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NAME:
Tite Last First Middia
(pleass print and mmpleﬁ both sides of this form)
AHCIC NUMBER gAH'rTl;:_!cJF Y M D J" Oxford Plaza
I
ADDRESS GITY OX F o R D 12603 - 153 Ave
N AT Edmonton, Alberts
PROVINCE POETAL CODE HOME PHONE ' ' 7 T5X 5X8
EUSINBSS PHONE | OCCUPATION AGE AT PRESENT Dr Yousif Chazban
& Azssoclates
DENTAL INSURANCE CO. / SELF GHQUP & | DENTAL INSURANCE CD. / SPOUSE GROUP #
 EMPLOYER GER'HFIBATE # EMPLOYER / SPOUSE CERTIFICATE #
SUPPL STAND MEDICAL SERVICES CARD #- NAME OF S8POLUSE SPOUSES Y M ) I
DATE OF BIRTH :
FAMILY PHYSICIAN PHONE #
P
{ PREVIOUS DENTIST
—. | AmNERRED BY DATE OF LAST Y M D |NAME & PHONE IN CASE OF EMERGENCY
Rl ' MEDICAL EXAM
MEDICAL HISTORY DO NOT WRITE IN THI SPAGE
1) []Yas [ JNo Have you bean 3 patiant in a hospital during the past two yaarg?
£) [ 1Yes [ |Ne Have you béen under the care of a medical doctor during the past year?
™ 1 ]Yes [ JNo  Have you taken any madiaine or drugs during the past two years?
4y[1Yea [ INo  Areyou aliergic {ie., Rehing, rash, awelling of hands, feet or eyes) or made elck by
penioliin, aspirin, oodelne, or any other drugs or medications?
£)[1Yes [ [No Have you avar had any excessive bieeding requiring speclal h'eatrnnnt?:
8) Chack [ v | any of the following which you have had or have at pregent:
. { 1 Heart Failure [ 1 Wheelchair Dependent [ IHIV
[ ] Heart Disease of AttAsk { 1 Emphysema [ ] Hepatitiz A {Infectous)
: [ 1Angina Pectoris { 1Cough { 1Hapattiz B (Gerum)
p,f'\ [ 1High Biood Preszure [ } Tobacco Use { ]Liver Digegse
' T 1 Heart Murmur [ ] Tubereuesie (T8) [ ] Yeilow Jaundice
[ ] Rhwurmatic Faver [ ]1Asthma [ 1 Blood Tranafusion
[ 1Congenital Heart Dafects [ ] Hay Fevar [ ] Drug Addlation
{ ] Gcariet Fever { ] Sinva Trotbia [ 1Alcohol Abuse
{ 1 Antificial Heart Vaive [ ] Allergiea or Mives { ] Hemophilia
[ ) Hoart Pacamaker { 1 Diabwtes [ ] Veneraal Disaasa (Syphills,
[ ] Heart Surgery [ 1 Thymold Dizease Goncrhew)
[ 1 Artificial Joint [ ]} Cancer, Leukearmis [ 1GCold Sores
[ 1Anemia { 1X-ray or Cobalt Treatment [ jEpilepay or Setzures
[ 1&troke [ 1 Chamatherapy [ ] Fainting or Dizzy Spails
[ ] Kidnay Trottsle [ ] Arthritis [ 1 Nervouszness
{ 1Ulcors [ ] Rheumatiam [ ] Paychiatric Treatment
{ 1Headaches [ } Cortisane / Steroid Medicne [ 1 Sickle Coli Trait / Dissass
[ 1 Mentally Handlcapped [ ] Glaucome [ 1 Bruise Easity
[ 1 Brain rdury { 1 Pain in Jaw Jointa [ 1Multiple Sclervsis ,
7} []Yes | JNo Have you had an ariificlal impiant — heart vaive, hip replacement, pacemaker, 2tz
B) [ ]Yes [ INo  When you walk upataira o take & walk, do you aver have 1o stop because of %
‘ 'pain in your chest, ghortness: of breath, or because you are fired?

PATIENT HISTORY / REGISTRATIO|
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9) [iYes [ {Ne Do your ankies swall during the day?
10) [ ]Yes [ INo  Hava yeu host or gained more than 10 pourda in the past year? L
11) {1Yes [ INo nnynuwerwaknuphumﬂmslwnnibmmtormaﬁmnmm
12) 11Yes [ I1No  Ate you on & special diet? Doctors order or seif-imppaed?
18) []Yea [ INo Hu.ayuurmdimldwtnrmﬂdyourmwnwmnmm?
14) [1¥ss [ 1Ne Du you have any dicease(s), oondition(s) or problem(s) not fsted?
15) {]JYow { ]No Women: a)Are you preghant now?

b) Ars you taking birth control pills?

r) Bo you anticlpate becoming pregnant?
16) Pioase iiat all your cument medisatians
DENTAL HISTORY
1) [1Ves [INo  Are you having dental discomior at this tme? 10; {]Yes [ ]No Have you ever had dental freezing (ocal

‘ anaesthetic) protdama?
?) [1¥es [ |Nc Do you fesl vety nervaus about havir) dental reawment?

1) & When was your fast dental viait?

8) [JYes [ ]No  Have you evar had 2 bad experianoe In o dental office?
b. What wan dane?

4 [1Yens [ I No Do you heve any othar dental health cansema?

. Whan wora your Iest dantal x-rays teken?,
5 [lYes [ INo Do you think you have gum problems?

d. Who was your last dentiat?

8) []Yes [ INoc Do ynu hottos popping, ofioking or soreness of the jaw
o just In front of your ears? 12) & Do you waar completa or partial dertures? .

7 [1Yes [ 1Na Are you invoived in any contact sporta? (i.e. hookey, b. How many ye:ars have you wom gentures?
foctball, baxing, baskathall, sto.)

o. How oid are your present denturea?

g [1Yes [ INo Do youbnish dally?

13) []Yes []No Are andblotica raquired prior to demtal trestment?
§) [1Yem [ [No  Duyoufioss dally?

my medicines change, | will inform the dental staff at the next appointment without fafl,

DATE PATIENT or GUARDIAN SIGNATURE DENTIST SIGNATURE

10 NOT WRI L GELOW THIS LINE
MEDICAL HISTORY/ PHYSICAL EVALUATION UPDATE ‘

DATE CHANGES _ DATE CHANGES

. AB.PROPHY [ ]Aboolite
MEDICAL SUMMARY { | Relative

Dantiat’s Bignature:

o e amm AP W B

To the bast of my knowledge, all of the preceding answers are trus and correct. If | ever have any dmnge in my health, or Iif N



