ALBERTA DENTURES - NEW PATIENT INTAKE FORM / ®OPMA AJ19 HOBOIO MALIVEHTA

1.Full Name / NonHoe nms:

Date of birth / flaTa poxxaeHuA:

Address / Appec:

City / Topoa: Province / MpoBuHuus:
Postal Code / MouTOBbIV MHAEKC: Home Phone / Ajom. Ten.:
Mobile Phone / Mo6. Ten.: Email / 3n. nouTa:

2.Emergency contact / KoHTakTHOe nnuo ans 3KCTPEHHbIX C/1yYaeB:

Nma / Pamunusna:

Mobile Phone / Mo6. Ten.: Email / 3n. nouTa:

3. Do you have dental insurance? / ECTb N1 y Bac cTomaTosiormyeckas ctpaxoska? O Yes O No

Name of the insurance / Ha3BaHue cTpaxoBO KOMMaHNN:

Plan number / Homep nnaHa: ID number / Homep cTpaxoBKu:

4.How did you hear about us? / Kak Bbl y3Hanm o Hawuei KnMHuKe?

() Social Media / CoumansHble cetn () Internet / WHTepHeT-nounck O Friend / Apyr/3Hakombli
O Referral / HanpaBneHne/pekomeHaauus O Facebook / Facebook O Dentist / CromaTtonor
O Other / Apyroe:

5. Do you have a family physician? / ECTb 11 y Bac ceMeiiHbIi Bpay? (D Yes () No

Name / Ums Bpaua:

6.Do you have a dentist? / EcTb In y Bac ctTomaTtonor? O Yes O No

Contact number / Homep TenegpoHa:

Name / msa Bpaya:

7.Are you being treated for any medical conditions at present or within the past b years? / [TpoxoguTte nv Bbl
neyeHwue oT KakKuUx-1nm6o 3aboneBaHUI cerivac Nam NPOxXoanamn B TeHeHme nocnegHnx s nert?

8. Have you been injured or hospitalized in the last 2 years? /
Mony4yanu nv Bbl TPaBMbl UM 66TV FTOCANTANN3UPOBaHbI 3a NocneaHue 2 roaa?

9. Are you presently taking any prescription/non-prescription medications? /
MpuHMMaeTe Nn Bbl ceivac Kakme-nmb6o peuenTypHblie Un 6e3peLenTypHble iekapcTea?

10. Do you experience dry mouth with or without medication?/
WcnbiTbiBaeTe 1M Bbl CYXOCTb BO PTY C JIeKapCcTBaMm v 6e3 HUX?

11.Have you ever had head, facial, jaw or neck trauma? /
BbInv nny Bac TpaBMbl rON0BbI, INLA, YENHCTU UK LWen?




12. Which of the medical conditions apply to your family history? /
Kakve 3a6oneBaHus NpUCYTCTBYIOT B CEMeNHOW ncTopnin?

O Diabetes/[inabet O Heart disease/3aboneBaHus cepaua O Cancer/Pak
O Osteoporosis/OcTeonopos O None/Het

13. Do any of the following conditions apply to you? / OTHOCUTCA N1 K BaM YTO-N1160 13 cnepyioLlero?

() Facial muscle tenderness/
bosiesHeHHOCTb MbILLLL ALY

O Joint clicking, popping or locking/
LLlenyku nnv 610KMpoBKa CyCTaBOB

(1) Migraines or headaches/
MUrpeHv i ronosHble 60m

(1) Gasp or stop breathing in your sleep/
OcTaHOBKa AbIXaHWs BO CHe

(1) Neck or shoulder pain/
Bo/b B LLee UK niaeyax

() Grind your teeth/
CkpexeT 3ybamu

(1) Earaches/bonb B yLax

() TMJ (Jaw) pain/
B0/b B BUCOYHO-HMXXHEUETIOCTHOM CycTaBe

(1) Burning sensation on your lips or tongue/
XokeHwe ry6 nnm sasbika

() Lumps or sores in your mouth/
LUKV AN S3BbI BO PTY

() Bleed excessively from a cut/
CubHOE KPOBOTEUEHME N3 MOPE30B

O Hearing issues/Ipo6aembl CO C1yxom

O Snoring/Xpan

() Bruise easily/Jlerko nogaBAATCA CUHAKN
O Sore or tender gums/bonie3HeHHble feCHbI

