ACD Y Ordro des
ASSOCIATION DES LADCT
mmmomsoenses — CONFIDENTIAL QUESTIONNAIRE OF INTRODUCTION

Sex: MQ FQ Last Name: First Name:

Address: Ne; Street: Apt.: City:

Postal Code:______ Tel. Res.: Work: (Ext.): E-mail address :

Birthdate: Day: —_ Month: Year: Guardian;

Medicare N°.. Expiry Date: Social Insurance Ne. (optional):

Referred by: Motive for visit;

MEDICAL HISTORY

Weight Height - No
Yes No 27, Faraches a
1. Are you presently under a doCtOr'S CAre? ......ccuimeniieieineeriveriinenns O Q 28, Hay fever Q
If yes: 29. ASthmMa ....covvvvrvernaee, a
Last Name: First Name: 30, D0 YOU SMOKE? covvvvrvereervisimvvntismnssssssssssresssssssssssas s sssnesesssssssessnees Q a

Tel.: (Ext.): 31, Have you ever had radiotherapy ot/and
2. Are you presently taking any drug or medication, chemotherapy treatments (UMON? .....cweveeeesuerereermrmssmssesssssssseesines Q aQ
or have you taken any in the last six Months? ......coivcervmncriinninnns O O 32 Doyou have AIDS SYMPLOMS?.rrnreeerene Q
If so, which: _ 33, ATE YOU AN AIDS VIFUS CBITIEI?. .rverveereresersseerssinsiomsessnsesssossens o Q

3. Did you recently experience a significant weight loss or gain?............ U O 34 po you have artificial Joints (KNe, i, BLC.) evveveerrssoemrecsesresssessenns O Q

4. ArB YOU PrEGNAME?....coovvvurrriiiniissrisessrenssismssssissssssssstsssssisesssss u a 35. Do you have any of the following allergies?

5. Are you taking any birth control pill?........cccvveeimeeviiinrcenvrsees a aQa Yes No Yes No

Are you suffering or have you ever suffered from: Food Q QO lodine Qo Q

6. Heart disease (stroke, angina, valvular problems, murmur) .........c...... a a Penicillin O O Sulfonamides Qo Q

7. Rheumatic fever' .................................................................................. Q Other antibiotics O Q Codeine g Q

8. Prolon_ged DIBBAING ....vvvvivcri s Q Specify: Local anaesthesia a0

9. Apemla ............................. TR Q Aspirin O O Others

10. HighQ ~ LowQ  Blood pressure U 36, Were you ever hospitalized or have you

11, Frequent COI0S OF SINUSHIS wrccvsvvesvvsvvsrsvirrn a undergone surgery other than dental? .......cooevooeeeesseeseescesssscenes 0O Q

12. Tuberculosis or lung problems .........c..cveevvrvnnnen: Q If s0, indicate which one and when:

13. DIigestive ProBIEMS .....c.cveeirrrieerie s esssssssesesenssesns Qa date

14, SIOMACH UICEI....cvcviiis e et sese e b er e a date

15. Liver disease (hepatitis A, B, C, Cirrhosis, 6tC.) .....co.ocovrivmircnnivernienns a date

18, Kidney diSBase........ccmimvinieiiineremreinsinsesnos Q 37. is there anything concerning your health you wish

17. Venereal Disease (V.D.). Q to discuss privately with your dentist? a Q

18, DHADEIES......coiveeinii e bbb e r st er b s Q Remarks:

19. Thyroid problems ......coeceevevenenne O J Q FOR THE PHYSICIAN'S USE ONLY

20. Skin disease ......... a PRECAUTIONS:

21. Eye problems.... Q '

22. Arthritis............ a

23, EDIIBDSY ottt st rea e Qa

24, Nervous iSOMUBIS ......c..vuermrrrerrierieriesessie s e sessese s sseessens Q

25. Frequent headaches........eveeviniieinercnininerenns Q

26. Dizzy spells or fainting spells Q

DENTAL HISTORY

Last visit: 0-6 months @  6-12 monthsQ 12 months + O Yes No

Treatments received: 6. Crown or/and bridge a Q

Have you previously had dental treatments such as: Yes No 7. Partial or/and complete denture a aQ

1. Oral hygiene instructions Q Q 8 Surgical treatment or extraction o Q

2. Gum treatment Q Q@ 9. Dentalimplants g Q

3. Orthodontic treatment Q QO  10.X-rays Q a

4, Root canal treatment Q Q 11, 0thers a Q

5. Dental fillings Q Qa

I, the undersigned, hereby declare that | have read, understood and answered the above
medical-dental questionnaire to the best of my knowledge. | also hereby promise to inform

you of any change to my health. | authorize the setting up of my dental file, its follow-up, as
well as my registration on the recall list(s) of the attending dentist(s). | have been informed that
my file will be kept in the office at all times and that only the dentist(s) and his/her (their)
auxiliary personnel will have access to it. | have also been informed of my right to consuit my
file, to request that it be corrected, if necessary, and to remove my name from the recall list.

Signature: Date:
Patient or guardian

| acknowledge that | have read the answers to the above questionnaire and that | have taken
the customary measures, as the case may be.

Signature: Date:

Attending dentist

= Produced by the Association des chirurgiens dentistes du Québec
in collaboration with the Ordre des dentistes du Québec. Al rights reserved.



