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Medical & Dental History

Name: Date:

Sex: Birthdate: Age:
Address:

City: Province: Postal Code:
Home #: Cell #: Work #:

Please indicate phone # you prefer we contact you at?

Marital Status (please circle one): single married widowe separate divorce

If married (for emergency purposes only):
Spouse’s name:
Phone # we can contact your spouse at:




Medical History

Your answers are for our record only and will be considered confidential.
Please answer them to the best of you knowledge. These facts have a direct
bearing on your dental health.

Name of Physician: Doctor’s office #:

Date of last physical exam:

Please circle ‘yes’ or ‘no’, whichever applies, for the following questions.

1. Areyou in general g00d health?........ s s e OYes

2. Has there been any changes in your general health within the last year?...................... OYes

3. Are you now under a phySiCian’s Care?........eessssssssssssssssss s ssssssss s Uyes
If yes, for what condition?

4. Have you had any serious illness or 0peration?........eensmesssessssssssanes OYes
If yes, please list:

5. Have you been hospitalized or had a serious illness within the past 5 years?.............. OYes

If yes, what reason?

No[
Noll
Nol
NoO

Nol



Cardiovascular svstem

1. Do you have or have you ever had any of the following:
Heart troubl Heart attack Stroke
[ []pamaged heart valves [] congenital heart disease
[] Coronary insufficiency [ ]None

2. Rheumatic heart disease or heart murmur?.......... OYes Nd]
3. Chest pain after exertion?..............cccccoevsereveen J¥es N
4. Do you have a cardiac pacemaker? ... OYes NoJ

5. Do you have any blood pressure problems?.........] [I¥es No[]
High Low

Respiratorv Svstem

1. Do you have or have you ever had
TUDEICUIOSIS? csssssseesessssssserenenesssssssssssssssssssssssen [Yes No[

2. Is there any history of Tuberculosis
I YOUT fAMILY?.couneeerrererrrreeessesessssssessssesesnans [OYes No [

3. Do you have any sinusitis or sinus
EFOUDIE? ... ssessssans [TYes No []

4. Do you have Emphysema,
Chronic Bronchitis or ASthma?............ [J¥es No [

hematonoietic svstem

1. Do you have Anaemia, Sickle cell disease
or any blood diSOrders?........eoreeseeenns es No[]
2. Are you haemopRiliC? ... eoeeenreereereerreens Yes No[]

3. Have you had abnormal bleeding after
surgery, extraction, or trauMQa?...... Oyes No O

4. Have you ever had a blood transfusion?.....[1Yes No [

Genitourinarv svstem

1. Do you have or have you ever had kidney
EFOUDBIE.ccvevvevereverererssmssssssssssssssssssssssssssssssssssssssssssss [[Ives No[O

2. Have you been exposed to the HIV virus?...... Eges No[]

3. DO you RAVE AIDS?......oovevrrerrrsersssersssesssssssesenns [OYes No[]

Central Nervous svstem

1. Do you have or have you ever had:

Q. PIIEPSY ..cccvvviie e OYes No[Q
b. fainting spells..........c.cocvvvnnarnn. OYes No [
C. SEIZUICS e eeveereeeerreneeeereneeeerneee e OYes No O
d. emotional disturbances............ OYes No OO

2. Do you follow any treatment for a nervous disease?

Ovyes Nol

Digestive svstem

1. Do you have any stomach ulcers? ................] res No[]
2. Do you have or have you ever had:

A. REPALTLIS ..ot Cyes No[l

b, JAUNICE.....cceevereieerer s [dyes No [J

c. liver disease..........ccvevvveeinninncnns, es No []J
endocrine svstem

1. Do you have DIGDetes?.......eenseenseesseeessenss Yes No[]

2. Do you have hypothyroidism?............ens es No[]

3. Do you have hyperthyroidism?.........o.. Yes No[]

Allereies

1. Are you allergic to or have you acted adversely to:
a. Local anaesthetics.........coeveevvveeeeerenennn., [IYes No []
b. Antibiotics, Penicillin, or Sulpha drugs..[1Yes No [
c. Barbiturates, sedatives, or sleeping pillslal\(es No [

d. ASPIFIN e ) Yes No[]
e. Codeine or other narcotics.............ccuuuuns [] Yes No[J
SoOther ..., ] Yes No[]
2. Do you have Asthma or Hay Fever?................| es No[]
3. Do you have or have you ever had hives
OF @ SKIN TASA? .o Yes No[l

Ifyou have answered yes to any of the allergy

questions, please provide more information:




Bone & joints neonlasms

1. Do you have or have you ever had:

1. Do you have: a. Tumours or malignancies.............[|_|Yes No[d

A. ATEATTES oo [lyes Nod b. Chemotherapy or Radiation Therapf JYes No[J
b. Inflammatory Rheumatism............, [JYes NoO
. Bone Infection .........c.cecueececenernsanns [[Ires NoO
d. OStEOPOTOSIS .c.vecvesesierieriseareereinerinns Oyes NoO
Medications
1. Are you taking any of the following medications?
Miscellaneous a. Antibiotics or sulfa drugs................ [Yes NoO
b. Anticoagulants (blood thinners)......d Yes No[l
1. Are you wearing, or do you wear ¢. Medicine for high blood pressure....DYes Noll
CONEACE [ENSES?uveeererreeeerresisesersssessssssessssssssssns Yes Nold d. TranQuilizers..........ecceieneeeeneend [dYes Nod
e. Codeine or other narcotics..............[J Yes No[OJ
2. Do you drink alcohol?........eoneeenerennenns es No[d f- Other:

Ifyes, how much and how often?

