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PATIENT INFORMATION 

 
Patient Name:                                                                                                                          Birth Date:                /                  /                     
                                         First                            Initial                            Last                                                    D                    M                     Y 

 

 

 

NOTE: If the patient is a minor please provide the parent’s or guardian’s information instead in the box below. 

 

 

 

  Address: 

                                    Street                                              Apt.                     City                                Province                   Postal Code 

 

  Ph.(Home):                                    Ph.(Work):                                    Ph.(Mobile):                                   Driver’s Lic.#: 

                             

  Emergency Contact:                                                                                Ph.:                                          Birth date:          /         / 
                                                                                                                                                                                                             D            M            Y 

  Email:                                                                                      Can we communicate with you by email?  Yes No
 

  Where did you find us?    Drive-byOnline (Website/Google)     Yellow Pages (Book/Online)     Referred
 

MEDICAL & DENTAL INFORMATION 
It is important to know details about your medical and dental histories as these could affect the success of your dental treatment and how we can 

provide this treatment safely for you.  The information you provide will remain confidential. 

                                                                                                                                                            Date:                                                  

                                                                                                                                                                                                     Yes  No 

1. Are you being treated for any medical condition at the present or have you been treated within the last year? 

If yes, explain: 

 

2. Have you ever had any serious illness, operation, or been hospitalized?  

If yes, explain: 

 

3. Are you taking or have recently taken any medications, non-prescription drugs or herbal supplements? 

If yes, list: 

 

 

4. Have you ever taken prolonged medication or non-medical drugs? Which? 
5. Do you usually take antibiotics prior to dental treatment?  

6. Are you allergic to or have you ever had an adverse reaction to any of the following?  NONE 

Latex  Penicillin   ClindamycinLocal anesthetics  Codeine  AspirinSulfa drugs     Nickel   Other drugs or  

medication (please list):                                                               

 

7. Do you suffer from any other allergies (metals, hay fever, foods, etc.)? Which?  

8. Have you been warned against using any other medications? Which?  

9. Do you bruise easily or have prolonged bleeding?  

10. Have you ever fainted, had shortness of breath or chest pains?  

11. Do you smoke?  How much per day?  

12. WOMEN - Are you pregnant? YesNoUsing birth control? YesNo  

13. Do you have or have you ever had any of the following?  NONE                                                                                                                                                                     

 A.I.D.S  Congenital heart lesions  Herpes  Organ transplant/implant 

 Anemia  Cortisone/steroid  High/Low blood pressure  Psychiatric disorder 

 Angina pectoris  Diabetes  H.I.V. positive  Radiation/Chemotherapy 

 Anorexia nervosa  Drug/alcohol dependence  Hodgkin’s disease  Rheumatic/Scarlet fever 

 Artificial heart valve  Emphysema  Hyper/Hypo glycemia  Sickle cell disease 

 Arthritis/rheumatism  Epilepsy  Hypertension  Sinus trouble 

 Artificial joints (hips, knees)  Glandular disorders  Jaundice  Stomach/intestinal problems 

 Asthma  Glaucoma  Kidney disease  Stroke 

 Bacterial endocarditis  Head/Neck injuries  Liver disease  Thyroid disease 

 Blood disorders  Heart disease/attack  Leukemia  Tuberculosis 

 Bronchitis  Heart murmur  Lung disease  Ulcers 

 Bulimia  Heart pacemaker/surgery  Malignant hypothermia  Venereal disease 

 Cancer  Heart rhythm disorder  Mental/nervous disorder  Other 

 Circulation problems  Hepatitis A/B/C  Mitral valve prolapse Med Hx Update Notes 
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                                                                                                                                                                                                         Yes No 

14. Why have you come to the dentist today?  

15. When was your last dental visit?  

16. Have you ever had any serious complications with prior dental treatment?  

If yes, explain:  

 

17. How often do you brush per day?                                                             Floss?  

18. Are your teeth sensitive to heat, cold, sweets or anything else? Specify:  

19. Have you ever experienced any of these problems:   

Pain (jaw joint, ear, side of face)     Jaw clicking     Difficulty in opening or closing     Difficulty in chewing 

 

20. Do you clench or grind your teeth?  

21. Do your gums ever bleed?          

22. Do your gums feel sore?  

23. Do you have food catch between your teeth?  

24. Do you have dental implants?  

25. Are you satisfied with your teeth?  If not, why?  

26. Do you feel nervous about dental treatment? 
 

To the best of my knowledge, I have answered every question on the preceeding sections under “Patient Information” and “Medical & 

Dental Information” completely and accurately. I will inform my dentist of any change in my health and/or medication.   I consent to 

the release of medical information from my medical doctor, my dentist or other healthcare provider as it may be required by this 

dental office.  I give consent to this office to perform all diagnostic procedures required to determine a diagnosis and treatment plan.    

