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Dr. Stuart Katz 

*** Wefcome to our office 
The benefits of a healthy, beautiful smile are immeasurable and our goal is to allow 

you to obtain the healthy teeth and attractive smile you want and deserve. 

MEDICAL ALERT!! 

Office Use Only 

Please complete this form so that we can provide the best care possible for you. 


PERSONAL INFORMATION: ALL INFORMATION WILL BE KEPT CONFIDENTIAL. 

Personal Information: Confidential Medical/Dental History 


Mr. 

Name: Mrs. _________________ Referred By: _______________ 
Ms. 

If Patient is under 19 years of age, mother & father's full name: 
Address: City: Postal Code: 

Date of Birth: Phone-Residence: Work: 
yM D 

Driver's License: Employer: e-mail address: 
SIN: ______________ Care Card Number: ________________________ 
For Office Use Only' 

1 st Insurance Carrier: 2nd Insurance Carrier: 

A B C A B C Employer 

Deductible Plan Limit Deductible Plan Limit Work# 
. . 

I authorize release to my insuring company plan administrator, the Information contained In claims submitted electronically . 
X 
Signature of patient or parent/guardian 

IN CASE OF EMERGENCY, IS THERE SOMEONE WE CAN CALL: 
NAME PHONE 

Dental History 
Previous Dentist Date of last visit ________________ 

Are you or have you recently been experiencing any of the following: 
o pain in your mouth or face 0 sensitive teeth (hot/cold) 
o swellings or sores 0 uncomfortable bite 
o loose teeth 0 locking or clicking jaw 
o bleeding gums 0 grinding or clenching 
o bad taste in mouth 0 pain in jaw joint 

Have you had: 
o wisdom teeth removed o difficulty with extractions o difficulties freezing 
o orthodontic treatment (braces) o full or partial dentures 

Doyou~elvery nervous about having dental treatment? ______________________~ 

Have you ever had a bad experience in the dental office, including hygiene (teeth cleaning)? 

For Office Use Only: 
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Family Doctor's Name 	 Phone# 

_____________________ YesAre you now taking any medication, drugs or pills? 	 No 

If yes, please list: 	 taking: for: 
taking: for: 
taking: for: 

Are you a smoker? 	 Yes How many per day? 

Are you allergic or have you reacted adversely to any of the following medications? Yes I No 
o Aspirin 	 0 Latex Local Anesthetic 
o Codeine 	 0 Penicillin 0 Other Antibiotics 

Are you aware of being allergic to any other medications or substances? Yes No 
which one?: 

Please answer yes or no if you have had or have any of the following: 
Yes No Yes No Yes No 

DD Heart Failure DO Asthma DO Epilepsy or Seizures 
DO Heart Disease or Attack DO Hay Fever DO Psychiatric Treatment 

Angina 00 Allergies or Hives DO Bruise Easily 

DO Heart Murmur DO Thyroid Disease DO Family History of 

DO Rheumatic Fever DO Arthritis Gum Disease 

DO Congenital Heart Lesions DO Glaucoma DO Family History of 

DO Artificial Heart Valve DO A.I.D.S.lHIV Diabetes 
Heart Pacemaker DO Anorexia/Bulimia DO Family History of 

DO Artificial Joints (Hip, Knee) DO Hepatitis A Cancer 
Anemia DO Hepatitis B, C, 0, etc. 


DO Stroke DO Liver Disease 

DO Kidney Disease DO Drug Addiction 

DO capo (Emphysema) DO Hemophilia 

DO Tuberculosis (TB) DO Cold Sores 


Do you have high or low blood pressure? Yes / No 
Have you had pains in the chest or shortness -ort)'reat'h'r----------------------------------------Yes I No 

Do your ankles ever s~~lL~__________________________________~~~~:~~:~~~~:::=::==~:::~~::===::=::~::=Yes I No 
Have you ever had or do you have diabetes? _____________________________________________________ Yes / No 

how is it controlled? 

Have you ever had a tumor or can9~~7_____________________________________________________________ Yes / No 

how was it treated? 

Have you had any operations? __________________________________________________________________ Yes / No 

what kind? 

Have you ever had a blood transfusion? Yes 
what yea r? ----------------------------------------------------------------- ­

No 

Are you on a special diet? Yes 
for what purpose? .----------------------------------------------------------------------------- ­

/ No 

Do you have a current medical problem not mentioned a~<?.Y_~__________________________________• Yes No 

please list: 
FOR WOMEN ONLY 
Are you pregnant? Yes o No If yes, what month? _________ 
Are you taking birth control pills 0 Yes o No 
Do you have a history of previous miscarriages DYes o No 

« Please Read» 

I understand that responsibility for payment for Dental Services provided in this office for myself or my dependents is mine, 
due and payable at the time services are rendered unless financial arrangements have been made. 

Patient Signature: 	 Date: 

Patient or Responsible Party: 	 Relationship to Patient: 



DR. STUART KATZ 
Welcome to our office 


CHILDREN'S REGISTRATION AND MEDICAL HISTORY FORM 


Date: __________________________________ Referred By: ________________________ 

Child's Name: _______________ Birth Date: 
--~MO=N=TH----~DA~Y----~YE~AR-------r-wF~--

Mother's Name: ________________ F ather's Name: ________________________ 

Address: ________________________ City: _____________ Postal Code: _______ 

Phone Number: ______________ E-mail: _________________________ 

For office use only Care Card Number: 

1 st Insurance Carrier: 2nd Insurance Carrier: 

A B C A B C Employer 

Deductible Plan Limit Plan Limit 

Please answer all the questions. If an answer is YES, please explain below or on the other side if necessary. 

1. 	 Does your child have a health problem? ________________________ Yes No 

2. 	 Hasyourchi~ been ill recently? ________________________~ Yes No 

3. 	 Has your child been under treatment by a physician recently? ___________________ Yes No 

If so, for what? ______________________________________ 

4. 	 Has your child ever been a patient in a hospital or emergency room? ______________ Yes No 

5. 	 Does your child take any medications? ________________________ Yes No 

If so, what ki nd? ________________________________ 

6. 	 Has your child ever reacted to any medicine, such as penicillin, aspirin, local anaesthesia, etc ... Yes No 

7. 	 Is your child allergic to anything? _________________________ Yes No 

If yes, to what? ___________________________________ 

8. 	 Does your child have any developmental or psychological disorders? ______________ Yes No 

9. 	 Does your child bleed excessively when cut? _______________________________ Yes No 

10. 	Has your child ever had any of the following conditions: If yes, at what age? _______________ Yes No 

0 Heart Disease o Kidney 0 Diabetes 0 Liver 0 Hepatitis 

0 Heart Murmur o Asthma 0 TB. 0 Frequent Colds 0 Rheumatic Fever 

0 Bleeding Disorders o Anemia 0 Hemophelia 0 Thalassemia [] H IV Positive 

0 Measles o Mumps 0 Chicken Pox 0 Convulsions 0 Epilepsy 

0 Cancer o Autism o A.D.H.D. 

Has anyone in your immediate family ever had any of the following disease? 

o Diabetes o TB. o Heart Diseases o Cancer o Hemophelia 

CONSENT 

I, being the (father) (mother) (guardian) of the above named child hereby, after due consultation, give my consent to perform such 

treatments, services, medications, operations and anaesthesia that may be necessary to maintain the physical well being to correct 

any dental illnesses and to correct any oral deficiency, abnormality and/or infection. 

Date: ________________ Parent/Guardian Signature: _________________________ 
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