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NEWTON SURREY

Dental Care

4
NEWTON CROSSING DENTAL

Newton Crossing Dental
(604)276-2442 - Phone
infodental@shawbiz.ca

Patient Information

Patient Name:

COOMs. OMr. OMrs. OMiss CIMstr

Last, First Mi (Preferred Name)
Address:
Apartment# Street
City: Postal Code: Birth Date: (Date/Month/Year)
Email Address: Care Card DL
Phone: (Home) Work: Ext
Cell: Emergency Contact Name: Phone:

Health Information

Date of Last Dental Visit: Reason for today’s visit:

Have you ever had any of the following? PLEASE CHECK ONLY THOSE APPLY:

CJAIDS OGlaucoma [CIPregnancy OPenicillin Allergy
OAllergies CGrowths ODue date:
COOHay Fever [JRadiation Treatment Other

[CJAnemia [JHead Injuries [IRespiratory Problems Conditions
CJArthritis [OHeart Disease CORheumatic Fever
OArtificial Joints OHeart Murmur CORheumatism Smoker
OAsthma OHepatitis A B C [JSinus Problems
[OBlood Disease [COHigh Blood Pressure [OStomach Problems Medications
OCancer OJaundice [JStroke
[CDiabetes [OKidney Disease OTuberculosis
[ODizziness OLiver Disease OTumors
OEpilepsy [COMental Disorders OlUlcers
[CJExcessive Bleeding [CONervous Disorders OIVenereal Disease
OFainting OOPacemaker [JCodeine Allergy
e Have you ever had any complications following dental treatment? [JYes [ONo

If yes, please explain:
e Have you been admitted to a hospital or needed emergency care during the past two years? [Yes [ONo

If yes, please explain:

e Are you now under the care of a physician? [dYes [INo
If yes, please explain:

o Name of Physician: Phone:

e Do you have any health problems that need further clarification? [JYes [INo
If yes, please explain:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any

change in my health, | will inform the doctors at the next appointment without fail.

Date:

Signature of patient, parent or guardian
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Referral Information

Whom may we thank for referring you to our practice?

Insurance Information

Primary

Name of Insured: Is insured a patient? [(JYes [INo
Last First Mi

Insured's Birth Date: ID #: Group #:

Insurance Company Name:

Patient's relationship to insured: [JSelf [OSpouse [Child [JOther

Secondary

Name of Insured: Is insured a patient? [JYes [No
Last First Ml

Insured's Birth Date: ID #: Group #:

Insurance Company Name:

Street City State Zip Code

Patient's relationship to insured: [Self [OSpouse [Child [JOther

Consent for Services

We do NOT do payment plans, so please be advised that payment is expected in full when services are
rendered. Our office also requires 48 hour notice for altering any appointment, If this is not given we do
apply a fee to your account.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the plan
and that he or she is personally responsible for payment of all dental services not covered by your plan. This
office will help prepare the patients insurance forms on your behalf and submit to insurance. However, this dental
office cannot render services on the assumption that our charges will be paid by your insurance company

| understand that the fee estimate listed for this dental care can only be extended for a period of six months from
the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, | agree to pay
therefore the reasonable value of said services to said Dentist, or his assignee, at the time said services are
rendered. Further agree that the reasonable value of said services shall be as billed unless objected to, by me, in
writing, within the time for payment thereof. | further agree that a waiver of any breach of any time or condition
hereunder shall not constitute a waiver of any further term or condition and | further agree to pay all costs and
reasonable attorney fees if suit be instituted hereunder.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss
matters related to this form.

| have read the above conditions of treatment and payment and agree to their content.

Date Relationship to Patient:

Signature of patient, parent or guardian
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