%BROADVIEW DENTAL CLINIC

Dr.Peter loannidis & Dr.Renu Varshney

Chart #
PERSONAL INFORMATION
Mr/Mrs/Ms/Miss/Dr/Other _ First Name Last Name
Preferred Name Pronoun Used__ Date of Birth (Day/Month/Year) / /
Address Unit # City Province Postal Code _____
Phone: Home Cell Email (optional)
Emergency Contact: Name Number Relationship
Physician Name Phone and/or Address
Dental Insurance dYes WNo If yes, Insurance Company Employer
Group Policy Number Certificate/ID Number Division Number

Referred by Uonline Uwebsite WFriend L other

MEDICAL HISTORY QUESTIONNAIRE
The following information will assist us in providing you with the best possible dental care. All information provided below will be kept confidential.
1. Are you being treated for any medical condition(s) within the past year? Uves ONo UINot Sure/Maybe

2. Have there been any changes in your general health in the past year? Uves ONo ONot Sure/Maybe
...... Oves ONo UNot Sure/Maybe

3. Have you ever been hospitalized?.......

Specify:
Do you have any heart or circulatory problems of any Kind?.........coccrncseecsse s seeessesines Uves ONo ONot Sure/Maybe
Have you ever had rheumatic fEVEI? ...t Uves ONo ONot Sure/Maybe
DO YOU NAVE @NY @IIEIGIES? ..ottt it st b ebt bt i ettt ees Uves ONo ONot Sure/Maybe
Specify:
7. Areyou presently taking @any MediCatioNS?.......oc ittt sttt st s Uves ONo ONot Sure/Maybe
Specify:  Medication Reason
Medication Reason
Medication Reason
8. DO YOU DICEA OF DIUISE EASIY 7ottt et ees et s st e b e et Oves ONo ONot Sure/Maybe
0. AT@ YOU PrEGNANTY ... oeierieea it easeiss essceies esscessscesscesseeesscesseeess et s sseees et e840 04 s e o o8 8bs 88 bbbk sttt bbb bbb eentie Oves ONo ONot Sure/Maybe
10. Do you presently or have ever had: (Please check)
UAnaemia U Arthritis UAsthma UBlood disorder W cancer UDiabetes
DEpiIepsy U Heart Attack DHaemorrhage DHigh/Low BP QHIv/AIDS DKidney Disease
ULiver Disease DLung Disease DOsteoporosis Wpacemaker WRheumatic Fever steroid Therapy
Ustomach Ulcer  Stroke DThyroid Problem W Tuberculosis
11, Have YOU EVET Nad @ CONCUSSION?.......oviiieeeneeeireet s ceees st sesss st s ebss et s s 58 ke s et Oves ONo QNot Sure/Maybe

Uves ONo QNot Sure/Maybe
Uves ONo QNot Sure/Maybe

12. Have you ever fainted?......ocovvnmeioneceneecnne

13. Have you ever had any illnesses not included in the above?............coonnnnn.

Specify:
DENTAL HISTORY QUESTIONNAIRE
1. How frequently do you see your dentist? 3 Months 6 Months L other Last Dental Visit
2. Have you ever been given oral hygiene instruction in: DBrushing DFIossing Uother
3. Have you ever had 10Cal aN@ESTNESIAT. ... iinsessssiemseessses s senss s ens s ese s Oves ONo ONot Sure/Maybe
Any complications?
4. Do your gums feel SWOIIEN OF tENUEI?.......c..o.cuiieiireirrer sttt et s Oves ONo OINot Sure/Maybe
5. Do you catch food betWween YOUr tEETNT..........c.ciuiiii st et e Oves ONo ONot Sure/Maybe
6. Areyou aware of any loose teeth? Oves ONo ONot Sure/Maybe
7. Have you ever had a full mouth series of xrays?.... Oves ONo OINot Sure/Maybe
8.  Does your jaw crack, pop, or grate when you open W|dely?DYes UNo ONot Sure/Maybe
9. DO YOU grind OF CIENCH YOUT tEETNT ... ereiiencere s eies e eess e sees e sess s essss s ess s esss s st s st et et Oves ONo ONot Sure/Maybe

PATIENT ACKNOWLEDGEMENT AND CONSENT

To the best of my knowledge, | certify that the above medical and dental information is correct, and | have not omitted any pertinent information. | hereby
consent to the performing of all dental and surgical treatments deemed necessary or advisable, including the use of local anaesthetic. | acknowledge that
| will assume full responsibility for the payment of all fees associated with these procedures. | acknowledge that my insurance plan may not cover all services
provided, but that I will be responsible for the full payment of all fees.

Patient/Parent/Guardian Signature Date




