AUSTIN AVENUE
Y DENTAL PATIENT REGISTRATION

PATIENT INFORMATION

Last Name: First Name: MI: Title: OMr. OMrs. OMs. OOMiss
Birth Date (M/D/Year: Gender: [dMale [OFemale
Address: City: Postal Code:
Care Card #: Occupation: Employer:
Email:
Phone: (Home) Cell: Work: Ext
Emergency Contact: Phone:
How did you hear about us?
Ol live/work in area [ Social media [ 1 was referred by [ Other

HEALTH INFORMATION

Have you ever any complications after dental treatment? [Yes [No

If yes, please explain:

Are you currently under the care of a physician/family Doc? [Yes [No

If yes, please provide us with name of your doctor:

Do you have any other health problem that we as your dentist should know about? [JYes [JNo

If yes, please explain:

Are you currently taking any drugs or medication? [dYes [ONo

If yes, please list them:

Do you have any allergies to any medications? [Yes [No

If yes, please list them:

INSURANCE INFORMATION

Primary
Last Name: First Name: M: Is insured a patient? [ Yes [No
Insured’s Birth Date: ID #: Group #:

Insurance Company:

Insurance holder relationship: (JSelf [OSpouse [ Child O Other

Secondary
Last Name: First Name: MiI: Is insured a patient? Yes [INo
Insured’s Birth Date: ID #: Group #:

Insurance Company:

p: (604)-931-9022

Insurance holder relationship: [JSelf [ Spouse O Child [JOther

w: austinavenuedental.com e: reception@austindental.ca



MEDICAL HISTORY FORM

The following information is required to help diagnose any conditions and to give the highest possible standard
of professional services. All information will be kept strictly confidential.

1. Have you ever had a serious illness? [ Yes [ONo

2. Are you under the care of a physician now? [JYes [JNo

3. Do you user medicine regularly? [Yes [ONo If yes, name them:

4. Have you had shortness of breath or chest pains? [ Yes [ONo

5. Have you ever had any of the following? (Check all that apply)

[ Jaundice [Diabetes [JTuberculosis or any Lung Disease [JHigh Blood Pressure [ Kidney Disease
[ Heart Attack or Heart Problems [ Mental or Nervous Disease [Thyroid Disease [JGastrointestinal Disease
O Arthritis  ClEpilepsy [ Cancer [OStroke [JOrgan Transplants [JRheumatic Fever []Venereal Disease

6. Have you ever had Hepatitis? If so, what type? OYes ONo

7. Have you tested positive for H.LV. (Aids)? [JYes [No

8. Do you have an alcohol or drug dependency? [Yes [INo

9. Have you had a significant weight change in the last year?  [Yes [No

10. Have you experienced a reaction to latex (rubber)?  [Yes [ No

11. Have you ever experienced any unusual reaction to local anaesthetic (freezing)? [1Yes []No

12. Have you ever experienced any unusual reaction to the following drugs? (Check all that apply) [JYes [No

O Aspirin - OPenicillin - OErythromycin [ Tetracycline [ Codine
[ Barbiturates (sleeping pills) [JSulfonamide (sulfa) [JOther:

13. Do you bruise easily or bleed abnormally? [JYes [No

14. Do you have any blood disorders such as anemia (thin blood)? [Yes [JNo
15. Have you ever had any injury or surgery on your face orjaws? []Yes [No
16. Is there any history of disease in your immediate family? [Yes [No

If so, what?

17. Women - are you pregnant? [dYes [JNo If yes, what month?

18. Do you have any oral habits such as clenching or grinding? [JYes [No
19. Do you have any disease, condition, or problem not listed above? OYes [No

If yes, please list them:

CONSENT FOR SERVICES

The undersigned hereby authorizes Doctor, upon consultation and direct consent from patient to take x-rays,
study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a diagnosis of
the patient’s dental needs. | also authorize Doctor to perform any and all forms of treatment, medication, and
therapy that may be indicated in connection with (Name of Patient)

further to my consultation and direct consent. | understand that responsibility for payment of Dental Services
provided in this office for myself or my dependents is mine, due and payable at the time services are rendered
unless financial arrangements including insurance or otherwise have been made.

Signature of patient, parent or guardian Date:
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