Integrity Dental
A division of Harold F.G. Elke prof. corp.
PATIENTS LAST NAME FIRST NAME INITIAL(S) MARITAL STATUS
BILLING NAME BIRTHDATE D/M/Y SEX
BILLING ADDRESS PHONE 1
CITY POSTAL CODE PHONE 2
EMAIL REFERRED
BY
EMPLOYER WORK PHONE

DENTAL DECISIONS MADE BY:
O Self O Guardian U Trustee

GUARDIAN/TRUSTEE NAME

GUARDIAN PHONE

DENTAL INSURANCE PLAN: YES/NO

PHYSICIAN NAME

CLINIC PHONE
MEDICAL HISTORY
Do you have a current medical problem? No O Yes O  If “yes” indicate what problem:

1. Have you been hospitalized or had a serious illness within the last 5 years? Yes [ ] No []
If yes, why/what:

2. Do you have or have you had any of the following:
Heart or circulatory Lung or breathing Nervous or brain Other
[] heart failure [ ]asthma [] migraines []thyroid disease
[] heart attack [] tuberculosis [] epilepsy [] glaucoma
[] heart murmur [] allergies [] seizures [] kidney disease
['] congenital defect [] sinus trouble [] fainting, dizzy spells [] artificial joint
[] artificial valve [] other [] brain injury [] diabetes
[] pacemaker ["] multiple sclerosis [ Julcers
[] stroke Contagious diseases [] other [] tumors
[ ] rheumatic fever [ ] cold sores [ ] arthritis
[] angina [JHIV/AIDS Blood disorders [ ] jaundice or liver disease
[] high blood pressure [] venereal disease [] hemophilia [] steroid therapy
[ ] shortness of breath [ ] hepatitis [] sickle cell anemia [ diet pill therapy
[ ] other [] other [] leukemia [] drug/alcohol dependency

[] other [ ] other
3. Are you allergic to, or have 4. Are you: 5. Are you presently taking any

you been told not to take:
[ ] antibiotics

[] on a prescribed diet
[ ] taking herbal supplements

If yes, please list:

medication? Yes No

[] painkillers [ ] a smoker

[ ] aspirin [ ] an ex-smoker

[ ] local anesthetics [] nursing

[] sedatives [ ] pregnant

[] latex materials [ ] expected delivery date:
[] other:

5. Do you require pre-medication for Dental treatment? Yes[ ] No[]

If yes, what:

7. Is there anything else we should be aware of regarding your health? Has there been any change in your general health in the

past year?




DENTAL HISTORY

Do you have dental pain? When was your last dental visit:
Do you think you have gum problems?
Do you clench your teeth often? When were your last X-rays taken:
Do you notice popping, clicking or soreness
of the jaw or just in front of your ears? Who was your last dentist:
Do you have head or neck pain or discomfort?
Have you had an injury to your face or jaws? What was your last dental treatment:
Are you involved in any contact sports (i.e.
hockey, football, boxing, basketball)?
Have you ever had problems with: What concerns you the most about your teeth?
dental freezing/local anesthetic?
excessive bleeding with dental treatment?
nervousness about dental treatment?
a bad experience in a dental office?
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PATIENT CONSENT

The undersigned hereby authorizes the Dentist to take X-rays, study models, photographs or any other diagnostic aids deemed appropriate by
him to make a thorough diagnosis of the patient’s dental needs. |also authorize the Dentist to perform any and all forms of treatment, medication
and therapy that may be indicated. | also understand that the use of anesthetic agents embodies a certain risk.

Date: Signature of patient or guardian: Staff Initial:

PAYMENT OPTIONS

We ask that you know ahead of time your payment options. Our office accepts credit cards, debit cards, cash, cheques and money orders.
Should you have valid dental insurance coverage, we are prepared to accept payment directly from your insurance company. At each
appointment you are responsible for any unpaid balances or portions not covered by your policy. If full payment from your dental insurance
company is not received within thirty (30) days from the date of service, you are responsible for payment in fullimmediately.

lunderstand and agree to the above terms.

Date: Signature of patient or guardian: Staff Initial:

MEDICAL HISTORY UPDATE
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