If you are taking any medications, please give details

3. Do you smoke or use tobacco?....... Yes No[d of the name of the medications, the dose, frequency,

If yes, how much and how often? and the reason for use:

women

1. Are you pregnant?......ssssssssssnns Yes No[ ]
2. Ar€ YOU NUISING 2 uueeervererrirsessssssssssssssssssssases) es No |:|
3. Are you taking oral contraceptives

or hormonal tRerapy?.......eenseerseeeseeennees) es No[]

Dental History

1. Whatis your chief complaint about your teeth?

2. How would you like us to help you?

3. Are you experiencing any discomfort or pain at this time?.........cccommernerrernneeneersneenn. es No[]
4. Are you satisfied with the appearance of your teeth?........cnneneenseneeseeseeseeeeens [IYes No[]
5. Are you able to eat and chew foods satiSfactorily?........cerieeerisnsssssssssisssesssesssssssseseens [1Yes No[]
6. Do you have headaches, earaches, or NeCK Pain?........crncnnenneenemisseeesssseesssesseennes []Yes Nd]
7. Do you have any problems with your jaw jOINES?......ermsmssmsessssssssssssssssssssssssssssnsess [dYes No[]
8. Do you have any problems With YOUT DIte7.......ccmeeeenmeesmerssessssssssssssssseesssessssesssssssssesssns [Yes No[]
9. Have you had serious trouble associated with previous dental treatment?.................. []Yes No[]

If yes, please explain




Denture Patients

1. Do you wear partial or complete dentures?...DYes No [
Ifyes, what do you have and when were they made?

2. Do your dentures move during function?....... DYes No [

Additional Information

Is there anything in your medical and dental history

3.D dent AUTE?.coroeereeeeernseeesnsseeesseseens No[ that we have not specifically asked about that we
o your dentures ur D]Yes ° should be aware of?.......ccrnenernerenesinnns Yes No
4. Can you eat properly with your dentures?...... I:lYes Nold If so, please explain
5. Do your dentures drop and cause social
EMDATTASSMENT? uuuerrrnnrrrsseessssssssessssssssssssssssans DYes No[]
6. Are you satisfied with your facial appearancDYes No[]
7. Are they SAtISFACLOIY uneeevveeveersesssssssssssssssssssssens [JYes No[1
Please expand on any problems and indicate any other
denture concerns that you may have:
Consent
I hereby authorize and request the performance of dental services for myself or

for

I also give my consent to any advisable and necessary dental procedures, medications or anesthetics to be administered by
Dr. Genoveva Caminschi and her supervised staff for diagnostic purposes or dental treatment.

The records may include study models, photographs and x-rays, which may be used for dental education and used in dental

publications.

[ understand and acknowledge that I am financially responsible for the services provided for myself or the above named

regardless of insurance coverage.

[ also understand that the treatment estimated presented to me is only an estimate. Occasionally, the need may arise to
modify treatment. In such a case, I will be informed of the need for additional treatment and its fee.

I believe the information given in the pages of this medical and dental history to be true to the best of my knowledge.

Signature of patient/guardian:

Signature of Doctor:

Date:




Treatment Consent Form

What you are being asked to sign is a confirmation that we have discussed the
nature and the purpose of dental treatment, the known risks associated with dental
treatment, the feasible treatment alternatives, and that you have been given an
opportunity to ask questions and all your questions have been answered in a
satisfactory manner to your understanding. Please read this form carefully before
signing it and ask about anything that you do not understand.

My signature on the bottom of this form certifies that:

1.

[ have been informed and understand that the practice of dentistry is not an
exact science; no guarantees or assurance as to the outcome of prosthetic
treatment or surgery can be made due to the uniqueness of every individual
clinical situation. In most instances, the outcome of treatment is most
satisfactory.

[ understand that unforeseen conditions or circumstances may arise during
the course of treatment and that additional treatment not specified in my
treatment plan may be necessary. I will be advised of any additional
treatment and estimated costs should the need arise.

[ understand that unforeseen conditions or circumstances may arise during
the course of treatment and that additional treatment not specified in my
treatment plan may be necessary. I will be advised of any additional
treatment and estimated costs should the need arise.

