GATEWAY DENTAL CLINIC
1131A Leslie Street, Suite 109
Toronto, Ontario,  M3C 3L8

PATIENT INFORMATION (Please print)

Name:		_________________________________________________________________________

Address:	_________________________________________________________________________
							Street
		_______________________________             ___________________________________
				City						     Postal Code
Phone:	_______________________________
				Home
		_______________________________	   __________________________________					Work						E-MAIL ADDRESS
		_______________________________
				  Cell
Date of Birth: _______________________________
			(month/day/year)
Occupation:	________________________________

Who referred you to our office:	_______________________________________________________

DENTAL INSURANCE
Primary: 
Policy Holder:  _______________________________	Date of Birth: ________________________
		   Name /Relationship other than self				(month/day/year)

Insurance Company:  __________________________________________________________________

Group Policy #:  ____________________________	Certificate #:  ________________________

Secondary:
Policy Holder:  _______________________________________________________________________
				Name /Relationship other than self
Insurance Company:  _________________________________________________________________

Group Policy #:  ____________________________	Certificate #:  ________________________

CHILDREN
Name:  ____________________________________	Date of Birth:  _______________________
											(month/day/year)
Name:  ____________________________________	Date of Birth:  _______________________
											(month/day/year)
Name:  ___________________________________		Date of Birth:  _______________________
											(month/day/year)
Name:  ____________________________________	Date of Birth:  _______________________
											(month/day/year)
1.

MEDICAL ALERT:
Specify:  _____________________________________________________________________________

IN CASE OF EMERGENCY, WE SHOULD NOTIFY:
Name:  _______________________________________     Relationship:  ________________________

Day-Time Phone:  ______________________________    Cell Phone:    ________________________

Family Doctor:  ________________________________    Phone:  _____________________________

Address:  ___________________________________________________________________________

The following information is required to enable us to provide you with the best possible dental care.  All information is strictly private, and is protected by doctor-patient confidentiality.  The dentist will review the questions and explain any that you do not understand.  Please fill in the entire form.

1. Are you being treated for any medical condition at the present or have you been treated in the past year?  					  YES	           NO	 NOT SURE/MAYBE

If so, why?	___________________________________________________________________

2. When was your last medical check-up? 	___________________________________________
 (month/year)
3. Has there been any change in your general health in the past year? 
  YES	           NO	 NOT SURE/MAYBE
	Specify.  _______________________________________________________________________

4. Are you taking any of the following:
- aspirin						  YES	           NO	 NOT SURE/MAYBE
- codeine						  YES	           NO	 NOT SURE/MAYBE
- penicillin						  YES	           NO	 NOT SURE/MAYBE
- antibiotics, sedatives, sleeping pills		  YES	           NO	 NOT SURE/MAYBE
- non-prescription drugs				  YES	           NO	 NOT SURE/MAYBE
- herbal remedies					  YES	           NO	 NOT SURE/MAYBE
- other							  YES	           NO	 NOT SURE/MAYBE
Describe:  ______________________________________________________________________

5. Do you have any allergies?  If you answered yes, please list using the categories below:
- medications						  YES	           NO	 NOT SURE/MAYBE
_______________________________________________________________________________
- latex/rubber products				  YES	           NO	 NOT SURE/MAYBE	
_______________________________________________________________________________
- other (e.g. hayfever, foods)				  YES	           NO	 NOT SURE/MAYBE	
_____________________________________________________________________________													


2.

6. Have you ever had a peculiar or adverse reaction to any medicines or injections?  					  YES	           NO	 NOT SURE/MAYBE
If yes, please explain.  ____________________________________________________________

