
Patient Information (Confidential) 

Email ___________________________________________ How were you referred to us _____________________ 

Salutation_____    Name: ____________________________________________   Birthdate ___________________ 

Home Phone______________________    Work Phone ____________________    Cell Phone __________________ 

Address _______________________ City _________________ Province _______ Postal Code __________________ 

Occupation_____________________________________ Employer _______________________________________ 

Alberta Health Care Number ___________________ Parent/Guardian name if minor: ________________________ 

Person to Contact in case of Emergency_________________________________ Phone ______________________ 

Family Doctor ____________________________ Phone #: ________________________________ 

Insurance Information 

Insurance Company ________________________ Insurance Company _____________________ 

Group/ Policy_________ ID/ cert# ____________ Group/Policy________   ID/cert____________ 

Insurance        self  Spouse  Child  Insurance         self  Spouse  Child 

Name of Policy Holder ______________________ Name of Policy Holder ___________________ 

Policy Holder Date of Birth __________________ Policy Holder Date of Birth _______________ 

Do you have any of the following? 

 

Have you had a sleep study completed? __________ When: __________ Where: ________________________________ 

Have you been diagnosed with Sleep Apnea or other Sleeping Disorder? _______________________________________ 

Please list Allergies or Allergic Reactions you have had:  
__________________________________________________________________________________________________
Please list all medications: 
__________________________________________________________________________________________________ 
Women Only:                Yes     No       Yes     No 
Are you pregnant or think you may be pregnant?  Are you taking oral contraceptives? 
Authorization and Release 
I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. 
I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the 
diagnosis and the records of any treatment or examination rendered to me or my child during the period of such Dental care to third party payors 
and/or health practitioners. I understand that I am responsible to pay for any treatment provided and that my insurance company will send 
reimbursement directly to me not the dentist. I agree to be responsible for the payments of all services rendered on my behalf or my dependents. 

X_______________________________________  Date____________________________ 
Signature of patient (or parent if minor) 