 

 

 

Signature (parent or guardian if minor)              Printed Name (parent or guardian if minor)                                          Date 

 

 

FINANCIAL POLICY 
Our office staff is always available and glad to answer all your questions.  Please do not hesitate to ask if you are in doubt! 

 

 Payment of all dental fees is the responsibility of the patient seeking dental treatment; in cases where the patient is a dependent 

(i.e. child), the responsibility lies on the parent or guardian. 

 Payment of dental fees not covered by dental insurance (i.e. patient portion) is due on the day of treatment, following the dental 

appointment.  

 For all major dental work (i.e. crowns, bridges, dentures, etc.) laboratory fees are due when treatment begins.  The patient portion 

balance is due on the day of treatment completion. 

 In addition to Direct Insurance Billing, our office accepts payment by Cash, Debit, Visa and MasterCard.  Personal checks are not 

accepted and we do not offer payment plans. 

 Our office can provide estimates for proposed treatments when required or requested.  Our office also extends the courtesy and 

makes every effort to obtain accurate information regarding your insurance coverage; however, it is ultimately the insurance 

holders’ responsibility to know what their insurance covers and to what extent, and to plan their treatment expenses accordingly.  

Any balances not covered by insurance are therefore the responsibility of the insurance holder. 

 

I acknowledge that I have read, understood and agree to the terms of the financial policy as set out above. 

 

 

 

Signature (parent or guardian if minor)              Printed Name (parent or guardian if minor)                                          Date 
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PERSONAL INFORMATION CONSENT 

 

We are committed to protecting the privacy of our patients’ personal information and to utilizing all personal information in a 

responsible and professional manner.  This document summarizes some of the personal information that we collect, use and disclose.  

In addition to the circumstances described in this form, we also collect, use and disclose personal information when permitted or 

required by law. 

 

We collect information from our patients such as names, home addresses, work addresses, home telephone numbers, work telephone 

numbers, and e-mail addresses (collectively referred to as “Contact Information”).  Contact information is collected and used for the 

following purposes: 

 To open and update patient files. 

 To invoice patients for dental services, to process credit card payments, or to collect unpaid accounts. 

 To process claims for payment or reimbursement from third-party health benefit providers and insurance companies. 

 To book and confirm dental appointments. 

 To send reminders to patients concerning the need for dental recall exams, further dental examination or treatment. 

 To send patients informational material about our dental practice. 

 

Contact information is disclosed to third party health benefit providers and insurance companies where the patient has submitted a 

claim for reimbursement or payment of all or part of the cost of dental treatment or has asked us to submit a claim on the patients’ 

behalf.  

 

We collect information from our patients about their health history, their family health history, physical condition, and dental 

treatments (collectively referred to as “Medical Information”).  Patients’ Medical Information is collected and used for the purpose of 

diagnosing dental conditions and providing dental treatment.  

 

Patients’ Medical Information is disclosed: 

 To third party health benefit providers and insurance companies where the patient has submitted a claim for reimbursement 

or payment of all of the cost of dental treatment or has asked us to submit a claim on the patients’ behalf. 

 To other dentists and dental specialists, where we are seeking a second opinion and the patient has consented to us 

obtaining a second opinion. 

 To other dentists and dental specialists where those dentist have asked us, with the consent of the patient, to provide a 

second opinion. 

 To other health care professionals such as physicians if the patient, with their consent, has been referred by us to the other 

health care professionals for either a second opinion or treatment. 

 

Financial information as well as other information may be collected in order to make arrangements for the payment of dental services 

and for the collection of unpaid accounts.  

 

If we are ever considering selling all or part of our dental practice, qualified potential purchasers may be granted access as part of the 

due diligence process to patient information in order to verify information important to the potential sale.  If this occurs, we will take 

steps to ensure the prospective purchaser safeguards all personal information.  

 

Dentists are regulated by the Alberta Dental Association and College which may inspect our records and interview our staff as part of 

its regulatory activities in the public interest.  

 

I consent to the collection, use and disclosure of my personal information as set out above.  

 

 

 

Signature (parent or guardian if minor)              Printed Name (parent or guardian if minor)                                          Date 

 
 


