
Patient’s Confidential History - Please fill in the entire form and answer in the boxes provided. 

Date:  ...........................................................................  X  ..................................................................................................................................................  
 Signature of:  Patient  Parent/Guardian 

 CONTINUED NEXT PAGE      

 

Name:  ......................................................................................................................................  Birth Date (MM/DD/YY):  ............................................  

Address:  .................................................................................................................................................  Postal Code:  ..............................................  

Home No.:  ...........................................................  Work No.:  .............................................................  Cell No.:  ....................................................  

1. Have you had any serious illness, operation or been hospitalized in the past 5 years.  .................................................................................   Y  N 

If yes, please explain?  ....................................................................................................................................................................................  

2. Are you now under the care of a physician for a condition(s); aside from regular check-ups? .......................................................................   Y  N 

3. Are you taking or have you recently taken any prescribed medication(s)?  ....................................................................................................   Y  N 

 If yes, please list?  ...........................................................................................................................................................................................  

4. Has there been any change in your health in the last year?  ..........................................................................................................................   Y  N 

 If yes, please explain?  ....................................................................................................................................................................................  

5. Have you been treated for cardiovascular problem(s)? Please answer yes or no, then specify below.  .........................................................   Y  N 

  Angina  Congenital heart defects  Damaged heart valves  High blood pressure  Pacemaker 

  Arteriosclerosis  Coronary heart failure  Heart attack  Low blood pressure  Rheumatic/Scarlet fever 

  Artificial heart valves  Coronary artery disease  Heart murmer  Mitral valve prolapse  Other .............................  

6. Have you had an orthopedic (hip, knee, elbow) joint replacement?  ...............................................................................................................   Y  N 

7. Has a physician/surgeon recommended that you take premedications, due to a medical condition, prior to all dental treatment? (i.e. 

 heart surgery, joint replacements)  ..................................................................................................................................................................   Y  N 

8. Do you have or have you ever had any of the following?  If yes, please specify below. 

  Anemia  Diabetes  Hysterectomy  Stroke  Other  .............................  

  Asthma  Diarrhea (recent)  Kidney or Liver problems  Thyroid 

  Bleeding Disorder  Epilepsy (seizures)  Persistent Cough  Tuberculosis  

  Cancer or chemotherapy  Hepatitis A, B, or C, or other  Stomach/Bowel disorder  Undiagnosed skin rash 

  infectious diseases  
9. Do you have drug allergies?  Please answer yes or no, then specify below.  .................................................................................................   Y  N 

  Aspirin (ASA)  Codeine  Epinephrine  Latex  Penicillin 
  Clindamycin  Demerol  Erythromycin  Motrin/Advil  Sulpha 

10. Have you ever had an adverse reaction to local anesthetics?  .......................................................................................................................   Y  N 

11. Have you ever fainted in a medical environment or do you get dizzy spells?  ................................................................................................    Y  N 

12. For women only: Are you pregnant or breast-feeding?  .................................................................................................................................   Y  N 

  Are you currently taking an oral contraceptive (i.e. birth control pills)?  ..............................................................................   Y  N 

Dental Insurance Information (if applicable) 
Primary Secondary: 

Name of Insurance Company:  ..........................................................................  Name of Insurance Company:  ...................................................................  

Name of Member/Subscriber: ............................................................................  Name of Member/Subscriber:  ...................................................................  

Date of Birth of above person (MM/DD/YY):  .....................................................  Date of Birth of above person (MM/DD/YY):  .............................................  

Group/Policy No.:  ..............................................................................................  Group/Policy No.:  ......................................................................................  

Certificate/I.D. No.:.............................................................................................  Certificate/I.D. No.:  ....................................................................................   

Office Policy 
We understand that your time is valuable and we will make every effort to provide services in a prompt fashion.  In exchange, we expect that you will be 
present for your appointment at the agreed upon time. We understand that scheduling conflicts occasionally occur and would appreciate at least 48 hours 
notice if cancellation of your appointment is necessary. Otherwise it may be necessary to charge for the missed and/or no show appointment. Our 
professional services are rendered to you, and not to the insurance company. Therefore, you are directly responsible to us for the obligation of payment, 
which is due upon completion of treatment. As a courtesy, our office will submit all claims electronically, where able, and prepare all forms if secondary 
coverage is applicable. For convenience of payment, we do accept VISA, MasterCard, Debit, and Cash. 

Patient Release 
I, the undersigned, certify that I have provided an accurate and complete personal and medical-dental history and I have not knowingly omitted any 
information.  I understand that responsibility for payment for the dental services provided for myself (or for dependents of mine) and I will assume personal 
responsibility for fees associated with these services.  



Dental Office Personal Information Consent Form 

Date:  ...........................................................................  X  ..................................................................................................................................................  
 Signature of:  Patient  Parent/Guardian 

 

 
In our office, we are dedicated to ensuring the protection of our patients’ information and insuring that this information is used only in a professional 

manner.  The following indicates some of the information that is collected, why we collect it and when we may disclose your personal information.  

We collect, use and disclose your personal information where permitted or required by law. 

Contact Information 

We collect contact information from our patients such as full name, home address, home telephone numbers(s), home email address, work address, 

work telephone number(s), work email address and cellular phone number.  This information is considered as Contact Information and it is collected 

for a variety of purposes including the following: 

 To open and update patient files; 

 To invoice patients for dental services, to process credit card payments, or to collect unpaid accounts; 

 To process claims for payment or reimbursement from third-party health benefit provider and insurance company; and  

 To send correspondence to our patients regarding need for further examination or treatments 

Contact information is/may be disclosed to a third party health benefit provider or insurance company when submitting a claim on the patients’ behalf, 

for payment or reimbursement of all or part of the cost of the treatment provided, or when a patient has requested a preauthorization. 

Medical/Dental History 

We collect from our patients information about their health history, family health history, physical and mental condition, and their dental health history.  

This Medical/Dental information is collected for a variety of purposes and may be used in part to assist us in diagnosing dental conditions and 

providing appropriate treatment for you, and may be disclosed for the following purposes: 

 To a third-party health benefit provider or insurance company, in the submission of a claim on behalf of the patient, for reimbursement or 

payment of all or part of the cost of the treatment; 

 To a third-party health benefit provider or insurance company on behalf of the patient, in the submission of a preauthorization of treatment; 

 To other health/dental providers where, upon your consent, we are seeking a second opinion; 

 To other health/dental providers where, upon your consent, we have referred you to for additional/alternative treatment 

Financial Information 

We collect information related to financial matters for facilitation of payment of your treatment(s). 

Note: 

Dentists are regulated by the Alberta Dental Association and College, which may inspect our records and interview our staff as part of its regulatory 

activities in the public interest. 

Consent 

I hereby authorize and consent to the collection, use and disclosure of personal information concerning myself with regards to the above purposes. 


