
										          Today’s Date

Patient Information  (All information is strictly confidential and will remain with this office.)

Name:

Address:

Telephone:
                               
Email:

Date of Birth:				    Age:		  Sex:			   Marital Status:

Employed by:						      Occupation:

How did you hear about our office?

Whom may we thank for referring you?						      Telephone:

Medical Information

Medical Doctor:								       Telephone:

Date of last physical exam:			   Do you consider yourself to be in good health?

Are you presently under the care of a medical doctor:		  If yes please specify:

Are you presently taking any medication, including non-prescription, herbal supplements and/or vitamins:

Do you have any allergies or have you had any reaction to (medications, anesthetics,  metals, latex, antibiotics, pain killers, dairy, etc.):

Do you have to take antibiotics prior to dental work?  If yes, why?

Have you had heart surgery?  If yes, please specify:

Do you have any artificial prosthesis (Joints, heart valve, etc)?  If yes please specify:

Do you have abnormal bleeding? 			   Do you become breathless easily?

Do you have or have you had any of the following:

Others:

Do you smoke?		  If so how much?			   Do you take recreational drugs?			 

Women:  Are you taking Birth Control Pills?		  Are you pregnant?

	 This is to certify that I, the undersigned, consent to the performing 
	 of the dental procedures agreed to be necessary or advisable and 
	 I will assume responsibility for fees associated with those procedures.

High Blood Pressure

Anemia

Sinus Problems

Low Blood Pressure

Arthritis

Cancer	

Nervous Problems

Epilepsy

Psychiatric Care

Tuberculosis

Headaches

Herpes

Thyroid Problems

Diabetes

Venereal Disease

Heart Trouble

Kidney Trouble

Stroke 

Hepatitis Type

Chest Pain

Blood Disorders

Liver Disease

Asthma 

Rheumatic Fever

Heart Murmur

Emphysema

Ulcer

Hiv/Aids  

	             Tested

Digestive Disorders

Glaucoma

Head Or Neck Injuries

Radiation Therapy

Chemotherapy

Antidepressants

Alcohol/Drug Dependency

Last					     First					     Prefer to be called

Street						      City			   Prov		  Postal Code

  Home					     Work					     Cell     

Month   /   Day   /   Year

Signed:

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO

YES        NO



Account Information

Person financially responsible for the account:

IF THE PATIENT IS UNDER 18 YEARS OF AGE

Father’s Name:

Father’s address (if different than child):

Father’s telephone:  Home				    Work				    Cell

Mother’s Name:

Mother’s address (if different than child):

Mother’s telephone:  Home				    Work				    Cell

Who is financially responsible for the account?

Insurance Information

   

1st INSURANCE

Name of Insurance:					     Policy#				   Id#

Name of Policy Holder:				    Date of Birth:			   Employer:

Basic Services:		       %	 Maximum:	             $           Major Services:		   %	 Maximum:	            %

Recall frequency:		  mths		  Scaling:			  units		  Year is:

2nd INSURANCE

Name of Insurance:					     Policy#				   Id#

Name of Insured:				    Date of Birth:			   Employer:

Basic Services:		       %	 Maximum: 	             $	           Major Services:		   % 	 Maximum:	            %

Recall frequency:		  mths		  Scaling:			  units		  Year is: 

In Case of Emergency please notify

Name:								        Relationship:

Telephone:   Home				    Work					     Cell                                                                                          

Address:

M    /    D    /    Y

M    /    D    /    Y



Dental History

Are you having any discomfort at this time? If yes please specify:

Have you been under the regular care of a dentist?

How long since your last dental visit?

What was done at that time?

Do your gums feel tender or swollen?

Is there often bleeding when you floss?

Have you ever been given local anesthetic (freezing)?

Have you ever had general anesthetic?

Are you aware of any lump or swelling in your mouth?

Are you satisfied with the appearance of your teeth?

Are you anxious to keep your natural teeth?

Are you tense during dental visits?

Are you interested in a method to calm your nerves?

Do you have an unpleasant taste or odor in you mouth?

Describe what you would like done with your teeth:

Do you currently experience any of the following:

Loose teeth Bleeding gums

Ear ache Headache

Spaced or crooked teeth Bleeding gums

Bad breath Neck pain

Unexplained nosebleed Unsatisfactory dentures

Popping or clicking in the jaw joints					   Sore gums

Missing teeth Gagging

Office Policy

Your appointment time will be reserved especially for you. If you are unable to keep the appointment, we require 72 
hours’ notice (excluding Tuesdays and Sundays); otherwise, it may be necessary to charge for the time lost.

It is likely that there will be a difference in fees paid by my insurance company and charged by my dentist. I understand 
that I am ultimately responsible for the total fees associated with the treatment performed.  Including the fees not covered 
by my insurance.

Date: Patient/Guardian Signature:

YES NO YES NO

YES NO YES NO

YES NO YES NO

YES NO YES NO

YES NO YES NO

YES NO YES NO

YES NO YES NO



Preferred method of payment:

INTERAC VISA MASTERCARD AMEX CASH CARE CREDIT WE DO NOT ACCEPT CHEQUES

Financial Information

All accounts payable when services are rendered. Interest charged on overdue accounts.

Date:     Patient/Guardian Signature:

Driver’s license Credit card Exp.          /



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 your 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 this office, Dr. Darwish acts as the Privacy Information Officer. 

 

All staff members who come in 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. Attached to this consent form, we have 

outlined what our office is doing to ensure that only necessary information is collected about 

you; we only share your information with your consent; storage, retention and destruction of 

your personal information complies with existing legislation, and privacy protection protocols; 

our privacy protocols comply with privacy legislation, standards of our regulatory body, the 

Royal College of Dental Surgeons of Ontario, and the law. 

 

 

Do not hesitate to discuss our policies with me or any member of our office staff. Please be 

assured that every staff person in our office is committed to ensuring that you receive the best 

quality dental care. 

 

How Our Office Collects. Uses and Discloses Patient's Personal Information 

• to deliver safe and efficient patient care 

• to deliver 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 

• 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 the consent section of this Patient Consent Form, 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. 

Your information may be accessed by regulatory authorities under the terms of the Regulated 

Health Professions Act (RHPA) for the purposes of the Royal College of Dental Surgeons of 

Ontario fulfilling its mandate under the RHPA, and for the defense of a legal issue. Our office 

will not under any conditions supply your insurer with your confidential medical history. In the 

event this kind of a request is made, we will forward the information directly to you for review, 

and for your specific consent. When usual requests are received, we will contact you for 

permission to release such information. We may also advise you if such a release is 

inappropriate. 

You may withdraw your consent for use or disclosure of your personal information, and we will 

explain the ramifications of that decision, and the process. 

 

 

 



Patient Consent 

I have reviewed the above information that explains how your office will use my personal 

information, and the steps your office is taking to protect my information. I know that your 

office has a Privacy Code, and I can ask to see the Code at any time. I agree that Upper Hunt 

Club Dental Centre can collect, use and disclose personal information 

about  as set out above in the information about the office's privacy policies. 

signature print name 

date signature of witness 
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