Patient Information

Date:
Patient’s Name: O ms. Q Miss L mrs.
Owmr. Qor.
(Last Name) (Given Name)
Birthdate / / [ Age Employer
Day Month Year
Home Address Office Phone | )
(Street)
Cell Phone  ( )
(Street)
Business Address
(City) (Postal Code)

Home Phone | )

Occupation

Spouse / Partner's Name (if applicable)

Occupation

Employer

Your Dentist

City

Phone# ( )

How Long

Previous Dentist

City

Dental Specialist(s)

How Long

City

Your Physician

Office Location

Date of Last Complete Physical Exam

Findings

Medical Specialist(s)

Phone# ( )

{Name & Specialty)

Dental Insurance Co.

Group, Policy, or Division No.

ID#/ Cert

Dependent #

Are you covered by more than one dental plan?

Yes No

Second Dental Insurance Co.

Group, Policy, or Division No.

ID #/ Cert

Dependent #




North Burnaby Dental Group ~ PATIENT HEALTH HISTORY

How would you describe your general health?  poor d fair U good U excellent
DO YOU HAVE OR HAVE YOU EVER HAD? Circle any yes answers and explain below

1. Treatment from a physician within the last year............yes 29. Venereal disease? ........cceens e (L
2. Hospitalization for illness or surgery?.......ccccccccccoveuneece.. YES 30. Lung trouble (TB, asthma emphysema)? e Loan RN VRS
3. Changes in your general health in the past year‘? A Yes 31. Hives, skin rash, hay fever? ........cccceieierccccciriennnen YES
4. A family history of serious disease?........cccouecnrnnicnenn. yes 32. Thyroid or parathyroid disorders? .........ccccimmicsiiinicenn YES
5. An allergy or reaction to: 33. Anemia or other blood disorders? .......ccccerivvinverecricreenn. YES
F L OO e e e e A o yes 34. Prolonged bleeding due to slight cut..............c.cccoccvvevve.. YES
(010142 o b et st e R e S yes 35. Sores, swellings, or blisters on your
Novocaine or other dental anesthetics....................y€s UM ENe BSOS e e e YOS
Other drugs or medications: .. v YES 36. Bleeding gums?................. sy E5
6. Heart disease (murmur, angina, heart attack stroke 37. Trenchmouth (St. Vlncents D;sease A N U G }'? SRS /-1
prosthetic valve or cardiac pacemaker)?.......................yes 38. A dental or periodontal abscess?...........cccoevviieirieneren . YES
Lo BT OS G BT O S S0 s ot consotisaaats cotas donaioans banEissdeensata fosnes yes 39. Doyou clench or grind your teeth? .........cooeccciviieiiiennnn . YES
8. HIgh D00t IR S SU B R i e e e seontam e e e s yes A0 A S IO IO DB s e earis sivntrpiiasaiiuss sescre s tieveis s vl yes
9i oW IO 00 DEESSULE Y. o st int s s e s e asra s e B S AlGlaucomal. st A e DTS
10. Excessively swollen ankles?......cccooeionesinniecrieneene YES 42. Do you wear contacts or eyeglasses'-' e e
11. Astroke?.....c..c........ i A A (1 43, Do you have any artificial joints? .....c.cccccvecviriiieininiinienn. Y€S
12. Shortness of breath on mlld exertlon? ............................. yes L o Y0 N e Py o e e e PO o e A
13. Chest pains on mild exertion?...........cccccociveieieicviiierirenenn YES 45. Do you regularly use alcohol‘? T R e NER XY
14. Rheumatic Fever?............... it Se N NAVES 46. Do you regularly use non- presonptxon drugs? ey O
15. Do you require antlblotlcs before surgery or 47. Have you used aspirin within the last week?..................yes
dental appointMENTS?....ccvviieerrsimeisinieniesiesssrssasseiesens YES 43. Do you feel your eating habits are not adequate’? ...yes
16. Hepatitis, liver disease, jaundice .... PRy M1 1. 49. Are you subject to frequent headaches? ........................ yes
17. Cancer, a tumor or abnormal growth treated 50. Have you had a nervous breakdown, or
by radiation or chemotherapy? ......cccomeivenreesiisesneen. Y€S undergone psychotherapy or counseling?.........c.............y&s
18. Prostate disorders (if male)?......ccccooeeccviccerisiiisscennrn. Y€S 51. If female, are you now:
19. Stomach or duodenal UICEr......coocueeeeecersrieececireieeneennn. YES Bregnants e i) OS
20. Fainting spells, convulsions or epllepsy'? ......................... yes Using hormones {mo]udlng blrth oontrol pllls]? ..yes
21. Arthritis, sore joints or rheumatism? .......cccevevierivnerereens yes Going or having gone through menopause?..........yes
22, Kidneydiseased i st a e yes 52. List all prescription and non-prescription medication taken
PR D[ T e o R S yes reqularly:
24, Excessive urinating? .............. e Y BS
25. Recent weight loss unlntentlonally
(With GO Od A D) 2 i e siesassessctaesssiod Sasrnsons abasiasttasnn yes
21§ T 1V e T LDy oS e s et o e i per g A (S
O o e L e e e e e rer b o g Ty e
28 VAT odias iV i e e e e i VO

Patient Signature Date
PLEASE EXPLAIN ANY “YES” ANSWERS




