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TRIMAC

Dental Centre



Phone 902 453 1234

Fax 902 453 0636

6950 Mumford Rd

Halifax, NS, Canada

B3L-4W1
Confidential New Patient Information Form

Welcome to Trimac Dental Centre! By filling out this form in the comfort of your office or home we can be prepared for you when you first come to our office. Trimac Does have a Privacy Policy governed by PIPEDA that is printable from our forms section of the website. If you have dental insurance then the information will allow us to print out the proper forms that you require for reimbursement from your insurance company. Once this form is filled out… bring it, fax it, or mail it to us! Many thanks from our office.

Please indicate if you have a preference for your dentist - _____________________

If you need assistance filling out this form - please call 902-453-1234
Patient Address Information

Name 
_________________________

Birth date 
_________________________dd/mm/yy

Address
_________________________

City

_________________________

Province 
_________________________

Post Code
_________________________

Home Phone 
____________________

Work Phone
____________________

E-mail

____________________

Cell / Other

____________________

Employer

____________________

Whom can we thank for referring you to our dental office?

Concierge Treatment - Out of Area Patients - Do you require us to book a hotel room while you are visiting?


Responsible Party information – Check here if same as page 1 (
Name of Person responsible for this account
__________________

Relationship
____________________

Birth date 
_________________________dd/mm/yy

Address

____________________

City

_________________________

Province 
_________________________

Post Code
_________________________

Home Phone 
____________________

Work Phone
____________________

E-mail

____________________

Cell / Other

____________________

Preferred Method of Payment

Cash/Cheque/Debit ( 
Credit Card (Visa / MasterCard) ( 

Please discuss payment options (
Insurance Information – will usually be on a card from your employer

Name of Insured #1
______________________

Insurance Carrier ________________________

Group # -
______________ Employee ID Number _____________

Relationship ______________
Work Phone __________________

Birth date ________________ dd/mm/yy

Employer ________________ Business Address _________________

City _________________Province _____________ Postal Code _____

Do you have additional insurance? Yes ( No ( If yes, complete the following

Insurance Information 

Name of Insured #2
______________________

Insurance Carrier ________________________

Group # -
______________ Employee ID Number _____________

Relationship ______________
Work Phone __________________

Birth date ________________ dd/mm/yy

Employer ________________ Business Address _________________

City _________________Province ____________ Postal Code ________


Patient Medical History – (Protected under PIPEDA - see privacy policy)

Physician MD  ______________________

Office Phone ​​​​​​​​​_______________________

Date of Last Exam ___________________

Medical History

Please Check the boxes below if you have had any of the following. 

	( High Blood Pressure
	( Mitral Valve Prolapse
	( Chest Pains

	( Cardiac Pacemaker
	( Easily Winded
	( Stroke

	( Heart Murmur
	( Angina
	( Fainting / Seizures

	( Heart Attack
	( Rheumatic Fever
	( Joint Replacement

	( Diabetes
	( Hepatitis / Jaundice
	( Kidney Disease

	( Hay Fever / Allergies
	( Tuberculosis
	( Emphysema

	( Radiation Therapy
	( Liver Disease
	( Sex Transmitted Disease

	( AIDS / HIV Infection
	( Recent Weight Loss
	( Leukemia


Please list any Medication you currently take _________________________________

Please list anything else we should know about your health _____________________

Please list any allergies you have ___________________________________________

Patient Dental History

Name of Previous Dentist 
_________________________

Date of Last Exam

_________________________

Check the boxes if you have had the previous dental treatments:

	( Orthodontics
	( Periodontal Surgery – gums 
	( Porcelain Veneers

	( Extractions
	( Endodontics – root canals
	( Dental implants


Teeth/Gums Questions

· Is there anything about your teeth you do not like? _________________
· Have you had tooth whitening? Yes ( No (
· Do your gums bleed easily? Yes ( No (
· Have you ever received oral hygiene instructions? Yes ( No (
· Do you think you have a cavity? Yes ( No (
· Have you ever worn dentures or partials? Yes ( No (
· Are you nervous at the dentist? Yes ( No ( 
Neuromuscular Dentistry Questions 

Do you experience any of the following? 

· Headaches / Migraines (
· Facial / Jaw pain (
· Neck and shoulder pain (
· Tinnitus (Ringing in the ears) (
· Unexplained loose teeth (
· Sensitive and sore teeth (
· Limited jaw movement or locking jaw (
· Numbness in the fingers and arms (
· Worn or cracked teeth (
· Clicking or popping in the jaw joints (
· Depression (
Women only

Are you or do you think you might be pregnant? Yes (   No ( 

Are you taking Oral contraceptives? Yes (   No ( (They can be blocked by antibiotics)

Are you Nursing? Yes (   No (
Authorization and Release - Consent
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 part payers and/or health practitioners. I authorize and request my insurance company to pay directly to the dentist insurance benefits otherwise payable to me. I understand that my dental insurance carrier may pay less than the actual bill for services. I understand that the dentist will submit my insurance claims as a service to me, but is not a party to the insurance contract or responsible for their decisions regarding benefits. I agree to be responsible for payment of all services rendered on my behalf or my dependents. 

Signature of patient

 (or parent if minor)_______________________________________


Date______________________ 

The information gathered is protected by the Trimac Dental Centre Privacy Policy. This policy is available on the Internet at www.trimacdental.com forms button.
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