
DATEI PATIENT INFORMATION

PATIENT IS AN: IIDULT! CHILDD ADULT UNDER CUARDIANSHIP NANIE oF GUARDIAN.

Name ' Njckname Mrs.tr Mstr Mr.E

Cellular Phone ( )Home Phone ( )

Date ofBirth: Sex: Mrrilal Status:

Driver's License #

Family Physiciani

Medical Spe(uli!r (rf presentl\ under caJe Phone: (

Exr

Ext.

Yes! NoE Grcup Policy #

P.nnffy Insurance Co- Name: Yr. End

Perio Scrlins 9o

Secondary lns Co Name

Perio Scalins

PERSON RESPONSTBLE IOR ACCOUNT Setfi othertr , Nanei

Home Plone \' BL.ire.. phone

IN CASE OfEMERGENCY Relalionship
Home Phone: ( ) Busrness Phone I )

Is any othermember ofyour family or relative a Datienr aroxr office?

REASON FOR TODAY'S YISIT ExaninationE Emergencytr Othertr
Who ma\ $e thank for reierri

MEDICAL HISTORY I pt rAsE cHccKll5dR 19. ,r,norsr nr. c|lI,T1g- NO NS YES

Are you presently under Docror's care? Why?
H3\ e you been Lnoer Dor ror . care i1 lhe pa,r r$o I edr.. Why"
Have you taken any medicatiops, pitls or drugs in ihe pasi two years?

Are you presently taking any medicalions, pills or drugsl

;
If YES, tist thch her.:

Are you presently taking any Naturat Supplements? e.g., Vitamins or Herbs

Have vou ever had Tonsiilllis?

Have you been hospiralized in the pqs! lwo years? (lfyes, why?)

Ha\e )ou hdd any tlpe of 5Jrger) I Wh: & $hell
When $J,.!!' l.{ comp ele pny.rcal e\!T nfl.on:
When walking, do you ever have ro sLop because of pain in your chesr or shornes ot b.eathl

Are rou on aprescription diell
Have you eve. been diasnosed as hrving a tumor or cancer?

IIdve yoL e\ er ral(en conr,onea'e'oro medi. rrior.
Do you experience problems with healing?

Do yoJ s.sh Lo 'oeak prirare y $ irh rhe Docror aDouL dny problem.
Do you snoke? (If yes. how much?)

Are you cunenuy in good healihl
Do you bruise easily or bleed exlessively?
Hdve )oL e\ef beer rdmed dboLl dnae,lheuc ri,k\ r

AHP4ml (4 AEROSTA-ITCTECHNOLOGY I 333.rJ91 1052



MEDICAL HISTORY
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PAST DENTAL HISTORY

PATIENTNAN1T: CII^RT NOI

REASON FOII INITIAL VISIT:

LAST DENTAL VISIT:
Datc: \ \

I,AST DENTAL CLEANINCi
Date:

PREVIOUS DENTIST:

GENERAL CONSENT STATEMENT

I cefiily that I have read, urldcntood and accurately completed the persorral, medical. and denlal histories, to rhe besr ofrny
knowledgc. and have not k]ro$ingly omitted any imlonnation. Tlis infonnation hai been revie$,ed r'l1b ]ne and I havc had the
chancc to ask queslions and !o rcccire answe$ regdrding any medical and dental historics. As n]a)' be required.l consentto my
physiciar being contacted regdrding any sp€cific nedical question. I aurhorize lle denlisL lo pcfolm neccssaD' diagnostic
procedures and rreatment, inclrding general or local anaesihetic, as requrred. to achicve lhe proper level of dental care. I
understand that I am financially responsiblero ihe dentist for the denlal scrviccs prov ed evenifmy insurance coveragemaynot
be all incLusive. I kno$ thal your ofiice has a pflvac,v codc, and I can ask to see the code at any iime. I agree tharyouroffice can
collecl. use cnd disclosepersonal infomalion aboutl11e as setoutinyourofficeprivacy policy.

