List of Current Medications

____________________________________________________________________________________
To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If I ever have any change in my health, I will inform the doctors at the next appointment with out fail.
______________________________________________________ ______Date :  _________________________________
Signature of patient, parent or guardian
Insurance information
Primary
Name of Insured _____________________________________________Insured Birthdate_______________________________
ID#__________________________Group#______________________Insurance Plan Name______________________________
Patients Relationship to Insured :  ____ Self ___Spouse ______Child _____Other ____________________________________
Secondary 
Name of Insured ____________________________________________ Insured Birthdate _______________________________
ID# _________________________ Group# ________________________ Insurance Plan Name ___________________________
Patients Relationship to Insured :  _____ Self _____ Spouse ______ Child _____ Other ______________________________
Employment Information
Employer Name : __________________________________ Occupation :  _________________________________
Phone Number : ________________________________ Fax :  ___________________________________________
Address :  _______________________________________ ________________________ _________ ______________
                                     Street				               City		           Province.        Postal Code
Consent For Services
Welcome to our office.  We require 2 business days for cancellations or changes to your appointment.
I am aware that 54 Dental has a Privacy Code and I can ask to see the Code at any time.  I agree that 54 Dental can collect, use and disclose personal information about me and dependents as outlined in the information about the office’s privacy policies.
I authorize release to my dental benefits plan administrator and the CDA, information contained in claims submitted electronically.
I hereby assign my benefits, payable from claims submitted electronically, to the Provider of service and authorize payment directly to him/her.
I have read the above conditions of treatment and payment and agree to their content

_______________________________________________________ Date : _______________ Relationship to Patient : _____________________
Signature of patient, parent or guardian/responsible party
_______________________________________________________ Date :  _______________ Relationship to Patient :  ____________________
Signature of guarantor of payment/responsible party
Patient Information
Patient Name :  ______________________________________________________________________ Date :  ____________________
                                            Last.                                                                 First.                                                       MI
___Male.    ____ Female. ____Other                                ___Married ___Single _____ Child _____Other
Birthdate :  ____________________. Sask Health# :  __________________________________ Email :  _________________________
Phone (Home) :  ______________________ Work :  _______________________________ Cell :  _______________________________
Address :  _______________________________________________________________________________________________________
                                                                   Street                                                                                                                                                                                          Apartment #
                                  ________________________________________________________________________________________________________________________________________________________
                                                                   City                                                                                                                  Province.                                                                                      Postal Code
Emergency Contact :  __________________________________ Phone # :  ____________________Relationship :_______________
Health Information
Do you have or have you ever had any of the following?  Please check those that apply :
___AIDS			___Growths		___Osteoporosis		___TMJ	
___Allergies		___Hay Fever		___Pacemaker		___Thyroid Disease	
___Codeine Allergy		___Head Injuries		___Pregnancy		___Tuberculosis
___Penicillin Allergy		___Hearing Impaired		     Due date : __________	___Tumors
___Arthritis		___Heart Disease		___Radiation Therapy	___Ulcers
___Artificial Joints		___Heart Murmur		___Respiratory Problems	
___Asthma		___Hepatitis		___Rheumatic Fever
___Blood Disease		___High Blood Pressure	___Rheumatism
___Cancer		___Jaundice		___Sinus Problems
___Diabetes		___Kidney Disease		___Sexually Transmitted Diseases
___Dizziness/fainting		___Liver Disease		___Stomache Problems	Other :  _________________________
___Epilepsy		___Mental Disorders		___Stroke			                __________________________
___Excessive Bleeding	___Multiple Sclerosis	___Glaucoma 		___Nervous Disorders
Have you ever had any complications during or following dental treatment?  ____Yes.    ___No
  If yes, please explain :  ______________________________________________________________________________________
Have you been admitted to a hospital or needed emergency care during the past two years?  ___Yes. ___No
  If yes, please explain :  ______________________________________________________________________________________
Do you smoke or use Tobacco products?  If yes, please list type and amount used per day :  ________________________
Do you use Marijuana/CBD products, or Street Drugs?  If yes, please list the and amount used :  _____________________
Name of Physician :  ____________________________________________________
Has your physician ever recommended you take antibiotic pre-medication for your dental appointments? ___Yes. ___No
Pharmacy of Choice :  __________________________________________
