PLEASE FILL IN ALL FIELDS
PATIENT INFORMATION A parent or Guardian will be responsible for decisions relating my treatment YES|:| NO |:|

Name:
First Initial Last
Date of Birth: / / Email:
D M Y
Cell Tel: Home Tel: Work Tel:
Preferred method of contact: Home #[_] Work #[_] cell #[_] Email [_]
Address:
Street City Postal Code
|:| | agree to be added to your Facebook page |:| | agree to subscribe to your newsletter
Preferred time and day for appointment (check all that apply)[__] Morning [ Afternoon [ ] Evening
[ 1 Monday [ ]wednesday [ ]Friday [] Sunday
[ ] Tuesday [ ]Thursday [ ]Saturday
Family Dr: Tel:
Emergency Contact: Tel:

How did you hear about us?

Referred by (Insert name) [ ]Patient [ ] Family Doctor
[ Fiyer [] Convenient location [ ] Online Review
|:| www.meadowvaledental.com [ ]Google/Search Engine [ ] Other (specify)

INSURANCE INFORMATION

Do you have extended health or dental insurance? YES[ |NO[ ]
If yes, please provide your card to receptionist, they will make a copy for your file.

DENTAL HISTORY

1. What is the reason for today’s visit?

2. When was your last dental visit?

3. Are your teeth sensitive to: [ ] cold [ ]sweets [ ]Heat [ ]other
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4. Do your gums bleed when: [ ] Brushing [ ]Flossing [ ] Never

5. Do your gums feel swollen or tender?

6. Do you have bad breath or a bad taste in your mouth?

7. Do you have food catch between your teeth?

8. Have you ever had local anaesthetic (freezing)
If yes, were there any complications? (Please specify)

L OO0 o
OO0 0 od

9. Have you had any problems with previous dental treatments? Specify

10. Have you had any of the following: [ ]Bridgework [ Icrowns or Caps

[_IFull or Partial Denture [_Jorthodontic (Braces) [ ]Periodontal (Gums) [ ]Root Canal
11. Are you satisfied with your teeth? (] ]
12. Do you have Sleep Apnea? (1 [

If yes, are you using any of the following: [ ] CPAP machine [ ] oral Appliance



MEDICAL HISTORY (this information will remain confidential)

1. Are you presently under the care of a physician? If so explain

2. Have you ever had a serious illness or been hospitalized? If so explain

3. Are you taking any Drugs or medication at this time?
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4. Do you suffer from any allergies (hay fever, latex, etc.)? If so which ones?

5. Do you bruise easily or have prolonged bleeding?

6. Have you ever fainted, had shortness of breath or chest pains

7. Have you ever been warned against using any medication? If so which?

8. Have you ever taken prolonged medical or non-medical drugs? Specify
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9. Have you ever had an adverse effect to any of the following?
[ ] Aspirin [ ]Barbiturates (sleeping pills)

[ ] Codeine [ ]Darvon Local Anaesthetic
[ ] Antibiotics: [ ]Penicillin [ ]Sulfonamide
10. Women:

Are you pregnant?

YES NO

L1 O

Have you reached menopause?

L O

Are you taking birth control?

1 O

11. Do you or have you ever had any of the following: Please check off appropriate circles

OAIDS. OCancer O Heart disease/attack O Jaundice
OAnemia QOcirculation Problems O Heart murmur OKidney disease
O Angina pectoris QOCongenital heart lesion O Heart Pacemaker/surgery OlLiver disease

Anorexia nervosa Cortisone/steroid O Heart rhythm disorder O Leukemia
O Arthritis/theumatism ODiabetes O Hepatitis A/BIC OLung disease
O Arificial heart valve ODrug/Alcohol dependence O Herpes O Malignant hyperthermia
O Aificial joints (hip, knee) OEmphysema QO High/Low blood pressure O Mental/nervous disorder
QOAsthma OEpilepsy or seizures QO H.LV. positive O Mitral valve prolapsed
(OBlood Disorders OGlandular disorders QO Hodgkins disease (O Organ transplant/implant
(O Bronchitis OGlaucoma QO Hyper (Hypo) Glycemia (OO Psychiatric treatment
OBulimia OHead/neck injuries O Hypertension (O Radiation/Chemotherapy

12. Children only: Have you recently had any of the following (approximate date)
[ ] Chicken Pox [ ] Measles [_IMumps
[ ] Strep Throat [ ]Tonsillitis

O Rheumatic/Scarlet fever
QO Sickle cell disease

QO Sinus Trouble

QO Stomachiintestinal prob.
O stroke

O Thyroid disease

QO Tuberculosis

QO Ulcers

QO Venereal disease

QO Other.

