Dr. Richard Ehrlich           The Elm Tree Dental Clinic         17201 Hwy. 50,         Palgrave Ont.                          880-7003

Patient Registration & Health History
Please answer all the questions to the best of your knowledge.   All information is strictly confidential and will not be released without your permission.
NAME…………………………………………………………………………………………………………….DATE OF BIRTH  …………………………………


Last



First

                     Initial                                              Day    Month    Year

ADDRESS: ……………………………………………………………………………………………………………………POSTAL CODE:  …………………..

E-MAIL ADDRESS: ………………………………………………     TELEPHONE:  Home:      (          )   …………………………………………..          

Person Responsible for Account: Name ………………………………………………  Address……………………………………………………………………

Do you have dental insurance coverage?   If so:

Name of Insured Person: ……………………………………………………………………..Date of Birth………….     ………..     ………











  Day
   Month
    Year

Employer Name:  …………………………………………………       Insurance Company Name:  ……………………………………………………..

Policy or Group Number:  …………………………………………  Division………     Certificate or I.D. Number:  ……………………………………..

You are responsible for payment of your account on the date of service.

If possible, would you like us to send your claim electronically?………………………………………………………………………….Y          N

In case of emergency notify…………………………………………………   Relationship ………………………Telephone Number:  (      ) ……………….

Is there another member of your family at our office?  …………………………………………………………………………………………………………….

Whom may we thank for referring you to our office?………………………………………………………………………….


  Please circle one of the following

                    YES   NO     NOT SURE

· Have you ever had a serious illness or operation?………………………………………………………………………..
 Y     N       ?

·  Have you had a medical exam  within the past two years?
 Y     N       ?

·  Are you taking any medications now, either prescription or “over-the-counter?”
 Y     N       ?

        If YES, please list …………………………………………………………………………………………………………………

·  Have you  had any bad reactions/ allergy  to:            Penicillin           Local Anesthetics          Narcotics/Codeine
  Y   N        ? 

         Please list other  problems with medications:…………………………………………………………………………………..

· .Have you ever been told you need to take antibiotics before dental 

        treatment due to a heart problem or prosthetic joint replacement?
   Y     N     ?

Please circle if you have had any of the following:

HEART MURMUR



PROSTHETIC JOINT                

CIRCULATORY PROBLEMS

HEPATITIS A/ B/ C / JAUNDICE

KIDNEY DISEASE 



RESPIRATORY PROBLEMS


RHEUMATIC FEVER


RADIATION TREATMENTS


HIV+ / AIDS

ABNORMAL BLEEDING


MENTAL ILLNESS



CONVULSIONS/ EPILEPSY


ASTHMA




ANEMIA




DIABETES


FAINTING



NERVOUS DISORDERS


CANCER





ARTIFICIAL HEART VALVE


TUBERCULOSIS




· Do you play contact sports, including baseball?  ……………………………………………………………………..……Y     N      ?

· Have you ever had an injury to your face or jaw?  If so, please explain……………………………………………...… Y     N      ?

· What is your main dental concern today?………………………………………………………………………

· Who is your former dentist?………………………………………………………………………………………

· Date of last dental visit……………………. Date of last cleaning………………………Date of last X-rays ……………….                                                           

· Is there a family history of  severe gum disease?……Y     N      ?    High decay rate?…………………… Y     N      

· Have you had any problems with past dental treatment you would like to discuss privately………………Y     N      ?

PLEASE READ:  I have answered the above questions and health history to the best of my knowledge.  At each dental visit, planned procedures will be clearly explained before treatment is begun.  On this basis, I give Dr. Ehrlich, my consent to perform any needed dental treatment, including the use of local anaesthetic as needed.  I also give consent for use of photographs for teaching purposes.

I also understand that all fees are due on the date of treatment unless prior arrangements have been made. I also understand that I am fully financially responsible for any fees either not covered or denied by my insurance carrier.

Signature: Parent or Guardian______________________________________  Date_______

