NELW PATIENT QUESTIONNAIRE

MEDICAL ALERT:

NAME: MR./MISS/MRS./MS./DR. IN CASE OF EMERGENCY, WE SHOULD NOTIFY:
e S NAME: e AL e

DATE OF BIRTH (DAY/MONTH/YEAR): / / RELATIONSHIP:

ADDRESS (HOME): DAY-TIME PHONE:

NAME OF FAMILY DOCTOR:

EMAIL: PHONE OR ADDRESS:

PHONE:

ADDRESS (BUSINESS):

(1) NAME OF MEDICAL SPECIALIST:

AREA OF SPECIALITY:

PHONE: PHONE OR ADDRESS:
OCCUPATION: (2) NAME OF MEDICAL SPECIALIST:
HOW DID YOU HEAR ABOUT US? AREA OF SPECIALITY:

PHONE OR ADDRESS:

The following information is required to enable us to provide you with the best possible dental care.
All information is strictly private, and is protected by doctor-patient confidentiality. The dentist will review
the questions and explain any that you do not understand. Please fill in the entire form.

1. Are you being treated for any medical condition at the present or have you been treated within the past year? If so, why?
[ YES anNo [L1NOT SURE/MAYBE

2. When was your last medical checkup?

3. Has there been any change in your general health in the past year? If yes, please explain.
1 YES aANO A NOT SURE/MAYBE

4, Are you taking any medications, non-prescription drugs or herbal supplements of any kind? If yes, please list.
I YES INO (JNOT SURE/MAYBE

5. Do you have any allergies? If you answered yes, please list using the categories below:
(1 YES QanNo (A NOT SURE/MAYBE
a) medications
b) latex/rubber products
¢) other (e.g. hayfever, foods)

6. Have you ever had a peculiar or adverse reaction to any medicines or injections? If yes, please explain.
JYES aNO 1 NOT SURE/MAYBE



7. Do you have or have you ever had asthma? Q YES QaNo Q) NOT SURE/MAYBE

8. Do you have or have you ever had any heart or blood pressure problems? Q YES QnNo Q NOT SURE/MAYBE

9. Do you have or have you ever had a replacement or repair of a heart valve, an infection of the heart (i.e. infective endocarditis),
a heart condition from birth (i.e. congenital heart disease) or a heart transplant? Q YES ano Q NOT SURE/MAYBE

10. Do you have a prosthetic or artificial joint? QYES anNo Q NOT SURE/MAYBE

11. Do you have any conditions or therapies that could affect your im‘mune system,
e.g. leukemia, AIDS, HIV infection, radiotherapy, chemotherapy? QYES QanNo QO NOT SURE/MAYBE

12. Have you ever had hepatitis, jaundice or liver disease? QIYES anNo A NOT SURE/MAYBE

13. Do you have a bleeding problem or bleeding disorder?
QYES QnNo QJNOT SURE/MAYBE

14. Have you ever been hospitalized for any illnesses or operations? If yes, please explain. [ YES anNo I NOT SURE/MAYBE

15. Do you have or have you ever had any of the following? Please clrueck.

Q chest pain, angina  Q rheumatic fever 3 pacemaker Q steroid therapy Q seizures (epilepsy) [ osteoporosis

Q heart attack O mitral valve Q lung disease [J diabetes O kidney disease medications

0 stroke prolapse 1 tuberculosis P stomach ulcers Q thyroid disease (e.g. Fosamax,

Q shortness of Q heart murmur Q cancer 13 arthritis Q drug/alcohol Actonel)
breath dependency

16. Are there any conditions or diseases not listed above that you ha\‘re or have had? If so, what?
| QO YES QanNo (O NOT SURE/MAYBE

. .|
17. Are there any diseases or medical problems that run in your famnly‘?

(e.g. diabetes, cancer or heart disease) QYES ano O NOT SURE/MAYBE

18. Do you smoke or chew tobacco products? | QYES QnNo QI NOT SURE/MAYBE
\

19. Are you nervous during dental treatment? QYES ano Q NOT SURE/MAYBE

20. For women only: Are you breastfeeding or pregnant? If pregnant, what is the expected delivery date?
‘ QYES QNO  [INOT SURE/MAYBE

21. Are you happy with your smile and the appearance of your teeth? QYES QNO  {INOT SURE/MAYBE

To the best of my knowledge, the above information is correct:

‘ DATE:
|

PAT) ARENT

DENTIST SIGNATURE:

DATE:

DENTIST'S NOTES

9T 8Om0



NEW PATIENTS
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Highmoor Dental
PRIVACY, DISCLOSURE, & CONSENT

TO: Highmoor Dental and Highmoor Health Services

Information for our Patients

At Highmoor Dental, ali professional services are performed by licensed members of the Alberta Dental Association & College ("Dental
Professionals®), and all institutional services are performed independently by Highmoor Health Services, under the clinical supervision
and control of Dental Professionals In a cost-sharing arrangement. Highmaor Dental and Highmoor Heaith Services are each independent
entities providing independent services but for ease of administration mayirender joint invoices for their respective services. One or
mare of our Dental Professlonals may have a financial interest in Highmoor Health Services.

Privacy Act and Consent to Treatment

By signing this form, you acknowledge and agree that {j) you have read an? undarstoad the above Information prior to any professional
services being provided to you by any Dental Professional; (i) you have been provided and have read a copy of the Privacy Code for
Highmoar Dental; and (jii} you agree to the collection, use and disclosure o} your Personal Information in accordance with the Privacy
Code. You can withdraw your consent at any time on the understanding that withdrawing your consent to certain information handling
practices may Impair the abillity of Highmoor Dental to provide the setvlces‘v you are requesting.

Acknowledgement regarding Information Provided

I, the undersigned, certify that | have provided an accurate and complete ersonal and medical — dental history and have not knowingly
omitted any Information. | have had the opportunity to ask questions and recelve answers regarding my medical — dental history. Should
ttiere be any change In either my health status or any other information | have provided, | wiil advise this dental office. As discussed with
me, | authorize the Dental Professicnals and all professional staff working under the supervision and control of the Dental Professionals to
perform diagnostic procedures that may be required to determine necessai}y treatment. | understand that information provided from or to
my medical doctor or another health care provider may be necessary and | authorize the exchange of my personsl information among
Highmoor Dental, Highmoor Health Services, my medical doctor and anothgr health care provider as reasonably necessary. | have been
advised that this office maintains a Privacy Code and have been provided with a copy and that my personal informstion will be collected,
used and disclosed-within the guldelines of the Privacy Code. | also understand that my personal information will be retained by
Highmoor Dental and In accordance with their current practices, which mayinvolve transfer and retention outside of Canada. |, the
undersigned, acknowledge that the Highmoor Dental and Highmoor Health Services are relying upon the information which | have
provided being accurate and complete.
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