QO None

GENERAL RELEASE: I, the undersigned, understand that the information contained in the dental and medical history
portion of this chart is important to my treatment. | certify that all the information is correct and that | have not knowingly
omitted data. | consent to the release of medical information from my medical doctor or other health provider as required by
this dental office. | authorize this dental office to perform diagnostic procedures as may be required to determine necessary
treatment. | understand that it is my responsibility to pay for dental treatment for both myself and my dependants. | assume

all responsibility for fees associated with my dental treatment or dental diagnostic procedures.

Signature[l Patient |:|Parent |:| Guardian

Print Name



Informed Consent Regarding Dental Radiographs

We feel it prudent to advise patients of general nature of treatment procedures, the acceptable treatment alternatives, and the risk
inherent in the proposed procedures.

It is important that you realize that there can be serious implications on refusing x-rays, and important reason for having x-rays,
and since it is your health at stake we want you to make an informed decision.

Our principle for taking dental radiographs (x-rays) is based on the ALARA principal which stands for As Little As Reasonable
Allowable. Based upon the patient’s susceptibilities to forming cavities or gum/bone disease symptoms, oral hygiene practices
and findings on previous x-rays, the doctor will decide if x-rays will be necessary. Generally, it is advice that an initial
appointment should include x-rays to determine the overall oral health condition.

Many of the diseases in the mouth occur in the hard tissues of the jaw, which include the teeth and the underlying bone which
fastens the teeth in the jaw. The bone and the most parts of teeth and roots can only be seen with x-rays. They cannot be seen by
the eye.

There are three types of x-rays:

(1) BITEWING XRAYS are useful for detecting many disease processes. Most cavities form in between the teeth where they
are tightly contacting each other. It is impossible to detect these types of cavities by visual examination alone until they have
destroyed a substantial amount of tooth structure at the sides of the tooth, then the overlying top of the tooth caves in and a
“hole” is visible. By this time the decay is usually quite deep and close to the nerve of the tooth. These

X-rays also reveal the height of the supporting bone of the tooth and can indicate the need for more frequent visits to keep the
supporting structures intact and the teeth from loosening.

(2) PERIAPICAL X-RAYS reveals the ligaments, nerve spaces and the bone structure around the root end of the tooth.
This can detect pathological processes including the nerve of the tooth infection on the surrounding bone, and changes in the
ligament which holds the tooth.

(3) PANORAMIC X-RAYS reveal the upper and lower jaw bones, the temperormandibular joint (TMJ)

(Jaw point) sinuses, and position of the wisdom teeth relative to nerve structures, sinuses and other teeth.

Without x-rays we are not able to see disease in its early state and this may result in needing more extensive treatment or
irreparable damage being done to the teeth and bones. We are able to keep the dose of x-rays very low because of the type of
specialized dental film used which in high speed, and also the use of focusing cone for the camera. In addition, we use body
shields for further personal protection.

I have had the opportunity to ask questions of my treating doctor and fully satisfied with the answers | have received.

CONSENT

| understand that many dental conditions will be undetected until they are quite advanced or irreparable without the
aid of dental x-rays. | wish that:

no x-rays be taken and accept the risk of having conditions go undetected; o

x-rays be taken, as advised by my dentist, to diagnose any condition.

Patient/Guardian Date

OFFICE DATE

PATIENT CONSENT FORM 3



Informed Consent for Periodontal Treatment
(Dental Cleaning)

We feel it prudent to advise patients of the general nature of treatment procedures, the acceptable treatment
alternatives, and the risks inherent in the proposed procedures.

I hereby request and voluntarily consent to periodontal treatment that has been recommended. | understand that the
goal of this treatment is the removal of periodontal disease causative factors and to assist in the control of
periodontal disease, which disease could result in eventual bone and tooth loss.

I understand that the nature of Treatment involves the charting and recording of existing conditions on an annual
basis, or other previously discussed intervals, the removal of plaque, tarter and/or stain, and root planing- a
controlled procedure to smooth and refine the root surface of the tooth.

The treatment has been fully explained to me including the risks involved. | have been informed that complications
might include, but are not limited to:

There may be an unexpected sensitivity/allergy to the materials

Tooth sensitivity and gingival sensitivity
| further understand that the likely consequences of NOT having the treatment are the likelihood of progressing
periodontal disease and eventual bone and tooth loss. This may include “gum abscesses”; periodontal infections

involving the root area, leading to root canal therapy. Bone loss may result in the need for periodontal surgery and
may result in eventual tooth loss

I have had an opportunity to ask questions of my treating doctor and am fully satisfied with the answers | have
received.

