ACD
g e (Ordre des dentistes
CONFIDENTIAL QUESTIONNAIRE OF INTRODUCTION
Sex: MQ FQ LastName: First Name:
Address: Ne Street: Apt.:
City: Postal Code:
Tel. Res.: Work: Cell.:
Birthdate: Year: Month: Day: E-mail:
Medicare No.: Expiry Date: Social Insurance No. (optional):
If you are less than 18 years old, indicate name of parent QO or guardian 0
M. @ Mrs. O
For an emergency, contact:
Motive for visit: Referred by:
MEDICAL HISTORY
Yes No
Weight Height 19. Thyroid ProBIBMS ... a a
Yes No 20. SKIN QISBASE ...eveveeereeereeerieseesieresesase st sssisbessess s sneness e ssssesenesnenins a a
1. Are you presently under a doCtor'S Care? .......oe.veeveeeeeeeeereeresssenienns QO a 21, Eye problems . a Qa
If S0, reason: 22. Arthritis a a
23. 0StEOPOrOSIS ...vveeeeereencerieieienee a a
Do you take bisphosphonates? ... a a
24, EPIIEPSY cvevveerrerererieniene e . a a
25. Nervous disorders............... USSR I B |
26. Mental ilINess..iiii e i a a
Specify:
Last Name: First Name: 27. Frequent headaches.........cccocociecercinnnncensnn s a Q
Tel.: (Ext.): 28. Dizzy spells or fainting spells .. U R |
2. Are you presently taking any drug or medication, 29. Earaches . a Qa
or have you taken any in the last SiX MONtAS? ........cecveeveervrciererennenns @ @ | 30. Hayfever N |
If so, which: 31. Asthma................. .. 2 Q
32. DO YOU SMOKE? ...t Q Qa
33. Have you ever had radiotherapy or/and
chemotherapy treatments ((UMON)? .......covovvernnireec a a
34. Do you have AIDS symptoms?............ . A
35. Are you an AIDS virus carrier?.... a a
36. Do you have artificial joints (knee, hip, 1C.)7 ..coovoviviirrreeeeereene Q Q
3. Are you presently taking natural or homeopathic products? ................ Q O  37. Doyou snore or have you ever been told that you snore?................... a a
Specify: 38. Do you have any of the following allergies?
= Birth CONITOI PIllS ....cvveveceeresersese e o Q 38.1 Latex Q 38.6 Penicillin ......ccooveeeeee. @ QA
- Hormones: Specify: Q Qo 38.2 Food Q 38.7 Codeine .....coeevee L. Q
4. Did you recently experience a significant weight loss or gain? ........... Q Q 38.3 lodine (1 38.8 Other antibiotics ........... a Q
5. ATB YOU PrEGNANIY. ..ovvooeveesssveseesssseesssssessssssssssssessssesessssssssssesssseseesas Q Q 38.4 ASDINN oo 0 O 38.9 Local anaesthesia ......... Q a
Are YOU DreastfeBding? ........ovveeeeeemmeeeeeesseeesssssssssssssssssssssssssssensees Q Q 38.5 Sulfonamides ............... 0 O 38.10 Others w..ovveeeeereeeneens a Q
Are you suffering or have you ever suffered from: Specify:
6. Heart disease (stroke, angina, valvular problems, murmur) Qa
7. BRBUMALIC TBVET....vevierrereereie e Q
8. Blood problem§ 39. DO YOU USE AIUGS? ..vveeeeeriireiereirices s ssssbss s a Q
8.1 Hemophilia........ L a 40. Do you drink alcohol?
8.2 Prolonged bleeding.... - No/Alitle @ Inmoderation @ Alot O
8.3 Clear .bIOOd """""""" J 41. Were you ever hospitalized or have you
8.4 Anemia........ s Q UNdErgone SUFGery Other than demtal? .............eoeroroorsore a o
8.5 Others: Specify: a if 50, why and when:
9. High O Low [ BlOOG PrESSUIE ....cvviviiiviienirisniciiersie i Qa ’ date
10. Frequent colds or SINUSItIS ... a date
11. Tuberc_ulosis or lung prob!ems ............. . a date
12. Digestive problems: Specify: 9 42. Do you fear dental treatments?
13. S_tomagh ulcer........ s s s a Alitte @ Alot O Notatall O
1; lk'.‘('jer dnsea;;e (hepatitis A, B, C, cirrhosis, etc.) . g 43. s there anything concerning your health you wish
. 1o, Hidney problems ............... to discuss privately with your dentist?........cccoevvrvninnvscsceins a a
16. Do you urinate often?..... a Remarks:
17. Venereal disease (V.D.)... Q -
18, DIADBIES ottt a

SEE REVERSE




ACD

ASSOCIATION DES

GHIRURGIENS DENTISTES (?rere %es dentistes
DU QUEBEC u Québec

CONFIDENTIAL QUESTIONNAIRE OF INTRODUCTION

FOR THE PHYSICIAN’S USE ONLY

PRECAUTIONS:

DENTAL HISTORY
Last visit: 0-6 months Q 6-12 months O 12 months + O
Treatments received:
Have you previously had dental treatments such as: Yes No Yes No
1. Oral hygiene instructions Q Q 7. Partial or/and complete denture a a
2. Gum treatment Q QO 8. Surgical treatment or extraction a aQ
3. Orthodontic treatment a a 9. Dental implants Q Q
4. Root canal treatment e 10. X-rays a a
5. Dental fillings B = 11. Others a a
6. Crown or/and bridge a a

FOR THE PHYSICIAN’S USE ONLY

| acknowledge that | have read the answers to the above questionnaire and that | have taken the customary measures, as the case may be.

Signature: Date:
Attending dentist

TO BE COMPLETED BY PATIENT

|, the undersigned, hereby declare that | have read, understood and answered the above medical/dental questionnaire to the best of my knowledge. | also hereby promise to inform you of any change
to my health. | authorize the setting up of my dental file, its follow-up, as well as my registration on the recall list of the attending dentis(s). | have been informed that my file will be kept in the office
at all imes and that only the dentist(s) and his/her (their) auxiliary personnel will have access to it. | have also been informed of my right to consult my file, to request that it be corrected,
if necessary, and to remove my name from the recall list.

Signature: Date:
Patient or guardian

Produced by the Association des chirurgiens dentistes du Québec in collaboration with the Ordre des dentistes du Québec. All rights reserved. 2011-10




