Patient Registration DR. DAVID V. BRIDGER INC.

2425 Oak Street, Suite 220, Vancouver, BC V6H 357 e 604-734-1232 « www.drbridger.com

PERSONAL INFORMATION:

Name: (d Miss. A Mrs. A Ms. A Mr [ Dr
Birthdate: mon: [ ] Age: [ Single [ Married [ Separated [ Widowed [ Divorced
Home Address: City: Province:

Phone: Postal Code:

Occupation: Employed By: Phone:

Spouse’s Name: Occupation: Phone:

Who will accept responsibility for payment of your account?
Address:

Whom may we thank for referring you to our office?
Do you have a General Dentist? [ Yes [ No Name:

HEALTH HISTORY
Has there been any problem in your general health within the past 5 years? (serious illness, hospitalization, surgery?)
[ Yes [ No Ifso, what was the problem?
Are you in a high risk group for Hepatitis or AIDS? (d Yes [ No
Do you smoke? [ Yes [ No No. of Packs PerDay:
DO YOU HAVE, OR HAVE YOU HAD, ANY OF THE FOLLOWING DISEASES OR PROBLEMS?:
Yes No Yes No

Rheumatic fever, rheumatic heart disease Kidney troubles
Heart trouble, heart attack, high blood pressure or stroke Diabetes

Radiation or treatment for a tumour or other growth Psychiatric disorders
Blood disorders, anemia Handicapped
Abnormal bleeding, prolonged healing Asthma, hay fever
Fainting spells, seizures Low blood pressure
Migraine or tension headaches Artificial joint(s)
Hepatitis, jaundice, liver disease

Any other medical condition that we should be aware of?

What medications do you take (include aspirin, etc.)?

Are you allergic to any medication?

Physician’s Name: Address:

In case of emergency, please contact: Name: Phone:

Women Only: Areyou pregnant? [l Yes [ No (over)




ORAL HEALTH

1. Do you have pain around your ears, eyes, or other parts of the face? (d Yes [ No

2. Do you clench or grind your teeth while awake or asleep? (d Yes [ No

3. Are you aware of any sores or lumps in your mouth at present? (d Yes [ No

4. Do you ever hear grating or popping sounds from your jaw joint? (d Yes [ No

IMPLANTS

Do you have implant(s)? [ Yes [ No Date of placement:

Name of the surgeon who placed the implants?

PATIENTS WITH FULL OR PARTIAL DENTURES

1. Please indicate the type of denture you wear: Partial Denture(s): Upper [ Lower [
Full Denturel(s): Upper [ Lower [

2. Do you have any problems with your full or partial dentures? (d Yes [ No

If so, please describe:

3. When were your existing denture(s) made?  Upper: Lower:

4. Are you satisfied with the appearance of your dentures? [ Yes [ No

5. Are you interested in information on IMPLANTS to replace your denture(s)? (d Yes [ No

When receiving dental treatment, would you consider yourself to be (please check] Relaxed [

Mildly apprehensive J Very nervous but under control | Extremely apprehensive |

What are your present dental problems?

What concerns you most about receiving dental therapy?

Dr. David V. Bridger Inc. complies with the 2004 Personal Information Protection Act (PIPA]

Please be advised that your records may be shared with another dental office if a referral is required for your
dental treatment and will be forwarded to your insurance company if required for pre-determination of

payment of benefits. Please Initial:

SIGNATURE DATE




