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Description générée automatiquement]                                                              Medical Form
[bookmark: _Hlk201233083]              247, boul. St-Luc, Suite 201, Saint-Jean-sur-Richelieu
                (Québec) J2W 0J3 450 349-0410

[bookmark: _Hlk201233107]Full Name : _____________________________________________________________________    Date :________________________________

[bookmark: _Hlk201233184]Due to the complexity of the causes of dental diseases, it is necessary for us to understand and investigate all possible contributing factors. The success of your treatment depends on it. Although some of these questions may seem unrelated to your dental condition, they are all potentially connected. We ask that you answer ALL the questions and SIGN at the indicated place.

[bookmark: _Hlk201233216]Are you taking any medications, including over-the-counter and natural products, or have you taken any during the past year? 
☐ Yes  ☐ No If yes, which ones: ____________________________________________________________________________________
[bookmark: _Hlk201233237]Are you taking medications for osteoporosis or bone cancer? ☐ Yes  ☐ No
Do you have a complete joint prosthesis (knee, hip, etc.)?   ☐ Yes ☐ No   If yes, since when: __________________________________
Do you eat less than 2 meals a day? ☐ Yes  ☐ No
Have you lost more than 10 lbs (4.5 kg) unintentionally in the last 6 months? ☐ Yes  ☐ No

[bookmark: _Hlk201233580]Have you suffered or are you suffering from:        Yes No                                                                                                                   Yes No
	1. Heart problems / Pacemaker …………...
	☐
	☐
	
	27. Loss of consciousness, dizziness …………………….
	☐
	☐

	2. Rheumatic fever …………………………....
	☐
	☐
	
	28. Earaches ……………………………………………..………
	☐
	☐

	3. Prolonged bleeding ………………………..
	☐
	☐
	
	29. Are you on a special diet? ……………………………....
	☐
	☐

	4. Anemia / Hemophilia………………….….
	☐
	☐
	
	30. Have you ever taken cortisone? ……………………….
	☐
	☐

	5. Other blood disorders ………………….…
	☐
	☐
	
	31. Do you consider yourself very nervous? ……………
	☐
	☐

	6. High / Low blood pressure ……………….
	☐
	☐
	
	32. Are you pregnant? …………………………………………
	☐
	☐

	7. Frequent colds, sinusitis, sore throat ..
	☐
	☐
	
	33. Do you smoke or vape? ………………………………….
	☐
	☐

	8. Pulmonary issues / Tuberculosis ………
	☐
	☐
	
	34. Do you use drugs? ………………………………………..
	☐
	☐

	9. Digestive issues …………………………….
	☐
	☐
	
	35. Do you take Methadone? ……………………………….
	☐
	☐

	10. Stomach ulcers ……………………………
	☐
	☐
	
	36. Do you snore / does it seem that you stop                 
	
	

	11. Cancer / Chemo / Radiotherapy ……..
	☐
	☐
	
	        breathing during your sleep? ...............................
	☐
	☐

	12. Alcoholism ………………………………….
	☐
	☐
	
	37. Do you wake up tired in the morning and/or feel      
	
	

