
Name (Mr, Mrs, Ms):                                                                Age:      Sex:       Date of Birth:
Address:                                                                                                         Postal Code:
Phone:  Res.                           Bus.                           Cell                           Email Address:
Occupation:                                                             Place of Employment:
Person Responsible for Account:
Dental Insurance:  Policy Holder Name/DOB                                                 Company:
Secondary Insurance:                                                              
Certificate/Policy No.:                                                                                     Div. #:
Whom may we thank for referring you to our office?

MEDICAL HISTORY:   Family Physician:                                                  Clinic/Ph. #:
The following information is required to provide you with the best possible dental care.  All information is strictly private, and is
protected by doctor-patient confidentiality.

To the best of my knowledge, the above information is correct and I will advise the office of any future changes.  I will give consent to be 
contacted via phone/email or text for appointment booking purposes.

Patient/Parent/Guardian Signature:

Date:

        Other:

15.  Women:  Are you pregnant?    No          Yes            Due Date:
DENTAL HISTORY:
16.  When was your last dental check-up?
17.  Do you presently have a dental concern?                                                                                                                       No    Yes

18.  Do you have or have had sensitive teeth, bleeding gums, bad breath or sore jaws?                                                     No    Yes
19.  Do you feel nervous about having dental work done?                                                                                                    No    Yes
20.  Do you have dental implants?                                                                                                                                         No    Yes
21.  Have you experienced problems with dental treatment?                                                                                                No    Yes
       