Patient/Guardian Date
Print Name Date of Birth
Office Date

In addition to the risks and benefits outlined above, | have been advised of the
following:

PATIENT CONSENT FORM 4



PATIENT CONSENT FORM

FOR COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION

Privacy of your personal information is an important part of our office providing you with quality dental care. We understand the importance of
protecting your personal information. We are committed to collecting, using and disclosing your personal information responsibly. We also try to
be as open and transparent as possible about the way we handle your personal information. It is important to us to provide this service to our
patients.
In this office, Ms. Elvira Beganovic acts as the Privacy Information Officer.
Al staff members who come in contact with your personal information are aware of the sensitive nature of the information that you have
disclosed to us. They are all trained in the appropriate uses and protection of your information.
Attached to this consent form, we have outlined what our office is doing to ensure that:
e only necessary information is collected about you;
. we only share your information with your consent;
e  storage, retention and destruction of your personal information complies with existing legislation, and privacy protection protocols;
e our privacy protocols comply with privacy legislation, standards of our regulatory body,
the Royal College of Dental Surgeons of Ontario, and the law.
Do not hesitate to discuss our policies with us or any member of our office staff.
Please be assured that every staff person in our office is committed to ensuring that you receive the best quality dental care.

How Our Office Collects, Uses and Discloses Patients’ Personal Information
Our office understands the importance of protecting your personal information. To help you understand how we are doing that, we have outlined
here how our office is using and disclosing your information.
This office will collect, use and disclose information about you for the following purposes:

v to deliver safe and efficient patient care according to the provisions of the Regulated Health
v' to identify and to ensure continuous high quality service Professions Act
v' to assess your health needs v to comply with agreements/undertakings entered into
v' to provide health care voluntarily by the member with the Royal College of Dental
v' to advise you of treatment options Surgeons of Ontario, including the delivery and/or review of
v' to enable us to contact you patients’ charts and records to the College in a timely fashion
v' to establish and maintain communication with you for regulatory and monitoring purposes
v' to offer and provide treatment, care and services in relationship v' to permit potential purchasers, practice brokers or advisors to
to the oral and maxillofacial complex and dental care generally evaluate the dental practice
v to communicate with other treating health-care providers, v' to allow potential purchasers, practice brokers or advisors to
including specialists and general dentists who are the referring conduct an audit in preparation for a practice sale
dentists and/or peripheral dentists v' to deliver your charts and records to the dentist’s insurance
v' to allow us to maintain communication and contact with you to carrier to enable the insurance company to assess liability
distribute health-care information and to book and confirm and quantify damages, if any
appointments v'  to prepare materials for the Health Professions Appeal and
v' to allow us to efficiently follow-up for treatment, care and billing Review Board (HPARB)
v' for teaching and demonstrating purposes on an anonymous basis to invoice for goods and services
v' to complete and submit dental claims for third party adjudication to process credit card payments

to collect unpaid accounts by the office and/or third party.
to assist this office to comply with all regulatory requirements
to comply generally with the law

and payment

v' to comply with legal and regulatory requirements, including the
delivery of patients’ charts and records to the Royal College of
Dental Surgeons of Ontario in a timely fashion, when required,

ANENENENEN

By signing the consent section of this Patient Consent Form, you have agreed that you have given your informed consent to the collection, use and/or
disclosure of your personal information for the purposes that are listed. If a new purpose arises for the use and/or disclosure of your personal
information, we will seek your approval in advance. Your information may be accessed by regulatory authorities under the terms of the Regulated
Health Professions Act (RHPA) for the purposes of the Royal College of Dental Surgeons of Ontario fulfilling its mandate under the RHPA, and for the
defence of a legal issue. Our office will not under any conditions supply your insurer with your confidential medical history. In the event this kind of a
request is made, we will forward the information directly to you for review, and for your specific consent. When unusual requests are received, we
will contact you for permission to release such information. We may also advise you if such a release is inappropriate. You may withdraw your
consent for use or disclosure of your personal information, and we will explain the ramifications of that decision, and the process.

Patient Consent
I have reviewed the above information that explains how your office will use my personal information, and the steps your office is taking to protect my
information. I know that your office has a Privacy Code, and I can ask to see the Code at any time. I agree that the Meadowvale Dental Group can
collect, use and disclose personal information about as set out above in the information about
the office’s privacy policies.

Signature Patient/ Guardian Date
Print Name Patient/ Guardian Date of Birth.
Office
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