
Last Name: First Name:

Birth Date (M/D/Year:

Address:

Email:

Phone: (Home)

Emergency Contact: Phone:

I was referred by

Gender:

City: Postal Code:

Male Female

Cell:

How did you hear about us?

I live/work in area Social media

PATIENT INFORMATION

p:  (604)-931-9022       w :  aust inavenuedental .com      e :  recept ion@aust indental .ca

PATIENT REGISTRATION

MI: Title: 

Care Card #: Occupation: Employer:

Work: Ext

Mr. Mrs. Ms. Miss

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? Yes No

If yes, please explain:

Are you currently taking any drugs or medication? Yes No

If yes, please list them:

Do you have any allergies to any medications? Yes No

If yes, please list them:

Other

Insurance Company:

Insured’s Birth Date: ID #: Group #:

Insurance holder relationship: Spouse Child Other

INSURANCE INFORMATION

Primary

Self

Last Name: First Name: MI: Is insured a patient? Yes No

Insured’s Birth Date: ID #: Group #:

Secondary

Last Name: First Name: MI: Is insured a patient? Yes No

Insurance Company: Insurance holder relationship: Spouse Child OtherSelf



 Have you ever had a serious illness?1.

MEDICAL HISTORY FORM

Yes No

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. I 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. I 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.

Date:Signature of patient, parent or guardian

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.

2. Are you under the care of a physician now? Yes No

3. Do you user medicine regularly? Yes No If yes, name them:

4. Have you had shortness of breath or chest pains? Yes No

5. Have you ever had any of the following? (Check all that apply)
Jaundice Diabetes Tuberculosis or any Lung Disease High Blood Pressure
Heart Attack or Heart Problems

StrokeEpilepsy Cancer
Thyroid Disease

Kidney Disease

Venereal Disease
Mental or Nervous Disease

Arthritis Rheumatic Fever
Gastrointestinal Disease

Organ Transplants

6. Have you ever had Hepatitis? If so, what type? Yes No
7. Have you tested positive for H.I.V. (Aids)? Yes No

8. Do you have an alcohol or drug dependency? Yes No

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)? Yes No

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

Aspirin Penicillin Erythromycin Tetracycline
Barbiturates (sleeping pills)

Codine
Sulfonamide (sulfa) Other:

13. Do you bruise easily or bleed abnormally? Yes No

14. Do you have any blood disorders such as anemia (thin blood)? Yes No

15. Have you ever had any injury or surgery on your face or jaws? Yes No

16. Is there any history of disease in your immediate family? Yes No

If so, what?

17. Women - are you pregnant? Yes No If yes, what month?

18. Do you have any oral habits such as clenching or grinding? Yes No

19. Do you have any disease, condition, or problem not listed above? Yes No

If yes, please list them:


