CONFIDENTIAL PATIENT CHART

Last name : First Name:

Date of birth: / / Sex:_ Age: y.o.
Address : Apt.: Postal Code:

City : Email :

Tel. (res.): ( ) Tel. (work): ( ) Tel. (cell.): ( )

Occupation: Dental insurance : 0 YES [ NO

Qc medicare number : Exp.: / Family physician:

Dentist : Referred by :

Your pharmacy (name & address) :

1. Have you ever had orthodontic treatments? :  YES [1 NO [ periodontal treatments ? YES [1 NO [
2. Are you suffering or have you ever sufferred from :

YES NO YES NO
Heart disease (stroke, angina, murmur, valvular problem, Sexually transmitted diseases
Pacemaker, others) .........cccccoveeeeeceeeneenee. O (S.T.D.) e, O O
RNEUMALIC FEVET ..ot O O Kidney disease (dialysid)................ O O
Prolonged blEediNg ..........c.ccevevieeeieeeeeeeeeeeeee e O O Diabetes ......ccovevevereeeeeereseeeeenens O O
FY Y= 11T IO O O Thyroid problems ...........ccoccvvvuen.... O O
Blood pressure:  high [ 10W [ ..oovviieeeeiceeeeeeeeeen O O SKin desease ........cocoveevveveereennnn. O O
Tuberculosis or Iung Problem ...........ccccoceeeeeeeeeeeeeereeeenans O O Eye problems .......ccccoeevevveveeenane. O O
ASTNIMA ettt et et s et e et et eeeneseenereneen O O Arthritis (artificial joints) ............... O O
DigeStive ProbIEMS .........cvoveeeeeeeieeeeeeeeeee e O O Bone deseases ...........ccoevveeueuenan. o O
STOMACK UICETS ..ot O O Neurological problems ................. o O
CONLAGIOUS AISEASES ...evevereeeeeeeeeeeeeeeeeeseeesee e O O EDIlEPSY oeveveeeeeeeeeeeeeeeeeeeee s o O
Liver disease (hépatitis: A, B, C, cirrhosis, others) .................. O O Frequent headaches ..................... O 0O
Treated with chemo or radiotherapy (Cancer) ..........ccccu...... O O DIZZINESS w.vvveveeeeeereeeeeseeeseeeeeneen o O
Have you been tested or suspected being HIV+/ AIDS ........... O O Fainting spells ........cccoeveerveveeuenane. O O
Other:
3. Areyou pregnant? ves I no O If yes, how many weeks ? weeks
. Do you take birth control pills ? ves I no O
5. Have you ever had surgery ves I no O
If so, please specify :
6. Do you take any medecine ves I no O
If so, please list all medications taken:
7. Do you have allergies to medication ? Or others ves I Nno O
If so, please list them :
8. Do you smoke ? ves L1 Nno O If so, how much per day ?
9. Do you consume alcohol ? Never [] Occasionnally [1 Regularly 1
10. Do you consume illicit drugs ? Never [ Occasionnally [ Regularly (]

Indicate the reason of your consultation :

I hereby acknowledge having read, understood and answered the above medico-dental questionnaire to the best of my abilities. | agree
to advise you of any changes in my health status should they occur.

Signature : Date:
Patient or guardian

FRANCOIS PAYETTE, D.M.D., F.R.C.D. (c) NANCY BOISVERT, D.D.S., M. Sc., F.R.C.D. (c).



