Patient Registration & Health History 
Dr. Richard Ehrlich 

17201 Regional Road 50 - Palgrave, ON L7E 0K8

Please answer all the questions to the best of your knowledge.   All information is strictly confidential and will not be released without your permission.
	Last Name, First Name
	Birth Date  (day, month, year)

	Telephone- Home                                             Mobile
	Telephone-Business

	Address

E-mail address:
	Personal Physician:

In case of emergency contact:

Relationship:

	Who can we thank for referring you to our office?

Is there another family member at our office?
	Name of person responsible for account:

Self    Spouse  

 Parent/Guardian    Social Assistance    Other

	Insurance Info: (Skip if you do not have dental insurance)

Dental Insurance Company Name 
Insurance Subscriber’s name and date of birth if not yourself
	(Skip if you do not have dental insurance)

ID/ Certificate number:

Policy / Group Number:


	
	Y

Yes
	N

No
	?

Not Sure

	Are you being treated for a medical condition at present or have you been treated within the last year? 


	Y
	N 
	?

	When was your last medical checkup?

	Has there been a change in your general health in the past year?  If yes, please explain.


	Y
	N 
	?

	Do you take prescription, non-prescription or herbal supplements?  Please list.


	Y
	N
	?

	Do you have any allergies or asthma?  If yes, please list. 


	Y
	N
	?

	Have you had a bad  reaction to any medicines? If yes, please list.
	Y
	N 
	?

	Are there any diseases that run in your family?


	Y
	N
	?

	Do you have any heart or blood pressure problems?
	Y
	N
	?

	Have you ever had a heart murmur, mitral valve prolapse or rheumatic heart fever?
	Y
	N
	?

	Do you have a prosthetic or artificial joint?
	Y
	N
	?

	Have you been told by your doctor that you need antibiotics before dental treatment?
	Y
	N
	?

	Do you have any conditions that affect your immune system 

Eg. Leukemia, radiotherapy, chemotherapy, AIDS, HIV infection?
	Y
	N
	?

	Have you ever had hepatitis, jaundice or liver disease?
	Y
	N 
	?

	Do you bleed unusually from a cut, or have a bleeding disorder?
	Y
	N
	?

	Have you ever been hospitalized? If yes, please explain


	Y
	N
	?

	Have you been tested or treated for Sleep Apnea?

Have you been told you snore heavily or stop breathing while sleeping?


	Y
	N 
	?


Continued on page 2. . .
Do you have or have you had any of the following? Please circle.
	Chest Pain, Angina

Heart Attack

Stroke

Pacemaker

Arthritis
	Shortness of breath

Lung Disease/ Tuberculosis

Cancer

Steroid therapy
	Seziures or Epilepsy

Kidney Disease

Thyroid Disease
Diabetes


	 Do you smoke?  If so, how much?
	Y
	N 
	?

	.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
	?

	Women only:  Are you pregnant?   
   
          




               

If yes, what is the due date?
	Y
	N 
	?

	Are you taking Birth Control Pills? 

 ED Medication?




	Y
	N
	?

	Any other medical problems you would like to discuss privately?
	Y
	N
	?


What is your main dental concern today?………………………………………………………………………
Who is your former dentist?………………………………………………………………………………………
How often do you see your dentist?        3 months    6 months    9 months   Yearly
Other…………

Date of last dental visit


      Date of last cleaning

     
Date of last X-rays                                                            
Have you had any of the following:
Swollen tender gums or bleeding when you brush   Y     N     ?     Bad breath or bad taste                Y     N      ?

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

Do you gag easily ……………………………………………………………………………………………….Y     N      ?

Are you satisfied with the appearance of your smile……………………………………………………….. Y     N      ?

Do you have any special concerns regarding your visit:  Fear/ Pain      Time      Money      Tension        Embarrassment
Are you interested in a method to calm your nerves?……………………………………………………… 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 consent to perform any needed dental treatment, including the use of local anesthetic as needed.  I also give consent for use of photographs for teaching purposes.

I understand that I am fully responsible for all fees due on the date of treatment unless prior arrangements have been made.
Signature: ______________________________________  Date_______
