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Registration Form: (E 2 &id&

Answers to the following questions are for our records only and will be considered confidential.

What is your main dental concern? T EXDHFHBBEH 2 ?

Personal Information: ™ A2

(Dr./Mr./Mrs./Miss)Last Name 4 FK: First Name & =:
Birth Date (yyyy/mm/dd) B4 B#A(%£/A/H) Sext45l: OMale®® OFemaleZt
Address Huit: City 3t m: Postal Code BBEX4RAD:

Contact number (M/H/W) B REEAE (FH/RE/I/F):

Email address B, FHB45:

Emergency contact ER2EKZR A Contact number BX R EiE:
Family doctor REEA: Contact number BX R EiE:

Care Card number (MSP) EEf7 <5H3:

When was the last visit to a dentist? Fxif—RXFE F ERIET A ?

Are you covered by a dental plan? {REFEREKEE ?
ONo O Yes (please provide details to the front desk F B & FHEMAHIS)

Medical History: &5
Have you ever had any of the following? (Please check) i [RI{EZ2E B LI TER? (FT4)

(] Hepatitis BFF2 [] stroke H2X (] Blood/Bleeding disorder
[J Diabetes #EFRI% [ HIV Positive 3% tH P R IR

[J Rheumatic fever X ;R 143 [ Tuberculosis/Lung Disease [J sinus Trouble 23 %

[] Heart Murmur i) fif4 #%/ i [J cancer f&E4E. Type FHY:
D Ep||ep5y ﬁﬁ;ﬁ D Kidney Disease ”%ﬁ

[J High Blood pressure & I [J Osteoporosis B R Bt L] Allergies = #8. Type 23

Had Radiotherapy/Chemotherapy before? F 33 ¥7 /1L5718? When? {14 BHE

Are you taking any medicine? (Name/Type) 1R 2B IEFERE ? (B F/FEE)

Ever had any serious illness which required major operation? 2B CRLXFEI = EEREEF K ?

For Woman X+ % F
Are you pregnant? {R2ETENZE 20No &H Oves. How many months? &, JLN B ?
Do you smoke? &2 & HIE ?ONo i&%F QOYes H

For Children /N#% Name of Parent/Guardian R A& F:

Office Policy

Payment is due when the service is rendered, unless financial arrangements are made in advance. 2 days advance
notice is required if you are unable to keep appointments.

Signature £4: Date HEA:
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