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Promenade Dental Off ice
The benefits of a happy, healthy smile are immeasurablel 0ur goal is to help you reach and maintain maximum oral health. Please fill out this
form completely. The better we communicate, the better we can care for you.

About You

TODAY,SDATE: I I EMPLOYER:
dd mm yy

NAME: EMPLOYER,SADDRESS:
LAST FIRST INITIAL MR I\,IRS MS DB

I PREFER TO BE CALLED: L I,,INTT L TTI,/]NTT HOW LONG THERE? OCCUPATION

BIRTHDATE: I I AGE
dd mm yy

HOME ADDRESS:

WHERE & WHEN ARE THE BEST TIMES TO REACH YOU?

WHOIV MAY WE THANK FOR REFERRING YOU?
CITY PROVINCE POSTALCODE

L SINGLE L N/ARRIED L DIVOHCED L WIDOWED L SEPARATED oTHER FAIVILY IVEMBERS SEEN BY US:

HOME #: FAX #: PREVIOUS / PRESENT DENTIST:
(PLEASE CIRCLE ONE)

WORK #: EXT.: CELL#: LASTVISIT DATE: I I
ddmmW

E-MAIL ADDRESS:

Spouse lnformation

HIS / HER NAME:

- -'EM-Pt0-rEFl--

WOFK #: EXT.: CELL#

HIS / HER NAME

WORK #:

CELL#:

CELL #

INSURANCE COMPANY NAIVE:

POLICY / GROUP #:

CERTIFICATE / ID #:

INSURED'S NAME:

INSURED'S BIRTH DATE: I I
dd mm yy

INSURED'S SIN #:

INSURED'S EMPLOYER:

RELATION

HOME #:

SIN #

DIVISION #

RELATION

BIRTH DATE: I I
dd mm D/

NAME:

BILLING ADDRESS:
STREET/APT, #

BUS #: EXT

Dental lnsurance

INSURANCE COMPANY NAIVE:

POLICY / GROUP #:

CERTIFICATE / ID #:

INSURED'S NAME:

INSURED'S BIRTH DATE: I I
dd mm yy

INSUFED'S SIN #:

INSURED'S EI\,4PLOYER:

SlN #

DIVISION #

RELATION

HM #:

RELATION

PBOVINCE POSTAL CODE



Medical History

DO YOU HAVE A PERSONAL PHYS|C]AN?

Y N FEVER BLISTERS / HERPES Y N SINUS PFOBLEMS

YNHEARTATTACK/STROKEYNULCERS/COLITIS

Are you allergic to any of the following?
please circle Y or N and underline those that apply to you:

LYES LI'Io Y N ASPIRIN Y N ERYTHROIVYCIN Y N TETRACYCL]NE

SiGNATURE DATE (dd/mm/yy)

PHYSICIANSNAME: Y N CODEINE Y N LATEX Y N SULPHA

PHONE# DATEOFLASTVIS]T: I I Y N PENICILLIN Y N JEWELLERY/IIETALS Y N DENTALANAESTHETICS
dd mm YY

YOUR CURRENT PHYSJCAL HEALTH ]S: L GOOD L =RiR L POON PLEASE LISI ANY OTHER DRUGS / N/ATERIALS THAT YoU ARE ALLERGIC To:

ARE YOU CURFENTLY UNDER THE CARE OF A PHYSICIAN? L Y=S L NO

PLEASE EXPLAIN:

ARE YOU CURRENTLY TAK]NG ANY I\IEDICATION? L YES L NO DENTAI H|SIOTY

PLEASE LIST EACH ONE: WHY HAVE YOU COME TO THE DENTIST TODAY?

DO YOU SMOKE OR USE TOBACCO IN ANY OTHER FOR]V? L YES L NO

AREYOUTAK]NGBIRTHCONTEOLPILLS? LYES LNO DOYOUREQUIREANTIBIOTICSBEFOREDENTALTREATN/ENT? LYTS LNO

ARE YOU PREGNANT? L YES L NO WEEK #: ARE YOU CURRENTLY IN PAIN? L YES L NO

ARE YOU NURSING? L YES L NO HAVE YOU EVER HAD A SERIOUS PROBLEM ASSOCIATED WITH ANY PREVIOUS

DENTALWORK? LYTS LNO
Have you ever had any of the following medical problems?
please circle Y or N and underline those that apply to your DO YOU NOW OR HAVE YOU EVER EXPERIENCED PAIN /

Y N ANENiIA/RADIATIONTBEATIVENT Y N HEARTSURGERY/PACEN/AKEF DISCOTVFOFTNYOURJAWJOTNT?(TN/J/Tt\lD)? LyES LNO

Y N AFTIFICIALBONES/JOINIS Y N HEIVOPHILIA/BLEEDING YOURCURRENTDENTALHEALTHIS LGooD LFAIR LPooR

Y N ART FICIAL VALVES Y N HEPATITIS / SARS DO YOU LIKE YOUR SI\IILE? L YTS L NO

Y N ASTHMA/ARTHFIT]S Y N H]GH/TOWBLOODPRESSURE DOYOURGUiVSEVERBLEED? LyTs Lxjo

Y N BLOOD TRANSFUSION Y N HIV+ / AIDS HOW I\i ANY TIN4ES A WEEK DO YOU FLOSS?

Y N CANCER / CHEMOTHERAPY Y N HOSPITAL ZED FOR ANY REASON HOW I\iANY T]IVES A DAY DO YOU BEUSH?

Y N CONGENITAL HEART DEFECT Y N KIDNEY PFOBLEI,4S TYPE OF BRISTLES? L HARD L IIEDIUM L SOTT

Y N DIABETES/TUBERCULOSIS (TB) Y N ]VITRALVALVE PROLAPSE

Y N DIFF cuLry BBEATHING Y N PSYCHIATRIC PROBLENi s 
I understand that the information that I have given today is correct to rhe best of my

y N DRUG/ALC9HSLABUSE y N RHEUIVATIC/SCARLETFEVEB knowledge. lalso understand that this information will be held in the strictest
confldence and it is my responsibllity to rnform this off ce of any changes in my med cal

Y N EI\IPHYSEMA/ GLAUCOI\4A Y N SEVERE / FREQUENT HEADACHE status. I authorize the dental staff to perform any necessary dentai services that I may
need during d agnosis and treatment wtth my nformed consent.

Y N EPILEPSY/SE]ZURES/FAINTING Y N SHINGLES

Y N HEARTI\IURI\IUR Y N VENEREATDISEASE Thank you for filling out thrs form completeiy. it wi I enabe us to help you more

effectively. lt you have any questions at any time, please ask us. We are happy to help.
PLEASE LISTANYOTHER MEDICALCONDITIONSTHATYOU HAVE EVEF HAD Our offrce is committed to meeting or exceeding the standards of infection control

mandated by the Canadian Dental Assocrat on.

I verbally reviewed the medical / dental rnformation above wrth patient named here n. Initials: Date: I I
ddmmW

DOCTOR'S COMMENTS:

1, DATE: I I COMIVENTS: STGNATURE:
dd mm yy

2 DATE; I I COMMENTST SIGNATURE:
ddmmW

3 DATE: I I COMIVENTS: SIGNATURE:
dd mm !ry