PaticnrE ParcnlI Guardirn! Datel S ignature:

I wish to pry each visit as services are pertbnnedl cashtr ChqLr! InteracE CLcdit Card! OtherE

I wish to discuss special ts nn prymenls-

Plcase checl, YES or \O. r/xat (trrc, plea\e ch((L \s,

\ e I ou .uffnr n! Uom prir no{ l tr OR{L HYGIENE
Are an"_ olvolr leelh be.onrin[ l$]sc? tr tr tr Do vou use Dcntal aids?
Hne rn\ ol\uur rd|,h,fkdl Do vou usc dnv fluoride/nouth riNcsl ! tr
Does ftlJd irer cau!fiIbcFccn your teeth? tr Ak \uu hrDr iirh.Fo.d rrcc ot\our leerhl
Are ary tccth scnsitive ro coklE hdtr

b tr':L l F€\sDre .dccLLl h rrer I

Whdt uould yo! like to chaigc about your reeth?

Is Lhere a.r suelling or pain ol you guntrl U tr ! Ho\ oflen do y.n b.unr youreerh?
Is there a historf ofgun dise.se ii your fdmllJl Ll Ho$ 0tuen do l.u iloss lour reeth?

Are vor awarc ofsorevefo{lhs in rour mourh?

Do )on noli.e.r! bleednrenon your

snms$hcn youbitr\h rour teedr. orothcd D ! ! JA1! Do yoD ha!e.n! ol Lhe

PROIU,IiNIS linlowing?
Hare lou lrad ! locll anacsihctic ltcczi'rsll tr tr Clickitrg/poDDin! of jaw wl,en openi.Vclosin{l L]

tr P.in (in jr$ i,,inL eai \ l! otjac.)l tr tr
Hare von h..llnv leeth extracledl DifficulLv iI oEnrr! or dosi!! \ou.mouth? tr tr

! tr Pair a. o.difficulil ln chewir'!? L-.1

Do vo! h ,e bunins sersrtion ofliDs or tonsue? Pai'r \ho, dc.line \ou. keLhl n tr tr
Docs \ou, ,rourh r.!d (o ler dr\ l ! tr Hive yor erer had iinpld.t \urgcry jr one of

both of \ou. irw i{)nrts? ! tr trDo vou hdlc bdd taste i! voufmolth orbld breathl L]
A.e !ou nervou\ about hlrins dertal lreatnerl? ! D tr If yes. $ho peiimcd the $rgery rnd *he. $as
Hrle !.uerei h.rd xr upscfthe exlerien.e in a

EXPI,AI\:
tr n tr

\re \,tr bcins fbllotrrLl ur b\ a dconl sDeLL.drrl LJ L] tr

HABITS Do rou
TREATITIENTS Pler\c chcck offthe folLos'i'rg

trc.tnents tor have hadl

Clench d ilnnd !ou.tecth uhllc isleeol L.l L] OLrhodo.rir rc.{nent I braces,l u
Bite yotrr lirr\ or c|eeks resularh? tr tr tr !
Hold tb.eiAn.bjed\ $ith youfreerh {snch is
Denc'ls. Dine, Dins. nril\. fi'rscm.llsl? tr tr tr

PeriodurLLL rc.trr,ent1eu[surser\ r] tr
Teeth gtuund !r birc adlusred? tr

BieaLh Lhrollh !.u. mouth trhile asake or asleeDl tr N,{n, rrc nL!rc o orher.rn0liJnccl !

h1t?rcst of2q. pcr no th o Lute pajtnents will be charg.d autanatiull
AHP 1{)01(3) ATROSTATIC TECHNOI_OGY I 888 89t t05l



CLINICAL EXAMINATION

O00oC
OOAAQ

C'OOAO

QOQil!

nncl
CCo

AOCOCNC
o cco ooc

AAAHW
DOoDC

oOao

000ocl
UUQO Q

,]2

oaoC OO
VVVCCC

A
o
v

oaa oao
c"o- c0Q

WHAAA

A
o

IL

o

ffiR3FF

E

q\3HK
FFVI

M^IN COMPI,N.INT: INITIAI OCCLUSION

Right

Right _
Ovefbite ./r

c'" hi" 

-

Habirs: ThlmbE rongueE MenratisE

] INITIAI, RADIOGRAPIIY EXAII
PAN 

- 

BW- FN'X 

- 

PA

A"'c,l Ic i1r.

