
PATIENT INFORMATION 

 

Name ___________________________________________________     Date ______________________ 

Address____________________________________   City ______________    Postal Code____________ 

Home Phone (______) ________________________   Work Phone (______) _______________________ 

Cell Phone (______)___________________________  Email ____________________________________ 

Preferred contact:           Home Phone             Work Phone             Cell phone             Email 

Date of Birth ____________________     Age ______     Gender _________    Marital Status ___________ 
         Month/Day/Year 

Name of School (If currently attending)  _______________________________________  Grade ____________ 

 

In case of an emergency, we may contact ___________________________________________________  

Phone (______) _______________________    Relationship to Patient ____________________________ 

Whom may we thank for referring you? ____________________________________________________ 

 

RESPONSIBLE PARTY 
(COMPLETE IF INFORMATION IS DIFFERENT THAN ABOVE) 

 

Name______________________________________    Relationship to Patient _____________________ 

Address____________________________________    City ______________    Postal Code____________ 

Date of Birth _______________________     Employer _________________________________________ 
          Month/Day/Year 

Is this person currently a patient of our office?           YES          NO 

 

BENEFIT INFORMATION 

 
PRIMARY BENEFIT 
Name of policy holder _______________________________    Date of Birth _______________________      

               Month/Day/Year 
Employer _______________________________    Benefit company  _____________________________   

Group/Plan/Policy# _______________________   Certificate/ID # _______________________________ 

 
DO YOU HAVE ADDITIONAL INSURANCE?           YES          NO If YES, complete the following: 
 
SECONDARY BENEFIT 
Name of policy holder _______________________________    Date of Birth _______________________ 
                   Month/Day/Year 
Employer _______________________________    Benefit company  _____________________________   

Group/Plan/Policy# _______________________   Certificate/ID # _______________________________ 

 



MEDICAL HISTORY
Patient Name_ ________________________________________________ Nickname_____________________  Age_________
Name of Physician/and their specialty _ _____________________________________________________________________
Most recent physical examination _________________________________ Purpose __________________________________
What is your estimate of your general health?        Excellent        Good         Fair        Poor

DO YOU HAVE or HAVE YOU EVER HAD:              YES   NO
1.	 hospitalization for illness or injury_______________________
2.	 an allergic reaction to
	 	 aspirin, ibuprofen, acetaminophen, codeine
	 	 penicillin
	 	 erythromycin
	 	 tetracycline
	 	 sulfa
	 	 local anesthetic
	 	 fluoride
	 	 metals (nickel, gold, silver, ____________)
	 	 latex
	 	 other  ______________________________________
3.	 heart problems, or cardiac stent within the last six months___
4.	 history of infective endocarditis________________________
5.	 artificial heart valve, repaired heart defect (PFO)___________
6.	 pacemaker or implantable defibrillator_ _________________
7.	 artificial prosthesis (heart valve or joints)_________________
8.	 rheumatic or scarlet fever_____________________________
9.	 high or low blood pressure____________________________
10.	 a stroke (taking blood thinners)_ _______________________
11.	 anemia or other blood disorder________________________
12.	 prolonged bleeding due to a slight cut (INR > 3.5)_ _________
13. 	 emphysema, shortness of breath, sarcoidosis_____________
14.	 tuberculosis, measles, chicken pox______________________
15. 	 asthma___________________________________________
16.	 breathing or sleep problems (i.e. sleep apnea, snoring, sinus)_
17.	 kidney disease_____________________________________
18.	 liver disease_______________________________________
19.	 jaundice__________________________________________
20. 	 thyroid, parathyroid disease, or calcium deficiency_ ________
21. 	 hormone deficiency_________________________________
22. 	 high cholesterol or taking statin drugs_ __________________
23.	 diabetes (HbA1c =_______)___________________________
24. 	 stomach or duodenal ulcer_ __________________________
25.	 digestive disorders (i.e.  celiac disease, gastric reflux)________