	Text-V4oyov2lif: 
	Text-6f2SI4MM02: 
	Text-T2lh8ziDMf: 
	Text-2Bcj4qzt7X: 
	Text-8OpGifm_ty: 
	Text-VhpFHSWRqm: 
	Text-T4C0fXg3Lm: 
	Text-RZWSjUKM6S: 
	Text-OSdmJyFGOR: 
	Text-8kgZ4DNN_0: 
	Text-ymBJi_MKQ3: 
	Text-eZ6a3gcMJG: 
	Text-_9hSeuSmNM: 
	Text-2K72zfd8d4: 
	Text-xvhA9LAWlu: 
	Text-IUhjvNVBX_: 
	Text-3qWze-QPmp: 
	Text-eqpxWUF0zE: 
	Text-2l6HfMlPai: 
	Text-9L8GfJKthn: 
	Text-R73Pm5kv6_: 
	Text-uTQXyTFfqI: 
	Text-gF_92s8u_3: 
	Text-niEkQPW_d-: 
	Text-zjPH7H_nwo: 
	Text-9CT8PE1Cin: 
	Text-NLmzwue-kn: 
	Text-Sjas6uANYQ: 
	Text-M27KfI1uFm: 
	Text-8YuI79HzBh: 
	Text-BsBbGTm0Rc: 
	Text-fsHbU-reQW: 
	Text-dS15P5IiJ0: 
	Text-b9FF84lFhk: 
	Text-KBkuoS3qU-: 
	Text-RDXR69ZTeY: 
	Text-OkGvjEcoS2: 
	Text-N1GfjWa0Bd: 
	Text-KCoeqtYWO1: 
	Text-MUty3EgMXu: 
	CheckBox-zOoCcvwPj2: Off
	CheckBox-NFLw1LYSB0: Off
	CheckBox-9D6lFXjAZ3: Off
	CheckBox-yG1-FE_sq_: Off
	CheckBox-HKzW6CdJRb: Off
	CheckBox-Zs9la3d9gI: Off
	CheckBox-U3kfbWljF5: Off
	CheckBox-A3IquNyr3v: Off
	CheckBox-9GR6nii9wp: Off
	CheckBox-1HFkdtMizi: Off
	CheckBox-JtnbsPYHF_: Off
	CheckBox-GJ7U-ocNpC: Off
	CheckBox-jsIkKsWO5P: Off
	CheckBox-7NzOO2oWkD: Off
	CheckBox-seNi0OX4LY: Off
	CheckBox-5zUXgZGGA1: Off
	CheckBox-VoOt3csALJ: Off
	CheckBox-qOmhP54XBN: Off
	CheckBox-EycPmLrxlD: Off
	CheckBox-Xxb8Kp0VYU: Off
	CheckBox-XGRv5gegGa: Off
	CheckBox-GGzC71gcaI: Off
	CheckBox-I3hPP5veLA: Off
	CheckBox-brqBby6dqA: Off
	CheckBox-ulOqlwgGwt: Off
	CheckBox-j51Y6nxy3P: Off
	CheckBox-8Qg0Y4XMt3: Off
	CheckBox-XMK2guUab1: Off
	CheckBox-tztDe3byGa: Off
	CheckBox-KNz9loafGZ: Off
	CheckBox-GnXX2v8KBV: Off
	CheckBox-0jQ9xNDPzP: Off
	CheckBox-gITrMtJqS5: Off
	CheckBox-Fx2XiRAzqm: Off
	CheckBox-Ct_y1l-ZO_: Off
	CheckBox-APkJBlfT7p: Off
	CheckBox-JCgLjR8CVW: Off
	CheckBox-knxbu19p6G: Off
	Text-nvf-RDiCXd: 
	CheckBox-5knOctjJWr: Off
	CheckBox-eZC4eA2DEg: Off
	CheckBox-xda6IucYAn: Off
	CheckBox-3rOTjBDqIE: Off
	CheckBox-FO8p5kORWF: Off
	CheckBox-2ZLGMUrhGP: Off
	CheckBox-de9jssDz-C: Off
	CheckBox-E0N3dWtv1L: Off
	CheckBox-KR-CYXN8lC: Off
	CheckBox-QjoKtWlgLx: Off
	CheckBox-qKn36Cks0n: Off
	CheckBox-H9qP90i53s: Off
	CheckBox-b4Y3rzTM64: Off
	CheckBox-2qnuV902H0: Off
	CheckBox-URNtOU-jcJ: Off
	CheckBox-o7hbAY-Zig: Off
	CheckBox-FQMqlgs10K: Off
	CheckBox-xq3DTK4sjP: Off
	CheckBox-GZac3yXE50: Off
	CheckBox-XNysqSpSdX: Off
	Text-dE2lQqgBSs: 
	CheckBox-hGfzwZwxuK: Off
	CheckBox-3Cb_v7PzG2: Off
	CheckBox-0ebiBYRLUU: Off
	CheckBox-J5AZGrmq0n: Off
	CheckBox-d8ECDjFwJm: Off
	CheckBox-ybdOguoACF: Off
	CheckBox-diYc1brx-2: Off
	CheckBox-xRDEQjr1aH: Off
	CheckBox-BW1KNzhZ0J: Off
	CheckBox-NaQqmEmT4P: Off
	CheckBox-7AAZVF_nm7: Off
	CheckBox-pjJtHDIdR7: Off
	CheckBox-lMobJqQoOq: Off
	CheckBox-7o_Bnqzop3: Off
	CheckBox-07BJRlImwl: Off
	CheckBox-t-kqEZAj-J: Off
	CheckBox-aHF3rkks1s: Off
	CheckBox-Am4pFLzt00: Off
	CheckBox-WAfS39g_mg: Off
	CheckBox-UF8mzqXQ3l: Off
	Text-lZC_EOcPwc: 
	CheckBox-BtNLk6Okul: Off
	CheckBox-cDOwbKOZfq: Off
	CheckBox-wm2CIk17zf: Off
	CheckBox-IZBAWsJNMW: Off
	CheckBox-soT76Y-Fni: Off
	CheckBox-26PqmdxVfo: Off
	CheckBox-LOxW1Up8_S: Off
	CheckBox-LYzehJV3ET: Off
	Text-lyFNYsANIF: 
	Text-75r1njArEo: 
	CheckBox-RRzuo8L4zL: Off
	CheckBox-0gMNlMlzmf: Off
	CheckBox-rguWaToNey: Off
	CheckBox-X6Q6nmxIjO: Off
	CheckBox--yBvIt17rK: Off
	CheckBox-2b28tyhkDI: Off
	Paragraph-QgXS8vQhXw: 
	Text-aQN-RZZiW4: 
	Text-wanU_ctjGu: 