	13. Liver problems (hepatitis, cirrhosis) ..
	☐
	☐
	
	        fatigued during the day? …………………………………
	☐
	☐

	14. Kidney disorder ……………………………
	☐
	☐
	
	38. Do you have sleep apnea?...................................
	☐
	☐

	15. Sexually transmitted infections ………
	☐
	☐
	
	39. Do you have asthma? ………………………….…………
	☐
	☐

	16. HIV …………………………………………….
	☐
	☐
	
	40. Do you have hay fever? ………………………….……….
	☐
	☐

	17. Diabetes ……………………………………..
	☐
	☐
	
	41. Do you have allergies? …………….……………………..
	☐
	☐

	18. Thyroid disorders ………………………….
	☐
	☐
	
	                                                                  Penicillin ……………….
	☐
	☐

	19. Skin conditions …………………………….
	☐
	☐
	
	                                                                  Aspirin ………………….
	☐
	☐

	20. Eye disorders ……………………………….
	☐
	☐
	
	                                                                 Other antibiotics …….
	☐
	☐

	21. Arthritis ………………………………………
	☐
	☐
	
	                                                                  Sulfonamides (Sulfa).
	☐
	☐

	22. Epilepsy ………………………………………
	☐
	☐
	
	                                                                  Iodine …………………..
	☐
	☐

	23. Neuroligial disorder or illness…………. 
	☐
	☐
	
	                                                                  Codeine ………………..
	☐
	☐

	24. Psychiatric disorders or illnesses…….
	☐
	☐
	
	                                                                  Latex …………………….
	☐
	☐

	25. Memory disorders 
	☐
	☐
	
	                                                                  Local anesthesia …….
	☐
	☐

	       (e.g. Alzheimer’s disease)……………….
	☐
	☐
	
	                                                   Other:_____________________
	☐
	☐

	26. Frequent headaches …………………….
	☐
	☐
	
	
	
	



Have you ever been seriously ill, hospitalized, and/ or undergone surgery, other than dental? If yes, please list and provide approximate dates: _______________________________________________________________________________________________________
__________________________________________________________________________________________________________________________
I, the undersigned, declare that I have read, understood, and answered this medical questionnaire to the best of my knowledge. If, during my treatment, there are any changes in my health or medications, I agree to inform the clinic immediately. I authorize the dentist and their staff to communicate with any healthcare professional treating me in order to provide the most appropriate care for my needs.

Signature: ______________________________________________________    Date: __________________________________
                                            (Patient or legal guardian)
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Description générée automatiquement]                                          Confidential Information
              247, boul. St-Luc, Suite 201, Saint-Jean-sur-Richelieu
                 (Québec) J2W 0J3 450 349-0410



	Date of birth: _________________________________________
	Name: ______________________________________________

	Gender: ☐ Female ☐ Male ☐ Other
	First name: __________________________________________

	Home phone: ________________________________________
	Address: ____________________________________________

	Work phone: _________________________________________
	City: ________________________________________________

	Mobile / Pager: _______________________________________
	Postal code: _________________________________________

	Email: _______________________________________________
	Health insurance number: ____________________________

	Do you agree to be contacted by email? ________________
	Expiration: ___________________________________________

	Are you a Canadian citizen? ___________________________
	What is your occupation? _____________________________


  How did you hear about the clinic? _____________________________________________________________________________


RESPONSIBLE PARTY FOR PAYMENT

	Mother’s name: ________________________________________________________
	Phone: ____________________________

	Father’s name: _________________________________________________________
	Phone: ____________________________



Do you have dental insurance? ☐ Yes  ☐ No
Company name: ______________________________________________________
Group / Policy / Contract / Plan number: _________________________________
ID / Certificate / Member number: _______________________________________
Policyholder’s name: ___________________________________________________
Date of birth: __________________________________________________________
Relationship: __________________________________________________________


MEDICAL REFERENCES

	Name of your family doctor: _____________________________________________
	Phone: ____________________________

	Name of your specialist(s): ______________________________________________
	Phone: ____________________________

	                                                         ______________________________________________
	Phone: ____________________________

	                                                         ______________________________________________
	Phone: ____________________________

	Pharmacy name: _______________________________________________________
	Phone: ____________________________

	Emergency contact name: _______________________________________________
	Phone: ____________________________



  I, the undersigned, declare that I have read, understood, and answered the following medical questionnaire to the best 
  of my knowledge. If, during my treatments, there are any changes to my health condition or medications, I agree to 
  inform you immediately. I authorize the dentist and their staff to communicate with any healthcare professional treating 
  me in order to provide the most appropriate care for my needs.


Signature: ______________________________________________________    Date: _____________________________
                                                (Patient or legal guardian)
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