7. Do you have or have you ever had asthma or emphysema?
  YES	           NO	 NOT SURE/MAYBE
8. Do you have or have you ever had any heart or blood pressure problems?
  YES	           NO	 NOT SURE/MAYBE
9. Do you have or have you ever had a heart murmur, mitral valve prolapse or rheumatic fever?							  YES	           NO	 NOT SURE/MAYBE
10. Do you have a prosthetic or artificial joint?	  YES	           NO	 NOT SURE/MAYBE
11. Have you ever been advised by your doctor to take antibiotics before dental treatment?								  YES	           NO	 NOT SURE/MAYBE
Specify.  _______________________________________________________________________
12. Do you have any conditions or therapies that could affect your immune system (e.g. leukemia, AIDS, HIV infection, radiotherapy, chemotherapy)?
  YES	           NO	 NOT SURE/MAYBE
13. Have you ever had hepatitis, jaundice or liver disease?
  YES	           NO	 NOT SURE/MAYBE
14. Do you have a bleeding problem or bleeding disorder?
  YES	           NO	 NOT SURE/MAYBE
15. Have you ever been hospitalized for any illness or operations?  
  YES	           NO	 NOT SURE/MAYBE
	If yes, please explain.   ___________________________________________________________
16. Do you have or have you ever had any of the following?  Please check.
 chest  pain, angina		 shortness of breath		 pacemaker		 steroid therapy
 heart attack			 stroke				 prosthetic heart valve	 lung disease
 tuberculosis			 cancer			 diabetes		 stomach ulcers
 arthritis			 seizures (epilepsy)		 kidney disease		 thyroid disease
 diet pill therapy		 drug/alcohol dependency

17. Are there any conditions or diseases not listed above that you have or have had?  
  YES	           NO	 NOT SURE/MAYBE
If so, what?      _________________________________________________________________
18. Are there any diseases or medical problems that run in your family (e.g. diabetes, cancer, heart disease)?					  YES	           NO	 NOT SURE/MAYBE
19. Do you smoke or chew tobacco products?		  YES	           NO	 NOT SURE/MAYBE
20. Are you nervous during dental treatment?	  YES	           NO	 NOT SURE/MAYBE

21. FOR WOMEN ONLY:
Are you breast-feeding or pregnant?		  YES	           NO	 NOT SURE/MAYBE
If pregnant, what is the expected delivery date?	_____________________________________
Do you take birth control pills?			  YES	           NO	 NOT SURE/MAYBE




												

3.

DENTAL HISTORY
22.  Have you had a dental exam in the past year?	  YES	           NO	 NOT SURE/MAYBE
23.  Were x-rays taken?					  YES	           NO	 NOT SURE/MAYBE
24. Do your gums bleed, either in chewing or brushing or at any other time?
  YES	           NO	 NOT SURE/MAYBE
	If so, when? ____________________________________________________________________
25. Do your gums feel irritated, tender or swollen?	  YES	           NO	 NOT SURE/MAYBE
26. Do you have any pain in your mouth while biting or chewing?
  YES	           NO	 NOT SURE/MAYBE
	If so, where? ___________________________________________________________________
27. Do you have any pain in your teeth because of heat, cold or sweets?
  YES	           NO	 NOT SURE/MAYBE
	If so, where? ___________________________________________________________________
28. Do your jaws ever click or crack?			  YES	           NO	 NOT SURE/MAYBE
29. Do you ever clench or grind your teeth?		  YES	           NO	 NOT SURE/MAYBE
30. Are your jaws or the muscles in your face ever sore when you wake up in the morning?
31. Do you get frequent headaches? ( 3 or more per week)
  YES	           NO	 NOT SURE/MAYBE
	If so, do you usually awaken with them?		  YES	           NO	 NOT SURE/MAYBE
32. Have you ever had any adverse dental experiences?
  YES	           NO	 NOT SURE/MAYBE
	If so, describe.  _________________________________________________________________
33. Have you ever had orthodontic treatment (for irregularities of the teeth or jaws)?
  YES	           NO	 NOT SURE/MAYBE
34. Is there anything you would like to change about the appearance of your teeth?
  YES	           NO	 NOT SURE/MAYBE
	If yes, please describe. ___________________________________________________________

To the best of my knowledge, the above information is correct.

DATE:		______________________________________
					(month/day/year)

PATIENT:		_________________________________________________________
(parent/guardian)				Print name

SIGNATURE:	_________________________________________________________

DENTIST NOTES:
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