1 PERSONAL INFORMATION (Please Print) 10. Do you presently or have you ever had:

DATE T;M/—Y Anaemia Hemorrhage [ | Rheumatism |
. o - Arthritis [ High (Low) blood pressure ! Scarlet fever [
b el M. Ms O Miss Dr. (FIRST NAME) (LAST NAME) Asthma | Hyper (Hypo) glycemia [ Stomach (Intestinal) Ulcer [
Address: Blood disorder ! Kidney disease [ Stroke [
(NUMBER) (sTREET) (apT) Cancer [ | Liver disease (e.g. Hepatitis) [ Thyroid problem [
Place of Birth Diabetes | Lung disease | | Tuberculosis !
(crmy) (PROV) (POSTAL CODE) . . B
. : . . Epilepsy Mental or nervous disorder [ '] Venereal disease ||
Date of Birth D L M v Height Lo Hay Fever [ Migraine headaches ('] HIV [
Telephone: Residence __ Business Ext. 11. Have you ever had a concussion? . YES ] NOL[J
. A . 12. Have you ever fainted? . YES | NOI[I
Email efarred by: 13. Have you ever had any illness not included above? _YEST] NOI
Occupation: Place of Business: Specify:
Primary Dental Insurance Company: Medical update
Group No. ID No.
Secondary Dental Insurance Company:
Group No. ID No. 3. DENTAL HISTORY
Secondary Policy Holder: Date of Birth: / / ¥ HowiFequerily do You Se6.your dontisty
D M Y 6 Months || Yearly [l Other Last dental visit
Physician: Name & address: Telephone 2. Have you ever been given oral hygiene instruction in:
In case of emergency please notify: Name Brushing Flassing [ Diher
3. Have you ever had local anaesthetic?...............ocovvvvincvrsnssnnessnnisnn. YES L1 NO LI
Relationship Telephone

Any complications
4. Are any of your teeth sensitive to:
Cold Sweets [ | Heat [ 1 Other

2. MEDICAL HISTORY

5. Do your gums bleed when: Brushing | Flossing [ Spontaneously
The following information is required by the dentist to assist in proper diagnosis and treatment. All 6. Do your gums feel swollen or tender? . YES [ ] NO [
information is confidential.
7. Do you catch food between your teeth? LYEST]T NOII
1. Are you presently under the care of a physician? YES [0 NO [J )
? ]
2. Have you ever been hospitalized?...................... vevrernnneeee YES [ NO [ B, Awsyeumwareqt any lonseeeth . - YESLL  NeD
Specify: 9. Have you ever had a full mouth series of dental x-rays? ...........cccecerrenene YES NO ]
3. Do you have a heart or circulatory problem of any Kind?........ccccceevievienne. YES O NO O 10. Does your jaw crack, pop or grate when you open widely? . . . YES ] NOL[J
Specily: 11. Do you grind or clench yourteeth? . . . . YEST NOL
4. Have you ever had rheumatic feVEr?.........cciiiiiiiiiciesiesseene s YES NO
5. DO yOU have any allerGies? ...........cccoooooommseeerssmsssssssssssssssssesssassssssssseessss YES 1 NO Dental Update:
Specify:
6. Are you presently taking any kind of medication? ..............ccoonncncni YES [ NO ]
Specify: A) Drug Reason PATIENT CERTIFICATION AND APPROVAL
1, the undersigned, certify that all of the above medical and dental information is true to my knowledge
B)Dug —  Reason and | have not omitted any pertinent information.
C)Dug — Reason ) ) )
7. Do you have or have you ever had a bleeding problem? . ... .. YES [ NO Fiatinnt (Parent, Qusrgian Signatuc Lt
B... Are:YOURIBARAMLE ... .ccurssromssssssstsrsnivmsmssrssmms s s sesssmssshas cods Fsarssasmassssssimsssssins YES ! NO PATIENT (GUARDIAN) CONSENT (FOR MINORS)
9. Have you ever had a reaction to any kind of medication? ............cc.c......... YES NO 1, the undersigned, consent to the performing of dental and oral surgery procedures agreed to
: be necessary or advisable, including the use of local anaesthetic as indicated, and | will assume
Specify: responsibility for fees associated with these procedures.

Patient (Parent, Guardian) Signature Date




Dr Glenn S. McKay

Rockwood Dental Group

228-4141 Dixie Rd

Mississaugs ON LAW 1V5

(Xp]
(93]

05524 8517

This office operates on the Current ODA fee Guide ‘or Most dente! procedures.

Because Insurance companies/policies change so citen itis your responsibility to be aware of pian
maximums and what your plan covers. We can senc estimates o insurance companies for you however,

| agree that Rockwood Dental Group cen cellect, use anc discicse personal information to specialists

and insurance companies about me/my dependant as setoutin the PIPEDA.

Signature orint nam

(1]

[4%)




Insurance & Payment Policy

At Rockwood dental Group, we make every effort to aid you in collecting the maximum benefit payable
JSrom your insurance company. Please review our insurance and payment policy.

Payment Options:
Our mission is to provide excellence in dentistry that meets your individual needs. In order to reduce
the cost of providing dentistry to our patients, payment is expected at the time of service.

We are pleased to offer the following payment options:

| Option #1 Non-assignment of benefits with payment in full.
Payment is made in full by cash, interact, Visa, or MasterCard with non-assignment of your dental

benefits. We will process your dental insurance claim for you and have the insurance cheque sent
directly to you within 3-5 business days.

' Option #2 Assignment of benefits secured with your credit card.
We will accept assignment of your primary dental benefits and collect the co-payment at the time of
service. We will provide you with a copy of any secondary insurance claims for you to submit. A credit
card will be kept on file to process any payment not reimbursed to us within 30 days and a receipt of any
charges will be mailed to you.

| hereby assign payment of my dental benefits directly to Rockwood Dental Group.

| hereby authorize Rockwood Dental Group to process payment to my credit card of any outstanding
balance occurred during the course of dental treatment to keep my account current within 30 days.

Credit Card #: Exp Date: /

Patient Name:

Patient Signature:

Date:




