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Patient Information

Patient Name Preferred Name Sex Birthdate
Address

ity _ 3 Provinc_@. _ ?Qstal Cade

Home Phone _ Cell Phone Email

Whom may we thank for referring you to us? If you have insurance: Name of the Policy Ho!cle!_’; o

Please read the following:

By providing an email address, | agree to receive emails that contain intormation such as appointment reminders, referrals, account details,
and intormation rolating to dental treatment plans and procedures,

| consent to the dental procedurcs agreed 10 be necessary or advisable for myself or child, including the use of local anaesthetic or ather
drugs as indicated, and 1 will assume responsability for the fees associated with those procedures.

| authorize electronic submissions ta my dental benefits.
Your signature gives us permission to use the credit card you provide us in the office for balances on the account.

3 |HAVE READ AND UNDERSTAND NASWELIL ASTH FICE POLI

Office Policies for insurance, accounts & appointments
Insurance
As a courtesy to our patients. WE DO ACCEPT PAYMENT FROM YOUR INSURANCE COMPANY. if allowed by vour emgloyer.
We will work on 2 ciaim for 90 days and if we have not been paid, then the claim in question must be paid by the patient and they must then
work it out with their insurance company.
Insurance information needed
The Privacy Act prevents us from geiting cortain information from your insurance compgany.
You must supply us with additional information we need if you wish to have us bilt your insurance directly.

1. Rerail Frequency and units of scaling atlowed
2. Annual Maximums and percentages for Basic and Mapor treatment
3. Beneht year if different than a calendar year

If yau have a policy book please bring to an appointment and we can extract the information that we need,



Please be reminded that your insurance is a contract between your insurance company and yourself NOT the dental office. We wili do our
best to help you keep track of your maximums and frequencieas but it is ultimately your responsability to know the plan limits. We are happy
to help you with any guestions.

Preauthorizations

Mast insdrance comganies do nat serd the information for predeterminations o the dental office. W need this information Lo aflow us to
cakouiate what or if there is a porgion for the patient to pay. which is due at the time of vour appaintment. Same plans do not include the lab
costs on their information to the patient so the total cost to them is not correct. Most preautharizations done are for major restorative
work e.g. Crowens, bridges & implanes and the benehis vary greatly between insurances. This information can be faxed, e-mailed. or brought
inte the office,

Account

Ary amount owing is due the day of vour appointment. We ask that s current credit card {Visa or Mastercard), be placed on file for any
lsalznces that oceur after your insurance has paidd their portioo. even with dual coverage there can be a balance. Insurance plans will pay
different percentages for procedures and pay on what is aliowed on your plan, not wiat cor charges are. If you do nat have a credit card or
do not wish te give one, then we ask for a 25% depasit of any unknown amounts. Any unused money paid to us will be reimbursed to you.

Appointments

Should you need ta change yvour dental appointiment, please remember that we do reguire 2 business days notice. This allows us time to fill
the vacant spoet. As a courtesy, we will remind you of vour appointiment 2-3 days prior by e-raik phone or text message, but it is still your
responsability to record your appointments when you make them and keep them. Recali appointrments can be mate up to a year in advance
angd wee will remind you fwa weeks prior [o pive you [ots of time Lo rebooi if necessary, you'll also receive a 2 day reminder in adelition.

Medical History

1} Bo vou have apy prescription allergies? ¥ ¥es i No
#yes, please chack all that spily:
L1 Acetaminaphin Aspirin i Codeine
Ervthromycin |buprofen Morphine
o Penicillin 1 Tetracycline
Other prescriptions allergies:
2) Do you have any other allergies? es O3 MNo
If yves. pleass list:
3} Do you have any health conditions? O Yas 3 No
if yes, please chack all that apply:
L Anemia Arthiritis .4 Artifcial Joints
Birth Controt Bleeding Disorder Contact Lenses
Dicpressian Digestive Discrder Drug/Alcohol
Emational Problems pifeptic Glaucoma
Head Trauma Hearing Impairad High Chaolesteral
. Harmone Dehciency Hypersensitive Jaundice
Kidney Disease i Liver Giscase MNeuralogical Qisarder
Orstecporosis Prognant i Prostate
Paychiatric Treatmenrnt MOKET Snaring
Stomach Ulcer bryroid Discase
Ciher health conditions not listed:
43 Do you have asthma or any other respiratory diseases? ves ¥ No
Respiratory disease and tvpe of medication taken:
5) Do you have any special needs? 2 yes O No

Hyos pleass chaeck all that apply:
L1 Do nat recline chair

L3 Mervaus inchair

Gagroflox

MNeck Roll
L No Xrays




.. Tendency to faint
Any other needs not listed:

&) Do you have any heart conditions?
i yes, please check all that appiy:

Fleart Valve/Repair

{1 Pacemaker
Other conditions not listed:

7+ Have you had any joints replaced?
Type of juint replacement and dato:

811 lave you ever had to take antibiotics prior to dental work?
Reasen for taking antibiatic:

9 Are you taking any medications?
# yes, please list:

100 When was your last dental visit?
123 Whanwas your last physical?

14} Are you pregnant?

15) Do you have any infectious disease?
H yes, please check all that apply:

_ Hepatitis &

- Herpes/Cold sores

L1 Hepatitis B

7 Yenereal Disease

16) Have you had any other surgeries or been hospitalized?
Please lisl surgeries or hospitalizations and when:

Mt

17) Do you simoke?
if yes, how much?

18} Do vou use chewing Tabacco?

19} Do you have a persistent cough?

20} Do you have a reaction to Epinephrine?

231 Do you have a compromised immune system?
221 Do you have a latex allergy?

231 Do you have dighetes?

24 Ave you handicapped/in a wheelchair?

AND UNDERST,
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Cardiac Stent . High Blood Pressure
7+ Infective Endocarditis

CHIV Positive/AIDS

O ves <0 No

T Low Blood Pressure

{3 Yes L Mo

{3 ves 3 No

3 Yes L N

11} _Wl'zich dental office:?

13} Personal Physician

O vey U No

Uves L% No

1 Hepatitis C

1 Tuberculosis

T3 Yes Y No

3 ves O Ne
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