                               Welcome to the Montebello Dental Clinic
      PERSONAL INFORMATION         EMAIL ADDRESS ___________________________
    Name_____________________________________________    Date of Birth ______________________

    Address ___________________________________________   Home Phone _______________________

    City  _____________________________________________     Office Phone _______________________

    Postal Code   ______________________________________     Mobile Phone ______________________

    Occupation   ______________________________________     Sex    M   /   F

    Employer   _______________________________________      Medical Dr.  ________________________

    Dental Insurance:  Company ______________  Policy  #_______________   Cert. # _________________ 

   Personal Responsible for Account __________________________   Relationship ___________________

       MEDICAL INFORMATION  :         The following Information is required to enable us to provide you  

      with the best possible dental care.   All information is strictly private and is protected by doctor-patient 

      confidentiality.  The dentist will review the questions and explain any that you do not understand.                               

          Please fill in the entire form (both sides).

	1.  Are you being treated for any medical condition at the present or have you been treated w the last year?  If so Why?
	Yes   No   NotSure

	2.  When was you last Medical Check-Up
	

	3. Has there been any change in your General Health in the past year?   If Yes, Please explain.


	Yes   No   NotSure

	4.  Are you taking any medications, non-prescription drugs, herbal supplements, or pills of any kind?  If Yes, Please List:


	Yes   No   NotSure

	5.  Do you have any allergies?  If you answered yes, please list.
Medications?  Latex?  Hay Fever?  Foods?

	Yes   No   NotSure

	6.  Have you ever had a peculiar or adverse reaction to any medicines or injections?  If Yes, Please Explain


	Yes   No   NotSure

	7.  Do you have or have you ever had asthma?


	Yes   No   NotSure

	8.  Have you ever had any heart or blood pressure problems?
	Yes   No   NotSure

	9. Do you have or have you ever had an artificial heart valve or an infection of the heart, a heart condition from birth or a heart transplant?

	Yes   No   NotSure

	10. Do you have a prosthetic or artificial joint?
	Yes   No   NotSure

	11. Do you have any conditions or therapies that could affect your immune system? (leukemia, AIDS, HIV, chemotherapy, radiotherapy)


	Yes   No   NotSure

	12. Have you ever had hepatitis, jaundice or liver disease?
	Yes   No   NotSure

	13. Do you have a bleeding problem or bleeding disorder?
	Yes   No   NotSure

	14. Have you ever been hospitalized for any illness or operations?  If Yes, Please Explain.


	Yes   No   NotSure

	15.  Do you have or have you ever had any of the following? 

Chest pain          Rheumatic Fever              Lung disease             
Angina                Mitral valve Prolapse       Tuberculoses      Arthritis

Heart attack      Heart murmur                    Cancer                 Epilepsy

Stroke                 Pace maker                        Steroid therapy      
Shortness of Breath                                  Drug/ Alcohol Dependency
Osteoporosis Medications          
	Please Circle

 Stomach Ulcers    

Kidney disease
Seizures

Thyroid Disease

Diabetes

Nervous disorder

	16.  Are there any Diseases or medical problems that run in your family?  (e.g. diabetes, cancer, heart disease)
	Yes   No   NotSure

	17.  Do you smoke or Chew tobacco products?
	Yes   No   

	18.  Are you nervous during dental treatment?
	Yes   No   NotSure

	19.  For Women:       Are your breast feeding?

        Only               Are you pregnant?
	Yes   No   

Yes   No   NotSure

	20. Are you currently having a Dental Problem or Concern?


	Yes   No   NotSure

	21. Dental History:    Root Canals?    Crowns?    Caps?    Bridges? 

                               Gum Disease?   Bad Breath?   Bad Taste?
	Orthodontics?


                 TO THE BEST OF MY KNOWLEDGE THE ABOVE INFORMATION IS CORRECT.
	dd/mm/yyyy
	signature
	

	dd/mm yyyy
	signature
	changes

	dd/mm/yyyy
	signature
	changes

	dd/mm/yyyy
	signature
	changes

	dd/mm/yyyy
	signature
	changes

	dd/mm/yyyy
	signature
	Changes

	dd/mm/yyyy
	signature
	changes

	dd/mm/yyyy
	signature
	changes


OFFICE POLICIS (Please Read)                               Call us if you have a problem.  We see emergencies promptly.

1. Appointment times are reserved just for you; 48 HOURS NOTICE is required for cancellations.

2. Services provided are paid for at each visit as they are performed.
3. Patients are responsible for payment of their accounts.  Insurance is a separate arrangement that the patient has with a third party payer.  We will prepare appropriate forms and reports to help you collect your benefits.     
