Dentistry » Dental Hygiene » Orthodontics )

Testh Cleaning Laser Teeth Whitening-Zoom
Braces 6 month smile Extractons Implants  Fillings

24 Dundas Street Easl. Unit 1, Mississauga, ON L5A 1W2
Tel'905-566-5424  Email'admin@onesmiledentistry.com

Patient Registration Form

B

} Reviewed by

il Mrs ss/Mz First N s Last Name -
Date of Birth. Gender Male Female
Address - .. Gty - ~_ Postal Code
Home Tel Work R el Cell N—
E-mail address . R S
| consent to receiving electronic comim 3 OK}ESH\-LC such as appointment confirmations,
newsletter and special offers | can op
Best T'me To Contact You 5 I
Best Method 7 h You E-ma 1 | %
How did you hear about us?
Afriend or  tamily member named. -
v Internet Search Flyer Ad Yellow FPage: ign - the - -
Emergency Contact: i case of a
Name o B you I S
o leln Cell#

Home Tel #

If you are under the age of 1
OR

Financial Responsibility:

| am responsible for my account The following pr

=1S0R

8, please indicate the following:
sponsible for my account

Name o o tvelationship to you: L o
Address Fostal Cod [
Telephone nunit F x4 _ Cell NP
Insurance Coverage
'Erimary P Secondary Insurance
Name Of Insurad - - Name Of lnswred
Male Female Date Of Birtn ! Female Date Of Birth
Employer - - B Employer -
Insurance Company ee Lompeany:
Group! Plan/ Policy # B oup/ Plan/ Policy #
ID / Certificate # - - D Cerificate #
Appointment Cancellations
Cancellation Charges: | undeistand {hat ook o me. the staff tme s reserved for me. The
equipment and matenals are set up for 1 ancel an appomtment, | will provide 2 business day's notice
(exceplin emergency situations) | underst business day s nolice, a charge may be applied, The amount
d ) P

charged will depend on the length of the app.

Initial To Signify That You Understand Th|s Policy:



Medical History: .

Do you currently have, (or within the last 6 months, had) any of the following?

AIDS/ HIV Head Injuries
Allergicto g Heart Disease
Anemia Heart Murmiur
_  Angina Pectoris Hedrt Rhythri disorder
L Arthritis Heart Surgery
' Artificial Heart valve Hepatitis AB €
- Artificial Joints High Cholestero!
- Asthma Hyper/hypo Glycemia
Blood Disorder Inflammigtory Bowei ¢izease
Bronehitis Mitral Vaive Prolagus
Cancer Migraines
Circulation protlems Blopd Pressure  Hgh  Low
- Congenitai Heart Lesions laundice
- Crohn’s Disease Kidney Disease
- Diabetes Type! Typell Liver Disease
‘ Dizziness Lung Disease
~ Emphysema Lupus
Epilepsy Mahgnant Hyperthe = .
Excessive Bicading Mental Disprger
Fainting Nervous System Disordes
:- Glandular disorders Organ Transplant/Medical Implant
- Glaucoma

Are you under the care of a Medical Specialist? Y N Type

Medications - Please List Your Regular Medications Below:

‘Pacemaker

Radiation Treatment
Respiratory Problems
Rheumatic Fever (Scarlet Fever}
Sickle Cel! Disease

Sinus Problems

Smoking

Stemach problems

Stroke

Thyroid Diserder
Tubereulosis
Venereal Diseasa
Ulgers

Usual Blood Pressure:; /
{if knowrn)

For Wormen: Are you currently
Pregnant? [ Yes iiNg
Due Date;

Name

Dental History & Concerns: Mark the areas that apply, and if desired, use the lines to provide additional details.

When was your lasl dental vigit? _ Name of dantst

‘What did you like about your previous dentai ¢f z2?

Anything you disliked about your previous dema officg™?

Do you need sedation to make your visits comforiabie?

.Elo your gums bieed 4t all when you brush your teeth?
L]

" Do you experience.a bad taste of odour in your mputh?

Do you feel your gums are shrinking, or you "=&th are geling longe:”

- Are any of your teeth sensitive to hot or cold?

~ Areany of your teeth sore to chew on?

~ Does your jaw click ar crack ar pop?

~ Do you want whiter teeth ?

~ What are your goals for your visit today?

= Do you have any other dental or oral health goals you want to discuss wilh us?

Sign below to confirm that all the inform-étionﬁ on this registration form is accurate to the best of your

knowledge.

Patient Signature:, . . _Bate




