank you for your consideration and understanding. 
 
 
I have read and understand the office policies.  
 
_____________________________________________________________________________________________________   
Patient Signature (legal guardian)                                                                          Date  
 
 
NOTES(office use): 



MEDICAL HISTORY (CONFIDENTIAL) 
 

PHYSICIAN  NAME: _____________________________________________PHYSICIAN  PHONE:__________________  
 
                                                                                                                                                                       YES           NO 
 

1. Are you in good health? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                         
 

2. Do you smoke? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                      
     

3. Have you had any surgical treatment to your face, head or neck? If yes, please specify  . . . . . . . . . . . . . . . .                            
    ____________________________________________________________________________________                                                  

 
5. Have you had any cosmetic non surgical treatment to your face, head or neck e.g. Botox, dermal fillers, 
     laser therapy etc. . .?  If yes, please specify. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                        

         ___________________________________________________________________________________ 
 

6. Are you presently being treated for any condition(s)? If yes, please specify . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                              
    ______________________________________________________________________________________ 

 
5. Are you presently taking any medications, drugs, multi-vitamins or herbal supplements? . . . . . . . . . . . . . . . .  . .  
    If yes, please list. _______________________________________________________________________ 
    _____________________________________________________________________________________  

 
6. Have you ever had an unusual/allergic reaction to any drug/medication?. . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                        
    ( e.g. Penicillin, Codeine, Ibuprofen, Dental anesthetic etc…) 

 
7. Please circle any conditions that have ever applied to you:  
    
Heart Condition 
Artificial Heart Valve 
High Blood Pressure 
Stroke 
Diabetes 
Asthma 
Artificial Joints 
Kidney Disorder 
Osteoporosis 

Arthritis 
Thyroid Disease 
Cancer 
Liver Disease 
Epilepsy/Seizures 
Hepatitis  
Rheumatic Fever 
Blood Disorders 
Allergies 

Digestive Problem 
Fainting Spells 
Depression 
Dry Mouth 
HIV / AIDS 
Drug Abuse 
Mental/Nervous Disorder 
Currently Pregnant

 
8. Do you have any condition or problem not listed that you think the dentist should know about?. . . . . . . . . . . .  
    If yes, please explain_____________________________________________________________________ 
 
I have answered the above health questions to the best of my knowledge and will inform the dental office of any 
future changes. 
 
 
    _______________________________      ____________________________________         _______________     
    Name (please print)                                     Signature (legal representative)                                   Date 
 

NOTES(office use): 
 

 



 
 
 DENTAL HISTORY / INFORMATION 
 
  1. Whom may we thank for referring you to our office?___________________________________________________________ 
 
  2. When did you last visit the dentist?                        less  than 1yr      1yr      2yr      3yr+ 
 
  3. Name of previous dentist (optional)? ______________________________________________________________________ 
 
                                                                                                                                                                                               YES       NO 
 
  4. Do you attend regularly?  (if yes, how often?)_____________________________________________________  
                                                                    
  5. Have you ever had: Orthodontic (Braces) treatment, Oral surgery, Periodontal (gum) surgery  . . . . . . . . . . . . . .   
      or worn a bite guard or other appliance?                                                             
 
  6. Were any treatment recommendations made at your last visit?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                                      
       If yes, were they completed?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                                                                                          
 
  7. Have you experienced any pain in your jaw or difficulty opening/closing?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                      
      (e.g. joint, muscles, side of face, ear)                     
                                                                                           
  8. Habits. Are you aware that you grind /clench your teeth or bite/hold objects with your teeth?. . . . . . . . . . . . . . . .                                                          
      (e.g. fingernails, pencils, pens etc…)       
 
  9. Do you have any fear or apprehension about dental care?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                                            
      If yes, please specify _______________________________________________________________________ 
                                                                                                                       
10. On a scale of 1 to 10 (1= poor  10 = excellent) 
       How would you rate the overall health of your mouth at present?_________________ 
       What level of dental health do you wish to achieve? ___________________________  
 
11. Are you dissatisfied with how your teeth look or feel in any way? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                          
        (e.g. colour, shape, spaces, crooked, sensitivity, etc… ) 
        If yes, please specify ______________________________________________________________________ 
 
12. Do you have any specific interests that you want to know more about? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                                                    
       (e.g. whitening, cosmetic restorations, gum problems, etc… ) 
       If yes, please specify _______________________________________________________________________ 
       ________________________________________________________________________________________                                      
 
  
 
Consent:  
The undersigned hereby authorizes to the taking of X-rays, study models, photographs, or any other diagnostic aids deemed            
appropriate by the dentist to make a thorough diagnosis of the patient’s dental needs. I also consent to the performing of any 
treatment, medication and therapy, agreed to be necessary or advisable after discussion or consultation (including alternative 
options and consequences of no treatment) and will assume responsibility for the fees associated with such. I also understand 
the use of anesthetic agents embodies a certain risk. 
 
 
______________________________________________________________________________________________________ 
Patient Signature (legal representative)                                                                                           Date 
 

 
 
NOTES (offices use): 
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