26.	 osteoporosis/osteopenia  (i.e. taking bisphosphonates)_ __
27.	 arthritis, rheumatoid arthritis, lupus_ _________________
28.	 glaucoma_______________________________________
29.	 contact lenses___________________________________
30.	 head or neck injuries______________________________
31.	 epilepsy, convulsions (seizures)______________________
32.	 neurologic disorders (ADD/ADHD, prion disease)________
33.	 viral infections and cold sores_ ______________________
34.	 any lumps or swelling in the mouth___________________
35.	 hives, skin rash, hay fever___________________________
36.	 STI / STD_ ______________________________________
37.	 hepatitis (type ___)_______________________________
38.	 HIV / AIDS______________________________________
39.	 tumor, abnormal growth___________________________
40.	 radiation therapy_________________________________
41.	 chemotherapy, immunosuppressive__________________
42.	 emotional problems______________________________
43.	 psychiatric treatment_____________________________
44.	 antidepressant medication_________________________
45.	 alcohol / street drug use___________________________
ARE YOU:
46.	 presently being treated for any other illness____________
47.	 aware of a change in your health in the last 24 hours  
	 (i.e. fever, chills, new cough, or diarrhea)_______________
48.	 taking medication for weight management (i.e. fen-phen)_
49.	 taking dietary supplements_________________________  
50.	 often exhausted or fatigued_ _______________________
51.	 experiencing frequent headaches____________________
52.	 a smoker, smoked previously or use smokeless tobacco _ _
53.	 considered a touchy person_ _______________________
54.	 often unhappy or depressed________________________
55.	 FEMALE - taking birth control pills____________________
56.	 FEMALE - pregnant_______________________________
57.	 MALE - prostate disorders__________________________

Describe any current medical treatment, impending surgery, genetic/development delay, or other treatment that may possibly affect your dental treatment. (i.e. Botox, Collagen Injections)
________________________________________________________________________________________________________________

List all medications, supplements, and or vitamins taken within the last two years

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

Patient’s Signature_ ______________________________________________________________________ Date______________________

Doctor’s Signature _______________________________________________________________________ Date ______________________

YES   NO

Ask for an additional sheet if you are taking more than 6 medications

                 Drug			                Purpose                  Drug		   	            Purpose

v 2012.2   Kois Center, LLC To reorder, please visit:  www.koiscenter.com



 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 you 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 our office Jessica, acts as the Privacy Officer. 
 
All staff that come into 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. 
 

How Our Office Collects, Uses and Discloses Patients; Personal Information 
This office will collect, use and disclose information about you for the following purposes. 

• To deliver safe and efficient patient care 
• To identify and to ensure continuous high-quality service 
• To assess your health needs 
• To provide health care 
• To advise you of treatment options 
• To enable us to contact you 
• To establish and maintain communication with you 
• To offer and provide treatment, care and services in relationship to the oral and maxillofacial complex and dental care generally 
• To communicate with other treating health-care providers, including specialists and general dentists who are the referring 

dentists and/or peripheral dentists 
• To allow us to maintain communication and contact with you to distribute health-care information and to book and confirm 

appointments 
• To allow us to efficiently follow-up for treatment, care and billing 
• For teaching and demonstrating purposes on an anonymous basis. Clinical photographs digital and 35mm will be used as part of 

this educational process 
• To continue with patient education via outpatient newsletter 
• To complete and submit dental claims for third party adjudication and payment 
• 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, according to the provisions of the Regulated Health Professions 
Act 

• To comply with agreements/undertakings entered into voluntarily by the member with the Royal College of Dental Surgeons of 
Ontario, including the delivery and/or review of patients’ charts and records to the College in a timely fashion for regulatory 
and monitoring purposes. 

• To permit potential purchasers, practice brokers or advisors to evaluate the dental practice 
• To allow potential purchasers, practice brokers or advisors to conduct an audit in preparation for a practice sale 
• To deliver your charts and records to the dentist’s insurance carrier to enable the insurance company to assess liability and 

quantify damages, if any 
• To prepare materials for the Health Professions Appeal and Review Board (HPARB) 
• To invoice for goods and services 
• To process credit card payments 
• To collect unpaid accounts 
• To assist this office to comply with all regulatory requirements 
• To comply generally with the law 

 
 
By signing below, 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. 
 
I agree that Northern Horizon Dental can collect, use and disclose personal information about __________________________ as set out 

above in the information about the office’s privacy policies. 

 
Patient/Parent/Guardian Print__________________________ Signature __________________________Date _____________________ 
 
 
Doctor Signature  ______________________________________________        Date _____________________ 
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