




�                  NEW PATIENT FORM 

Full Name:__________________________________Birthdate_______________Care Card________________________ 

Address_________________________________________________________   Postal Code______________________  

Phone #__________________Alt #_______________________Emerg Contact ____________________Ph#___________ 

Email________________________________________Physician’s Name:______________________________________                  

Who can we thank for referring you?___________________________________________________________________ 

        Online/Google Search ____ Newspaper Ad ____ Walk By ______ Social Media _____Website_____ 

Are you presently under a Physicians care:______________ If yes, what condiKon ______________________________ 
__________________________________________________________________________________________________  

What drugs/medicaKon are you currently taking, including Aspirin 

__________________________________________________________________________________________________ 

Have you been hospitalized in the last 5 years? If yes, for what condiKon?____________________________________ 

Do you have any allergies (eg. Latex,Penicillin)?___________________________________________________________ 
__________________________________________________________________________________________________ 

Do you have any arKficial body parts eg. Joints, pacemakers etc?  ________________________  ___________________ 

Do you have any infecKons we should be aware of?           

Do you have or have you had any of the following: 

                             YES        NO                                                                                                   YES        NO 

HepaKKs, jaundice, liver disease  Thyroid problems

RheumaKc fever Cancer or radiaKon therapy

Heart Murmur Taken bisphosphonates/osteoporosis meds

Heart Trouble Glaucoma

High or low blood pressure           Prolonged bleeding from a minor cut

Liver problems Have you had any other serious illnesses?

Asthma or sinus problems Do you smoke? (How much?)__________________                          

Diabetes A1c #_____ Date______ Do you have sleep apnea 

ArthriKs or rheumaKsm                  Are you a nervous paKent?          

Stomach problems or ulcers WOMEN:

Tuberculosis or lung disease Are you pregnant?                       

Epilepsy or nervous problems Are you post menopause?          



DENTAL HISTORY : 

Chief Concern:___________________________________________________________________    _________________  

How o]en do you brush?       Do you use a manual or electric brush?   
0 

Do you use other dental aids (floss, toothpicks, mouthwash etc)?         

How o]en do you have professional dental cleanings?           

When was your last profession dental cleaning?       

Do you or have you ever had.…               YES        NO                                                                                                   YES        NO 

Date:____________Signature of PaKent:_____________________________Reviewed By:________________

Any injury to your face or jaw?  Gum surgery?    

Any pain in your face or jaw?   Sore or sensiKve teeth?       

Bleeding gums? Teeth straightened?           

Loose teeth? Clenched or grinded your teeth? 

Bad breath? Freezing with your cleanings?    



�        Personal History 

It is important to us that we meet your needs and address your primary concerns, therefore we ask 
that you share the following informa8on leading into your appointment today: 

What is your primary concern today?_______________________________________________________________ 

When did this become a concern?__________________________________________________________________ 

How would you describe your last dental experience?__________________________________________________ 

What prevented you from returning to your former Den?st?____________________________________________ 

I rou?nely see my den?st every 3mths_____ 4mths_____ 6mths_____  12mths_____ not rou?nely_____________ 

Do you or have you ever had Braces, Orthodon?cs Treatment, or Upper Bite Adjustment_________ 

Please answer YES or NO to the following ques8ons 

GUM AND BONE 

Do your gums bleed or are they painful when brushing or flossing?__________ 

Have you ever been treated for gum disease or been told you have lost bone around your teeth?______ 

Is there anyone with a history of periodontal disease in your family?______ 

Have you ever experienced gum recession?_______ 

Have you ever had any teeth become loose on their own? (without injury), or do you have difficulty ea?ng an 
apple?__________ 

TOOTH STRUCTURE  

Have you ever had any cavi?es within the past 3 yrs?________ 

Are any teeth sensi?ve to hot, cold, bi?ng sweets, or avoid brushing any part of your mouth?_____ 

Have you ever broken teeth, chipped teeth, had a toothache or cracked filling?________ 

Do you frequently get food caught between your teeth?_______ 

SMILE CHARACTERISTICS 

On a scale of 1 – 10 how would you rate your smile?_________ 

What would help to make it a 10?___________________________________________________ 

Have you ever whitened (bleached) your teeth?___________ 

Have you or do you ever feel uncomfortable or self-conscious about the appearance of your teeth?_________ 

Have you ever been disappointed with the appearance of previous dental work?_____________ 



Pa?ent’s signature___________________________________________ 



�  

Office Financial Agreement 

Our mission at Courtenay Dental Health and Implant Centre is to provide excellence in den:stry that meets your 
individual needs.  In order to reduce the cost of providing den:stry to our pa:ents, payment is expected at the 
6me of service. 

We are pleased to offer the following payment op:ons: 

• Op:on # 1  Non Assignment of benefits with payment in full 

Payment is made in full by cash, debit, Visa or MasterCard at the :me of treatment. 

• Op:on # 2 Assignment of Benefits  

Our office will accept an assignment of benefits from your insurance company with the understanding that the 
agreement regarding your benefits is between you, your employer and the insurance company. 

The office completes and submits claims on your behalf as a courtesy, in an effort to save you :me. 

We will provide your insurance company with the forms they require to process your dental claim, BUT  

- We do not accept responsibility for the outcome of the claim or for the amounts which your dental plan 
will not pay.  This includes but is not limited to: 

• Procedures that are covered by your plan 

• To what extent or percentage of the actual cost they cover 

• Annual maximums set out by your plan 

- We need you to understand that this does not eliminate your financial obliga:on for your treatment. 

- We DO NOT guarantee payment from your insurance company and if your claim is denied you will be 
responsible for the full amount at that :me. 

- We require you to pay the es:mated amount NOT covered by your insurance company at the :me of the 
service.  This amount is only an es:mate of charges and may be found to be insufficient aSer review for 
your insurance company. 

- Our office WILL NOT enter into dispute with your insurance company over any claim,  We will cooperate 
with any requests made from your insurance company but it is ul:mately YOUR RESPONSIBILITY to resolve 
the dispute over payments made or not made by your insurance company to our prac:ce. 

I hereby assign payment of my primary dental benefits directly to Courtenay Dental Health and Implant Centre. 



Date_______________________________  Name__________________________________ 

Signature_______________________________________________



�  

Your Privacy is Always Assured 

Privacy of our pa.ent’s personal informa.on is important to us.  Personal informa.on is 

necessary for providing services to you and informa.on may be necessary to administer your 

dental treatment. 

I authorize communica.on of this personal informa.on by mail, electronic mail, and verbal 

means.  Personal informa.on includes clinical records, xrays, study models, photographs of you 

and your teeth, mouth, smile and face, and general informa.on obtained from a medical history 

review, insurance informa.on, phone numbers, and email addresses.  Clinical informa.on, 

photographs, and xrays may also be used for long term follow up and research purposes, as well 

as for educa.on or teaching purposes. 

Your personal informa.on will only be shared with those who have a need to know and specific 

informa.on disclosed shall be restricted to only the informa.on relevant to the recipients need 

to know.  Those who have a need to know include referring den.sts, other dental specialists, 

physicians, dental laboratories and insurance carriers. 

I cer.fy that I have read understand this document. 

Pa.ent/Parent or Guardian Signature_____________________________________________ 

Date _____________________________________________________________