[ understand that the estimate given to me is for normal and usual treatment.
[ understand that if my treatment requires extra time, additional procedures
or laboratory work, there will be additional fees related to the additional
time and treatment. Normal and usual treatment consists of 1 or 2 try-ins of
the restoration and up to 5 post-insertion adjustments.

[ understand that Dr. Caminschi has carefully examined my mouth.
Alternatives to the chosen treatment have been explained. I have been
informed and I understand the purpose and the nature of the dental
procedure. I understand the procedures that are necessary to accomplish
full completion of the dental treatment and fabrication of the prostheses.

[ have been informed of the possible risks and complications involved with
surgery, drugs and anesthesia that include but are not limited to: root canal
therapy, facture of teeth or roots, fracture of porcelain or acrylic, loss of
cementation, decay around restorations and possible loss of teeth. I
understand that these complications may necessitate further treatment.

[ understand that if nothing is done, any of the following could occur: loss of
teeth, loss of bone, gum tissue inflammation, infection, decay, sensitivity,
looseness of teeth followed by the need of extraction, fracture of teeth and/or
roots, difficulties in chewing and/or speech. Also possible are
temporomandibular joint (TM]) problems, headaches, referred pains to the
back of the neck and facial muscles, and tired muscles when chewing.



8.

My dentist has explained that there is no method to accurately predict the
outcomes of dental treatment due to large variations in teeth, gums, bone,
chewing forces, and oral hygiene. It has been explained to me that in some
instances dental treatment may not be successful.

[ agree to follow the home care instructions provided to me. I agree to report
to my dentist for regular examinations as indicated and I understand that
this office will monitor my progress unless I have been advised to return to
my general dentist for dental care.

10. To my knowledge, I have given an accurate report of my physical and mental

health history. I have also reported any prior allergic or unusual reactions to
drugs, food, insect bites, anaesthetics, pollens, dust, any blood or body
diseases, gum or skin reactions, abnormal bleeding or any other conditions
related to my health.

11.1 consent to photography, study models and X-rays of the procedure to be

performed for use in teaching dentistry and other graphic purposes.

12.Tunderstand that with any dental treatment, bacteria can damage my teeth,

gums or bone and | must do my utmost to remove the bacterial plague off all
the surfaces of all my teeth and/or implants every day. If I do not clean my
teeth and/or implants properly, I may get decay and/or gum disease and my
treatment may fail.

Implant Treatment Consent:

1.

[ have been informed and I understand the purpose and the nature of the
implant surgery procedure. I understand the procedure that is necessary to
accomplish the placement of the implant under the gum or in the bone. I also
understand that upon entering the surgical site, it may be determined that
implant placement is not possible. Ifitis determined by my dentist that
implants cannot be placed due to lack of bone, there will be a $350.00 fee to
cover the cost of the time invested and the surgical set-up.

[ understand that my dentist had carefully examined my mouth. Alternatives
to implant therapy have been explained. I have tried or considered these
methods, but I desire an implant to help secure the replacement restoration
for my missing teeth.

[ have been informed of the possible risks and complications involve with
implant prosthetics that include but are not limited to the following: implant
fracture, screw loosening or fracture, acrylic or porcelain fracture and
cement failure.

Dr. Caminschi has explained that there is no method to accurately predict
the gum and the bone healing capabilities in each patient following tooth
extraction or the placement of the implant. If there is inadequate bone or
gum tissue, there may be a need for additional treatment. This is in the form
of grafting procedures. These procedures can cost been $700.00 and
$1200.00 per procedure. It has been explained to me that in some instances
implants fail and must be removed.



5. Tunderstand that excessive smoking, alcohol, or sugar may affect gum
healing and may limit the success of the implant. I agree to follow the home
care instructions provide to me. I agree to report to Dr. Caminschi for
regular examinations as indicated.

6. lunderstand that a panorex, tomogram, and/or other X-rays will be taken
before, during, and after treatment. A number of X-rays are required during
the course of implant therapy and as every situation is different, it is
impossible to estimate the cost of the radiographs. I understand that I will be
charged for the radiographs in addition to my proposed treatment plan.

7. lTunderstand that the implants used have full compliance under the
regulations of Health and Welfare Canada, and I give Dr. Caminschi my
permission to use whatever implants she feels are appropriate for my
treatment.

8. Tunderstand that I may not have sufficient bone for the placement of
implants. I consent to the use of grafting materials in an attempt to create
more bone. These materials include Demineralized Freeze-Dried Bone (a
human bone product), hydroxylapatite, collagen and other artificial bone
substitutes.

[ have been fully informed of the nature of dental treatment along with possible
risks and complications and hereby consent to treatment.

[ have also been fully informed of the nature of implants and implant surgery,
therapeutic risks and prosthodontic treatment alternatives to oral implants and
hereby consent to treatments.

Date Print Name Signature of Patient/Guardian

Date Print Name Signature of Doctor

Date Print Name Signature of Witness
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