
WELCOME TO OUR OFFICE Date: 

All Information is Confidential Patient Registration

The following information is required by the dentist to assist in proper diagnosis and treatment.
Please feel free to ask receptionist for help in completing this form. PLEASE PRINT. 

In order to provide safe dental care for our patients, we are asking you to fill out the following questionnaires. Please answer the  questions 
as accurately as you can. If you have any questions or doubts, check the NOT SURE / MAYBE choice. Your responses will be reviewed with you 
by the dentist. You can be assured that the information that you provide will be kept in the strictest confidence. 

Month  /  Day  /  Year

Name 
Last First

Address
City Province / State

(                        )

Postal / Zip Code 

Extension

Street

Date of birth Home phone Email
Month  /  Day  /  Year

Occupation Employer

Referred by 

Name of spouse or parent (if child) 

Family physician

In case of emergency

Dental insurance Yes Person responsible for accountNo

Age Sex 

(                        )Work phone

(                        )Phone

(                        )Phone

(                        )Phone

Dr. Mr. Mrs. Ms Miss

DENTAL HISTORY QUESTIONNAIRE

Date of birth 

Month  /  Day  /  Year

· When was your last dental visits?

Employer 

Insurance carrier

Group / Policy no. Certificate no.

 SECONDARY DENTAL INSURANCE Date of birth 

Month  /  Day  /  Year
 Name of insured 

 PRIMARY DENTAL INSURANCE

 Name of insured 

Employer 

Insurance carrier

Group / Policy no. Certificate no.

· When did you last have dental x-rays?

· How often do you brush your teeth?

· How often do you floss your teeth?

· Have you been seeing a dentist regularly?

· Do any of your teeth ache?

· Have you ever been advised to take antibiotics befor dental appointments?

· Do your gums bleed when you brush?

· Do you have any pain when you chew?

· Do you feel that you have bad breath?

· Have you ever been in a vehicle accident or experienced any blows to your jaw?

· Have you ever had any implant surgery in one or both of your jaws or jaw joints?

· If you answered YES to the last question, who performed the surgery and

  when was it done?

· Are you being followed-up by a dental specialist?

· Please list anything else not metionned above regarding your past dental history:

YES NOT SURE /
MAYBE

NO

&& a s s o c i a t e s



DENTAL QUESTIONNAIRE

· Are you being treated for any medical condition at the present or 

   have you been treated within the last year?

· When was your last medical checkup?

· When was your last visit to a physician?

     Please give reason

· Has there been any change in your general health in the past year?

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

     If the answer is yes, please list them below?

· Do you have any allergies?

· Have you ever had a peculiar or adverse reaction to any medicines or injections?

    (e.g. penicillin, aspirin, codeine or local anaesthetics, dental freezing)

· Do you have any heart or blood pressure problems?

· Do you have a heart murmur or mitral valve prolapse?

· Have you ever had rheumatic fever?

· Do you have or have you ever had jaundice, hepatitis or liver disease?

· Have you ever been told that you should not give blood?

· Do you have any conditions that could affect your immune system? 

     (e.g.  AIDS, HIV positive, leukemias, etc.)

· Do you have a tendency to bruise easily or bleed for a prolonged

    period of time after being cut?

· Have you ever  been hospitalized for any serious illness or operations?

· Do you have or have you ever had any of the following?

Are there any conditions or diseases not listed above that you have or have had

If the answer is YES, please list them:

  Please tick off only those that apply.

 chest pain

YES NOT SURE /
MAYBE

NO

 bronchitis  tuberculosis  arthritis  heart attack  emphysema

 epilepsy  diabetes  stroke  asthma  stomach ulcer  kidney disease

 prosthetic joint  drug / alcool
 dependency

 thyroid  glaucoma

 Yes  No

 Yes  No

 cancer/tumor

Do you smoke or chew tobacco?

Follow-up information to above questions:

WOMAN ONLY - Are you pregnant? If so, which month are you in?

 - Are you taking any birth control pills?

TO AVOID COMPLICATIONS,  PLEASE NOTIFY OUR OFFICE OF ANY CHANGE IN YOUR MEDICAL CONDITION.

INFORMED CONSENT/GENERAL RELEASE
I, the underaigned, state that I have provided an accurate and complete Medical/Dental history and have not knowingly omitted any information. 
I have had the opportunity to ask questions and receive answers regarding this Medical/Dental history and I consent to my physician being contacted 
if necessary. I authorize the dentist to perform diagnostic, dental and oral surgery procedures and services including the use of anaesthetic as be 
necessary. I also understand that I assume responsability for any and all fees associated with these procedures and services. 

Patient (Parent, Guardian*) Signature:

If parent, guardian*, please print name:
 (*Guardian of Child or Guardian of Adult under Guardianship)

Date: 
Month Day Year
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