Patient Information

Patient Name: Date:
Last First Mi
0O Male 0O Female O Married O Single 0O Child 0O Other
Phone (Home): (Work): Ext: Cell Phone:
E-mail Address: Birth Date: D/M/Y
Address:
Street Apartment #
City Province / State Postal Code / Zip Code

Whom may we thank for referring you to our office?

Health Information

Have you ever had any of the following? Please read carefully and check those that apply:

O AIDS O Excessive Bleeding O Mental Disorders O Tumors
O Allergies O Fainting O Nervous Disorders O Ulcers
O Glaucoma O Pacemaker O Venereal Disease
O Growths O Are You Pregnant? O Codeine Allergy
O Anemia O Hay Fever Due date: O Penicillin Allergy
O Arthritis O Head Injuries O Radiation Treatment . Sulfa Allergy
O Artificial Joints 0O Heart Disease O Respiratory Problems 0O Fibromyalgia
O Asthma O Heart Murmur O Rheumatic Fever Other:
O Blood Disease O Hepatitis O Rheumatism O
O Cancer O High Blood Pressure O Sinus Problems
O Diabetes O Joint replacement O Stomach Problems
O Dizziness O Kidney Disease O Stroke
O Epilepsy O Liver Disease O Tuberculosis
Date of last dental visit Reason for this visit

Date of last professional teeth cleaning

Are you currently taking any medications or non-prescription drugs of any kind?

If yes, please list

¢ Have you ever had any complications following dental treatment? 0O Yes O No
If yes, please explain:

¢ Have you been admitted to a hospital or needed emergency care during the past two years? 0O Yes O No
If yes, please explain:

¢ Are you now under the care of a physician? 0O Yes O No
If yes, please explain:

o Name of Physician: Phone:

¢ Do you have any health problems that need further clarification? 0O Yes O No
If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have
any change in my health, | will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian




Spouse or Responsible Party Information

The following is for: O the patient's spouse O the person responsible for payment

Name: OMale OFemale O Married OSingle OChild O Other

Birth Date:

Phone (Home): (Work): Ext: Best time to call:

Address:
Street Apartment #
City State Zip Code

Employment Information

The following is for: O the patient O the person responsible for payment

Employer Name: Occupation:

Address:

Street City State Zip Code
_, s

Insurance Information

Primary

Name of Insured: Is the insured a patient? O Yes 0O No
Last First Ml

Insured's Birth Date: ID #: Group #:

Patient's relationship to insured: O Self O Spouse 0O Child O Other
Insurance Plan Name:

Secondary

Name of Insured: Is the insured a patient? O Yes 0O No
Last First MI

Insured's Birth Date: ID #: Group #:

Patient's relationship to insured: O Self O Spouse 0O Child O Other
Insurance Plan Name:

Consent for Services and Financial Policies
As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursements from the
patients for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

Payment is required for services rendered at the end of each and every appointment. We accept cash, Interac, Visa and Mastercard and personal
cheques (with photo I.D.) NSF charge is $15.

We accept assignment of insurance benefits for major procedures only. For major dental work we require full co-payment at the time of your first
appointment. All basic procedures must be paid in full at the time the services are completed. We will send your claim electronically and your insurance
company will reimburse you.

It is the patients’ responsibility to track their annual insurance limits and to inform us of any changes. Upon their interpretation of the new privacy
of information act, many insurance carriers will not give us information about your dental benefits. As a result, it is difficult to accurately determine what
the out of pocket costs for our services will be and the patient is ultimately responsible for payment for services not covered by the insurance company.

Please be advised that we DO NOT place amalgam fillings. As some insurance plans only reimburse up to the cost of the amalgam fillings, it is the
patients’ responsibility to cover the balance owing.

We require two working days notice to make any changes to your appointment in order to avoid the cancellation/no-show charge.
| authorize the dentist to submit my claim electronically to my insurance company so that the payment will be received in a timely manner.

| authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental assessment and care. Where applicable, |
authorize release of any information concerning my (or my child’'s) health care, advice and treatment to another dentist or specialist.

I have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian
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