() other/Aipyroe

14. Has your weight, appetite, or energy level changed dramatically recently? /
CUNBbHO NN N3MEHWINCB Balll Bec, anneTuT Uin ypoBeHb SHEpruu B nocneaHee spemMsa?

15.D0 you follow a special diet? / CobntogaeTe nn Bl cneyuanbHylo aneTy? O Yes O No

16.D0 you smoke? / Bbl Kypurte? (D Yes (O No

17. Are you allergic to any of the following? / ECTb 11 y Bac anneprus Ha 4to-nn60o us cnegyrowero?

O Acrylic/Akpun O Latex/JlaTek O Metal/MeTtann O None/Het

Please specify any other allergies / Moxanyncra, ykaxuTe gpyrve anneprum:

18.Radiation or chemotherapy history / JlyueBas nnu xsummortepanusa: (D Yes () No

19. Do you have hearing issues? / EcTb iy Bac npo6s1eMbl €O ciyxom? (DYes (JNo

20. Do you have memory issues? / ECTb N1y Bac npo6aemMbl C NaMATbI0? (D Yes (JNo

21. Do you have any of the following? / ECTb In y Bac kakme-nn60 us cnegyromx 3abonesaHuin?

(1) Facial muscle tenderness/
Bofe3HEHHOCTb MbILLILL LY

(1) Blood Transfusion /
MepenvBaHwie KpoOBM

() Low Blood Pressure /
Hu3koe faBneHve

() Drug Addiction /
Hapko3aBncmmocTb

(1) cold Sores / lepnec
O Emphysema / 3m¢pusema
() cancer / Pak

O Rheumatic fever/
PeBMaTunyeckas nMxopaaka

O Lupus / BonuaHka

O Fibromyalgia /
dunbpommnanrus

O Epilepsy or Seizures /
Snunencusa / cygoporu

O Thrush / MonouHnuya

() Mouth Cancer /
Pak nonoctu pta

(O stroke/ WHcynbT

O Heart Condition /
3aboneBaHus cepaLa

(O Parkinson's Disease /
bonesHk [NapkmnHCoOHa

O High Blood Pressure /
Bbicokoe gaBneHune

(0 coPp/X0BN

(O Tuberculosis / Ty6epkynes
(O Diabetes / Anabet

O Anemia/AHemMus

O Asthma/ Actma



O Sexually Transmitted Infection (STI)/ O High Cholesterol / O Hepatitis A/B/C/

NHpekumn, nepegaroLiecs NoaoBbIM NyTeM Bblcokunii xonectepuH lenatnut A/B/C
O Thyroid Disorder / () Sinus Trouble / O Osteoporosis/
3aboneBaHWS LWNTOBUAHOW Xenesbl Mpobnembl € Nasyxamu OcTteonopos
O Hyper/Hypoglycemia / O TMJ Disorder/ O Heart Disease /
Mmnep/ryunornnkemMuns HapyweHuna BHYUC bonesHun cepaua
() HIV or AIDS / BUY wau CNINZ, () Jaundice / XenTyxa () other — pyroe

22.Is there anything the denturist should know about your health? / ECTb I UTO-TO Ba)KHOE O BaLleM
3A,0pOBbE, 0 YeM A0JKEH 3HATb MNPOTE3NCT?

