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. ASSOCIATION DES 
CHIRURGIENS DENTISTES 
DU OUB!EC 

CONFIDENTIAL QUESTIONNAIRE OF INTRODUCTION Q
Ordredes 

Dentistes du 

uBbec 

Sex: MD FD Last Name: First Name: ______________ _ 

Address: no. Street: ______________ Apt.: City: ____________ _ 
Postal Code: Tel. Res.· · Work: (Ext.): E-mail address: _______ _ 

Birthdate: Year: Month: ___ Day: _ _  _ Guardian: ----------------------+k 

Medicare no.: ______________ Expiry Date: ________ ·Social Insurance no. (optional): _______ --,; 

Referred by: Motive for visit:----------------�-------

MEDICAL HISTORY 
Weight Height ______ _ 

Yes No 

1. Are you presently under a doctor's care? ..... ....................................... 0 O 
If yes: 
Last Name: First Name: _______ _ 
Tel.: (Ext.): _______ _ 

2. Are you presently taking any drug or medication,
or have you taken any in the last six months? .................................... 0 O 
If SO, which:-----------------

3. Did you recently experience a significant weight loss or gain?............ O O 
4. Are you pregnant? ............................................................................... O O 
5. Are you taking any birth control pill?................................................... O O 

Are you suffering or have you ever suffered from: 
6. Heart disease (stroke, angina, valvular problems, murmur) ................. O O 
7. Rheumatic fever .................................................................................. O O 
8. Prolonged bleeding .......... ................................................................... O O 
9. Anemia ............................................................................................... O o

10. High O Low O Blood pressure .................................................. 0 O 
11. Frequent colds or sinusitis ........ .......................................................... O O 
12. Tuberculosis or lung problems ............................... -........... _............... O 
13. Digestive problems ........ ............ .................... ..................................... O 
14. Stomach ulcer .................................................................................... . 

0 
0 

24. Nervous disorders............................................................................... O 
25. Frequent headaches............................................................................ O O 
26. Dizzy spells or fainting spells ....... .................. ...................... ........... .... o o 

27. Earaches ........................................................................................... ,Jl 
28. Hay fever ....................................................................................... t,,.: 
29. Asthma ........................................................................................ /?t 
30. Do you smoke? ....................................................................... ,, 
31. Have you ever had radiotherapy or/and

chemotherapy treatments (tumor)? ................................. .. 
32. Do you have AIDS symptoms? .......................... : ............ r:,,, ·"' ..•. -:: 0

IDS . . 
? 

.,,f:'Jl<efSi•";;w'�:'& 033. Are you an A virus earner . ................................... *;.,c., ... ,,y;t, .. �,.,1 ... 

0 
0 
0 
0. . . . . . .J-1:r/tfl �}i:�t,,"' .,· 34. Do you have art1f1c1al Jomts (knee, hip, etc.) ......... !i;.-..'t·.:-.. ,:,;, .. ;;:\<\":'........ 0 

35. Do you have any of the following allergies?

Food 
Aspirin 
Penicillin 

Yes No 

0 0 

Other antibiotics 

concerning your health you wish 
tely with your dentist? 

Yes No 

0 0 

0 0 

0 0 
0 0 

0 0 

0 0 

DENTAL HISTORY 
Last visit: 0-6 months O 6-12 months O 12 months+ 0
Treatments received: 
Have you previously had dental treatments such as: Yes 

1. Oral hygiene instructions 0 
2. Gum treatment 0 
3. Orthodontic treatment 0 
4. Root canal treatment 0 
5. Dental fillings 0 

Produced by the Association des chirurgiens dentistes du Quebec 
in collaboration with the Ordre des dentistes du Quebec. All rights reserved. 

No 

0 
0 

0 

Yes No 

6. Crown or/and bridge 0 0 
7. Partial or/and complete denture Cl 0 
8. Surgical treatment or extraction 0 0 
9. Dental implants 0 0 
10. X-rays 0 0 
11. Others 0 0 

I, the undersigned, hereby declare that I have read, understood and answered the above 
medical-dental questionnaire to the ties! of my knowledge. I also hereby promise to inform 
you of any change to my health. I authorize the setting up of my dental file, its follow-up, as well 
as my registration on the recall list(s) of the attending dentist(s). I have been informed that my 
file will be kept in the office at all times and that only the dentist(s) and his/her (their) 
auxiliary personnel will have access to it. I have also been informed of my right to consult my file, 
to request that it be corrected, if necessary, and to remove my name from the recall list. 

Signature: _______________ Date: ____ _ 
Patient or Guardian

0 

0 
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