DENTAL FILE

CONFIDENTIAL QUESTIONNAIRE OF INTRODUCTION

Last Name: ~ First Name: . Sex: M| F[]
Address: No.: Street: | Apt.: City: o |
Postal Code: Tel: Res.: | Work: ) B - |
Date of Birth: Day | Month | Year Marital Status: Weight: Height | |
Guardian: | '
Medicare No.: Exp.: Cell: -
Referred by: 3
E-mail
REASON FOR VISIT:
MEDICAL HISTORY v Gk
1. Are presently under a physician's care? 7. e SR e M I G R L et £ i et s I S
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st e — I anio 29. Do you smoke? ....... i
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31. Do you carry the AIDS virus?
YES NO 32 Do you have AIDS symptoms? ......... L
>
2. Are you presently taking any drugs or medication, or have you i 33. Do you have artificial joints? (knee, hlp, etc. } .........................
taken any in the [ast 6 MONINST ..............ccccciemmmimenrneisissnmanaes 34. Do you have any of the following allergies? :
If yes, which? e YES NO YES NO
3. Are yOU Pregnant?  ............ccsoisnsimsssssnss s Fand s L EE L S aenamides L ' |
4. Are you taking any birth control pill? .. Penicilling ...............cc..... _ Codeine ........... il L]
Are you Sllffﬂl'll'lﬂ or have you ever suffered from ....7 ;:I.‘Sdl;.'lr!:;n ,,,,,,,,,,,,,,,,,,,,,,,,,,,, IJI Laﬁir anaesthesia ........... | j
5. Heart disease (stroke, angina, murmur, valvular problems) ..... WEEEE e e ! = et
R e R e R s e S I G e .| 35. Were you ever hospitalized or have you undergone surgery other than
T PrOROR DISBING . A i s iR s Ak ® dental? If so, indicate which ones and when?
I i i o tiaevimnt s A b e L A S | L _ AUt | Bl SRk e A e e
9. High L] Low L] BlOOd PIBSBUNE  ...........vcuiievineionscs |
10. Frequent cOlOS OF BINUSIB ... it anirassaniss L] T =
11. Tuberculosis or lung problems  ...........coceeeiummmsiressmmsienissssasion B | 5 T T i e "I'ES i HEi
lrmy LT T e L | R e e sk e e S e MU L] 36. Is there anything concerning your health that you wish to o
S R IR it L s s e W P G b e R e it U s L) discuss privately with your dentist? | B
14. Liver disease (hepatitis A, B, C, cirrhosis, elC.) ......ccccvviiivneenne L] A
L R S R e R 18 - AT e
16. Voneroal diSedse (STD) .......cccccesrsrrsrinessssssssnnsssarsnssassssssssssnrhans [ 5
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25. Dizzy spells and/or fainting spells ...........cccociiiiiiiinniiiiiinnnen. -

DENTAL HISTORY

Last visit: 0-6 months 6-12 months > 12 months

Treatments received

Did you previously have dental treatments such as? : YES NO YES NO
o Ol PN I TG IONY i o s sk wimamnivnasiia s phassasnds | Ji] | 7. Partial and/or complete denture ...........ceeiecsiimsssessessesssssenss [ ]
o BT Ty e et S R DS, R A e 8. Surgical treatment or extraction L
3. Orthodontic treatment | R e T e SR S G S A Ittt iy |
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B DN TIENIN oo i o G s g e s AR e e e _J 11, Other { ] ]
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I the undersigned, hereby declare that | have read, understood and answered the above
medical-dental questionnaire to the best of my knowledge. | also hereby promise to
inform you of any changes to my health.

| authorize the up of my dental file, its follow-up, as well as my registration on the
recall list(s) of the treating dentisi(s).

| have been informed that my file will be kept in the office at all times and that only the
dentist(s) and his/her (their) auxiliary personnel will have access toit.

Patient or Guardian

Date

!
Day  Month  Year

| acknowledge that | have read the answers to the above guestionnaire and that | have
taken the customary measures, asthe case may be.

Signature
Attending Dentist

te .
e - Day j"'ihm' onth  Year
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