23. How many dentures have you had? / CKonlbKo NpoTe30B y Bac 6b1210 paHee?

24. Do you have a full denture? / ECTb My Bac NONHbIV NpoTes?

O Upper / BepxHuii O Lower / HMXHWIA O Both / O6a O None / HeTt

25. Do you have partial dentures? / ECTb 11y Bac YaCcTU4YHbIe NpoTe3bl?

D Upper / BepxHui O Lower / HM>XHWIA O Both/ O6a O None / Het

26. Do you have dental implants? / ECTb 11 y Bac 3y6Hble UMMNIaHTbI? (DYes (JNo

27. Do you have natural teeth? / ECTb I y Bac HaTypaJibHble 3y6bI? (DYes (JNo

28. Do you grind or clench your teeth? / CkpynuTe nx Bbl 3ybamMu unm okmumaeTte nx? (D Yes () No

29. When was your last visit to your dentist? / Korga 66101 Baww nocnegHuii BASUT K cTOMaTonory?

30. Do you require dental work? ie. cleaning, fillings, extractions /
Hy>xpaeTecb 11 Bbl B CTOMaTO/I0rMYeCcKoM nevyeHnmn? (UMcTka, Na1omMbobl, yaaneHune 3y6oB)

31. Do you chew well with your dentures? / XopoLuo nn Bbl XXyeTe c npoTesammn? O Yes O No
32.Do you wear your dentures at night? / HocuTe nu Bbl NpoTe3bl HOYbLIO? (DYes (D No
33.Are your dentures loose? / Bawuun npoTesbl cBO604HO CUAAT? O Yes O No

34.Are your dentures comfortable? / Bawu npotesbl ya06HbI? (DYes (JNo

35. Do you get food under your dentures? / MonagaeT v nuuia nog npotes? O Yes O No

36. Do you gag easily? / Jlerko nn y Bac BO3HUKaeT pBOTHbI pednekc? (DYes (D No

37.Do you chew mints or gum? / )KyeTe N1 Bbl XXBa4Ky UNU MATHbIE KOH$ETbI? (DYes (O No
38.Do you have digestive issues? / EcTb 1My Bac npo6aembl € nnuieBapeHnem? O Yes O No

39.Who made your current dentures? / KTo narotosun sBawum TekyLime npotesb?

40.Are you happy with your current dentures? / JoBOAIbHbI 1N Bbl CBOUMU TEKYLLIMMU NpoTe3aMmn?

41. What are your concerns with your current dentures? /
Kakne npobnemsbl nnm 6ecrnokoincTBa y Bac eCTb Mo noBoAy BalMX TeKYLLUX NPOTe30B?




Consent / Cornacue

O

| certify that the medical and dental information | provided is accurate to the best
of my knowledge, and | have not knowingly omitted any information.

Al noaTBEPXKAAID, UTO NPeAOCTaBNeHHAsAs MHO MeAVLMHCKasA 1
cTomMmaTtonormnyeckas nHbopmaLmsa ABNSAETCA TOYHOW B npeaenax Momx
3HaHWI, N A CO3HaTeNbHO He cKpbla(a) HMKaKyto MHopMaLuMio.

| consent to have my dentist or physician contacted if additional dental/medical
information is required for my dental care.

Al pato cornacme Ha KOHTaKT MOEro CToMaTosiora Uav Bpada npm
Heo6XxoAMMOCTU NONYYEHUNA AONONHNTENIbHOW MeANLIMHCKO UHOopMaLun.

| consent to have treatment by my denturist.
Al pato cornacue Ha ie4yeHue y npotesmncTa.

| assume responsibility for all fees incurred.

All fees not covered by my insurance company is my responsibility.

Al npuHMMato Ha ce651 OTBETCTBEHHOCTb 3a OMN/aTy BCex pacxooB.

Bce pacxoabl, He NOKPbITbIE CTPAaXOBOI KOMMNAHMER, 0ON1ayuymMBalOTCA MHOM.

Name of person filling out this form / Ums yenoBeka, 3anonHsioLiero ¢opmy

Signature / Nognucb Date/ AaTa