INIIL{L T}'J
Pain NoD Lefttr Rlshr[
Polping Notr l-efttr RighrE
Crepirs Notr Lefr. Rjehi!
MaximumOpening

Rmn i,mm

INITL{L PERIODONTAL EXAM
IDflamDntion Mildtr Mode.areE Seleretr
Plaqle llild! ModerlteE Severel

Calculus Mlldtr
supiatr

Staining NIIdE
Halitosis

Moderatetr He!!l'E
SnbgiieivalE

Moder.LeE Heavyi

PSR

oralHygiene Poortr FdrE coodtr Exce eDtn
Flosirs Yestr No!
S'noking Yestr NoE

Attrchcd Ciigiva PinkE RedE BldeE

lr tr <voiP f Rleocdtr

INITIAL SOEI TISSUE EXAM

DIAGNOSTS l

Cingivitis EanyE Modenle[ Advancedtr

Pc.jodontiris EafyE Moder.reE AdvancedE

Loc.lizedE Cenenlized!

Attachcd Glngiva

AHP 1c|],r(1) o AERos',rArrc lEcsNolocy 1 333 ser t0j2



NEWTONBROOK DENTAL OFFICE
5857 Yonge Street

Willowdale, ON M2M 3T9
4t6-223-2453 or 4t6_229 -9597

PER\{ISSION TO COLLECT, USE AND DISCLOSE PERSONAL INFORMATION

Our office understands the impoitance ofprotecting ,vour peNonal information.

We will collect, use and disclose your personai infonnation only fo the appropriaie purpose.

L To diagnose ald provide healtn care.
2. To communicate with you and your other health care professionals.
3. For scheduling and billing purposes. including complirion ot dentaL claim fonns.
4. For teaching and demonstrating on an anonyrnous basis.
5. To comply with the legai requifements of the RCDS ofOntario, provinciai regulations, and

to generaliy comply with the law.
6. For audit and evaluation ofthe dental practice.
7. To provide an invoice, process credits or debit card payments. ard to collect unpaid

accounts.

Ifa new purpose would arise for the use a.::rd disclosure ofyour personal infomation. we will seek
your approval in advance. We will not under and conditions supply your insurer with your
conlidential medical history, without your specific consent. Ifunusuai requests are recetved. qre \^,ill
contact you foi pemtission prior to releasing such information. you ma) \\ ithdraw yolll consen! ror
us to disclose ofyour personal information, and *e *iil explain the ramihcations ofthar decision. In
this office any Doctor may act as the Pdvacy Infonnation Officer.

PATIENT CONSENT

I have reviewed the above information that explains how o'r office u.ill use y personal infonnation.
and the steps taken to protect my infomation. I know that youl office has a privacl code.

I agree that Nervtonbrook Dental
about

Office can collect. use dnd Jisclose personal inlormation
as sel out in the above privacy policies.

Pri
Name Signature

Witness



NEWTONBROOK Denral Offi ce

Newtonbrook Ptaza 5857 Yonge Street. Willowdale, On M2M 3T9

OFFICE POLICIES

Cancellationi The appointments are reserved time for you only. A minimum
Notice of48 hours is requlred to aloid lhe sen'ice charge of$50.00

lnitial...
PAyments: Payment is required al the rime ofeach appoinlment. Cash,

Debit' visa and Mastercard are accepted' 
Initial...

Insurances: Payment is required at the time ofeach appoinlmenl.
We rake no fesponsibility u,ith regards to 1..our plan's coverage.

ln order to assist you wih the processing ofyour claims, only with
your request, \!e can prepare ihe necessary forms for your
insurance company on your behalf.

Initial...
Privac-v: NewtonBrook Dental Office reserves the right, accordjng to the palient

Privacy act, to withhold all patient infomalion strictly confidenlial.
Patient authorizatio signature is required prior to the release of
Any informarion to a thi.d pai1y.

Initial...
I have read and understood the policies listed above.

Nnme--------'-----------


