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Sex: MA FA LastName: FirstName:

Address: No: Street: Apt.: 

- 

City:

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

Medicare N'.: Expiry Date: Social Insurance N', (optional):

Referred by: Motive for visit:

MEDIGAL HISTORY
Weight He ght

1, Are you presently under a doctor's care?,..,,,,,.,..,,,

lf yes:

Last Name: First Name:

Tel,:

27, Earaches,..

28, Hay fever...,,.,,,,.,,,,,

29. Asthma

30, Do you smoke?..,,...,....

31. Have you ever had radiotherapy orland
chemotherapy treatments (tumor)?

32. Do you have AIDS symptoms?.,,,,.

33, Are you an AIDS virus carrier?.,,,

34, Do you have aftificial joints (knee, hip, etc.)

35. 0o you have any of the following allergies?

Yes No

tr tr lodine

tr tr Sulfonamides

A tr Codeine

Specify:

Aspirin

Local anaesthesia

(Ext )
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oa

Yes No

oa

Yes No
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otr

Yes No

oa
o0
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Food

Penicillin

0ther antibiotics

B A Others

DENTAT HISTORY
0-6 months tr 6-12 months tr 12 months + O

36. Were you ever hospitalized or have you

undergone surgery other than dental? ......,......,,..,..., tr O

lf so, indicate which one and when:

37, ls there anything concerning your health you wish
to discuss privately with your dentist? trtr
Remarks:

FOR THE PHYSICIAN'S USE ONLY

PRECAUTIONS:

6, Crown orland bridge

7, Padial orland complete denture

8. Surgical treatment or extraction

9. Dental implants

1 0. X-rays

1 1. 0thers

I acknowledge that I have read the answers to the above questionnaire and that I have taken

the customary measures, as the case may be.

Date:
Attending dentist

Produced by the Association des chiwgiens dentistes du 1uebec

in collaboration wi]d'fie jrdre des denlistes du 1udbec.All riqhts reserved,

date

date

date

Last visit: Yes Nootr
DO
atr
aa
DA
tro

Treatments received:

Have you previously had dental treatments such as:

1. Oral hygiene instructions

2, Gum treatment

3. 0rlhodontic treatment

4. Root canal treatment

5. Dental tillings

I, the undersigned, hereby declare that I have read, understood and answered the above

medical-dental questionnaire to the best of my knowledge. I also hereby promise to inform
you 0f any change to my health. I authorize the setting up of my dental file, its tollow-up, as

well as my registrati0n on the recall list(s) ofthe attending dentist(s). I 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 t0 it. I have also been informed 0f my right to consult my

file, to request that it be corrected, if necessary, and to remove my name from the recall list,

Yes No
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Signature:
Palient or guardlan

Date:

Signature:


