WELCOME TO OUR OFFICE

BEAUMONT DENTAL CENTRE

TODAY’S DATE: ____________________________
LAST NAME:________________________FIRST AND MIDDLE NAME:_______________________


ADDRESS:___________________________________________________________________________
CITY/TOWN:
_______________________________  POSTAL CODE: _________________________
HOME: _____________________ WORK:____________________  CELL: _______________________
EMAIL ADDRESS: ____________________________________________________________________

PREFERRED METHOD OF CONTACT: (___ Home)  (___ Work)  (___ Cell)  (___ Email)  (___ Text)
BIRTHDAY:  DAY__________ /MONTH________________ /YEAR____________      Male or Female
ALBERTA HEALTH CARE #:___________________________________________________________
REFERRED BY:_______________________________________________________________________
EMPLOYED BY:______________________________________________________________________
EMERGENCY CONTACT (NAME & NUMBER)  ___________________________________________

POLICY HOLDER OF DENTAL INSURANCE OR PARENT OR SPOUSE

	FIRST INSURANCE

	LAST NAME


	FIRST NAME


	DOB

	INSURANCE


	GROUP/PLAN/POLICY
	ID/CERT#

	SECOND INSURANCE

	LAST NAME
	FIRST NAME
	DOB



	INSURANCE
	GROUP/PLAN/POLICY
	ID/CERT#




**Please complete reverse side**
PROTECTED WHEN COMPLETED
MEDICAL DENTAL HISTORY

YES   NO

                       1. ARE YOU PRESENTLY IN GOOD HEALTH?

                       2. HAVE YOU BEEN UNDER THE CARE OF A PHYSICIAN LATELY?


                       3. HAVE YOU EVER HAD A SERIOUS ILLNESS OR OPERATION?

                       4. DO YOU HAVE ALLERGIES, HAY FEVER OR ASTHMA?

                       5. HAVE YOU HAD AN UNPLEASANT ANAESTHETIC EXPERIENCE?


                       6. HAVE YOU BEEN WARNED AGAINST TAKING ANY MEDICATION?

                       7. DO YOU SMOKE OR USE TOBACCO?

                       8. DO YOU BLEED OR BRUISE EASILY?

                       9. DO YOU HAVE HEART DISEASE OR HIGH BLOOD PRESSURE?

                      10. DO YOU HAVE DIABETES, KIDNEY OR LIVER AILMENTS?


                      11. DO YOU HAVE ANY MENTAL OR PHYSICAL DISABILITIES?

                      12. HAVE YOU BEEN EXPOSED TO HEPATITIS, TB, OR HIV VIRUS?

                      13. FOR WOMEN: ARE YOU PREGNANT?

                      14. ARE YOU SATISFIED WITH THE APPEARANCE OF YOUR TEETH?

                      15. DO YOU HAVE ANY SENSITIVE TEETH?

                      16. DO YOU CLENCH OR GRIND YOUR TEETH?

                      17. ARE YOU AWARE OF ANY NOISES OR PAIN FROM YOUR JAW JOINT?

                      18. DO YOU, AT PRESENT, HAVE ANY DENTAL COMPLAINTS?


              SPECIFY: ______________________________________________________________________
LIST ANY DRUGS OR MEDICATIONS YOU ARE PRESENTLY TAKING: _____________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

NAME OF PREVIOUS DENTIST: _______________________________________________________________   

DATE OF LAST DENTAL VISIT: ________________________________________________________________
FAMILY PHYSICIAN: __________________________________________________________________________

PATIENT SIGNATURE: _________________________________ DATE: ________________________________

PROTECTED WHEN COMPLETED

