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Do you have Asthma? 								Yes  		NO  
Do you have or ever had a heart or high blood pressure problems?			Yes         		NO
Do you have or ever had a heart murmur, mitral valve prolapsed or rheumatic fever?	Yes 		NO
Do you have a prosthetic or artificial joint? Is yes, what year __________________	Yes		NO
Have you ever been advised by your doctor to take antibiotics before dental treatment? Yes		NO
Do you have any conditions or therapies that could affect your immune system?	Yes		NO
e.g. AIDS, Leukemia, HIV, radiation, chemotherapy
Have you ever had hepatitis, jaundice or liver disease?				Yes		NO
Do you have a bleeding problem or bleeding disorder?				Yes		NO
Do you have or have you had any of the following? Please circle:
Chest Pains	shortness of breath	pacemaker	seizures (epilepsy) 	Drug/alcohol dependency 
Heart Attack	lung disease 		diabetes		kidney disease		thyroid disease	
Stroke		Arthritis			TB		Stomach ulcers		cancer

Are there any conditions or diseases not listed that you have or have had? If so what? 	Yes  		NO

Are there any disease or medical problems that run in your family?			Yes		NO

Do you SMOKE or chew TOBACCO?							Yes		NO

Are you nervous about today’s treatment?						Yes		NO

For Women Only: Are you breast-feeding or pregnant? Delivery Date?			Yes   		NO   

		   Are you taking Birth Control Pills?					Yes   		 NO       


 (
DENTAL HISTORY QUESTIONNAIRE
When was your last dental visit? _________________________________
How
 often do you brush your teeth? ______________
When did you have your last dental x-rays? ________________________
How
 often do you floss your teeth? 
_______________
Previous Dentist Name and Phone: ______________________________
Have you been seeing a Dentist regularly? 
Do any of your teeth ache?
Have you ever had any facial or jaw surgery?
Have you ever had Implant surgery?
Do you have or ever had any of the follow? Please circle
Bad breath 
grinding teeth
cold sensitivity
sensitivity to chewing
swollen gums
heat sensitivity
bleeding gums
Clicking in the jaw
orthodontic treatment
gum surgery
sensitivity to sweets
)
 (
To the best of my knowledge the above information is correct.
 
I understand that the treatment I will receive today is at no cost because I cannot financially otherwise afford dental hygiene care at this time. I also understand that I may not qualify for complete treatment and addition dental care may be suggested.
Client/Parent/Guardian Signature: ___________________________________
Date: ______________________
Dental Hygienist Signature: _________________________________________ 
Date: ______________________
)


DENTAL REGISTRATION AND HEALTH QUESTIONNAIRE
 (
MEDICAL HISTORY QUESIONNAIRE
MEDICAL
 
ALERT
:
The following information is required to enable us to provide you with the best possible 
oral health care. All information is strictly private and is protected by the 
Personal Information Protection and Electronic Documents Act
 (PIPEDA). Our Registered Dental Hygienist will review the questions and explain any that you do not understand. Please fill in the entire form.
Name of Family Doctor: ____________________________
Name of Medical Specialist: ________________________________
Phone or Address: ________________________________
Area of Specialty: ________________________________________
Phone of Address: ________________________________________
Are you presently being treated for any medical condition?
YES
  
NO
Have you been hospitalized in the past 5 years? If so, why
?_
_________________
YES  
NO 
When was your last Medical check-up? _________________________________
Are you taking any medications, Vitamins or Herbal Supplements? 
Is 
YES
, please list.
 
YES 
NO 
____________________________________________________________________
Do you have any ALLERGIES? If YES, please list using the categories below: 
YES  
NO 
Medications __________________________________________________
Latex/Rubber products _________________________________________
Other (
hayfever,foods,dyes
) _____________________________________
Blood Pressure
Pulse
Intraoral Exam
Extraoral
 Exam
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CLIENT INFORMATION
Last Name: _______________________________________
First Name
: _
__________________________________
Date of Birth (day/month/year):______________________
Marital Status: __________________________________
Address (home): ___________________________________
Home Phone: ___________________________________
Address (business): _________________________________ 
Work Phone: ____________________________________
Occupation: _______________________________________
Who referred you to Our Office: _____________________
Spouse’s Name: ____________________________________
Work 
Phone (
spouse): ______________________________
In Case Of Emergency, We Should Notify: 
Name: ________________________Relationship: ___________________________Phone: __________________
)
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