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COMPREHENSIVE AESTHETIC DENTISTRY




Name:








Today’s date:

Address:







Postal Code:

Phone HM:



WK:



Cell:

Date of Birth:







Sex:      M       F  

Employer:







Occupation:

Emergency Contact:






Phone:

Physician:







Phone:

Previous Dentist:






Phone:

Email Address:

MEDICAL HISTORY

When did you last see your physician, and for what reason?

Do you have any drug allergies that you are aware of?



        YES     NO

Have you ever been hospitalized?





         YES    NO

If Yes, for what reason?

Has your dentist, physician or specialist ever recommended taking antibiotics prior 

to dental treatment or surgery?






         YES    NO

Please List any Medications & Supplements you are taking:

Please Circle any of the following conditions that apply to you, past or present.

Surgery

Heart Murmur

Heart Disease

Heart Attack

Pacemaker

Artificial Joints

High Blood Pressure

Low Blood Pressure

Blood Disorders

Clotting/Bleeding Problems

Hepatitis A - B  - C

HIV/AIDS

Mental/Nervous disorders

Depression

Drug Use

Anemia

Stroke

Fainting

Diabetes

Rheumatic Fever

Breathing Problems

Tuberculosis

Thyroid problems

Liver problems

Kidney disease

Gastrointestinal 

Ulcers

Sleep Apnea

Asthma

Jaundice

Epilepsy

Cancer

Growth or tumor

Arthritis

Sinus problems

Cold Sores

Osteoporosis

Migraines/headaches

Latex AllergyWOMEN:  Are you pregnant?





YES     NO

Do you take birth control pills or HRT?






YES     NO

Are you in peri-menopause or menopause?





YES     NO

TOBACCO:  Do you currently or have you previously smoked?



YES     NO

If Yes, for how long?



How much?

Do you chew tobacco?








YES     NO

Past or future ‘Quit ‘ date:

Is there anything else you would like us to know about your health?

NOTES:

DENTAL HISTORY

What is your present Dental Concern?

Are any of your teeth sensitive or aching?
YES
NO
Which tooth/area?

When was your last visit to a dental office?





Last professional cleaning?

Have you ever had any bad or good experiences at a dental office you would like to make us aware of?  YES
NO

What is your dental comfort level on a scale from 1 to 10?

How often do you brush your teeth?




Floss?

Do you use any other dental aides (mouthwash, toothpicks, proxy-brush, floss threaders etc)? 
YES
NO

Please list:

Have you noticed any bad breath, mouth odors or a bad taste in your mouth?
YES
NO

Does you mouth often seem dry?
YES
NO

Do you notice bleeding when you brush?
YES
NO          Floss?
YES
NO

Have you ever been diagnosed with (circle) Gingivitis, Gum Disease, Periodontal Disease, Deep pockets or any other condition related to the health of your gums?
YES
NO

The following list of symptoms can be a sign of TMJ/TMD or bite problems.  Please circle any that may apply to you, past or present.

Headaches

TMJoint pain

Joint popping/clicking

Limited opening

Ear congestion

Ringing in the ears (Tinnitis)

Difficulty swallowing

Loose teeth

Clenching

Grinding

Facial Pain

Tender/sensitive teeth

Hot/Cold sensitivity

Difficulty chewing

Back/Neck pain

Tingling in fingertips

Trigeminal Neuralgia

Bell’s Palsy

Insomnia

Rate your SMILE from  1 to  10.

What would you like to change or improve in your smile, or your mouth in general?

Is there anything you would like to make us aware of that has not been covered on this form?
YES
NO

PERMISSION TO TREAT, RELEASE OF INFORMATION & PRIVACY.
This is to certify that I, the undersigned, consent to the performance of dental treatment agreed to be necessary or advisable.  I will assume full responsibility for fees associated with treatment.  I have been informed of my Privacy rights under PIPEDA regulations and consent to the collection, use and sharing of my personal, medical and health information ONLY as outlined in the privacy policy presented to me.  

Date:



Signature of patient, parent or guardian:

