Dentistry@360 Dr. Cecilia Wong & Associates 289-597-3601

info@dentistryat360.com

Patient Name:

Patient Information 5 A &%

Last, #

First £ MI

Gender M45: O Male 82 O Female %

Health Card # &5 <9khE:

2

Phone & zfi(Home%z):

Email FH:

(CELLF-1%):

Address #tif:

Occupation FE:

Date H #f:
(Preferred Name)
Birth Date H\4: HHA:(DH) (MH) (YFF)
(WORK T AE):

Street {78

Apartment # z=

City i

Province %

Postal Code %4

Health Information &K

Date of Last Dental Visit _FZ¢ F&ita 2 HHA:

Reason for this visit =2k Hiv:

Have you ever had any of the following? Please check those that apply: 57518

O AIDSE %%
O Allergy:drug/latex/+
BEEEY)F B E At

O Angina/b\ & 5
O Arthritis[E &5 3%
O Artificial Joints
ALREEN

O AsthmalZiig

O Blood/Bleeding

disorder 4255
O Breastfeeding#.

O CancerJ&ic

Please list all medications and non-prescription drugs 5% ERAE AR FHRYEEYI (RS ERR T7E£Y7):

O Chemotherapy{L %
O Cholesterolf& &g

O DiabetesiE R %

O Drug/alcohol/cannabis
use or dependency

i FHEEY LRSI

O EpilepsyEaji

O Heart Attack

W RS

O Heart Disease. Ji#x
O Heart Murmur.0 83
O Hepatitisf %

O High Blood Pressure
Ennl=s

O Infective Endocarditis
ERCE AN 5

O Jaundice=1E

O Kidney Disease& 5
O Liver Diseaseffi5

O Lung Diseasefiiiji

O Mitral Valve Prolapse
TRHAR

O Osteoporosis’& & Fi%z
O Pacemaker

W Fastives

O PregnancygiZ=
Due date:

O Radiotherapy
JIREENEY S

O Rheumatic Fever
JEREL

O Shortness of Breath
IR A1

O Smoking {2

O Steroid Therapy
HEIRER

O Stomach Ulcers
HE

O Stroke, TIASR

O Thyroid Disease
FHIRBR B2

O Tuberculosisffi4&t%
O OTHER:

e Have you ever had any complications following dental treatment /2 & H (1A FR &EEZEIIHFEE? O Yes H O No J8FH

If yes, please explain #4175

R

¢ Have you been admitted to a hospital or needed emergency care during the past 2 years &8 &R EEE =E ?

OYes A5 0No 8H

If yes, please explain #4175

* Are you now under the care of a physician {1 H giA &4 a1 2 OYes 55 ONo ¢ A
If yes, please explain #4175

¢ Name of Family Doctor ZZJiZ584::

e Name of Emergency Contact E2&J54% A

oA

A =

E=tal

A b

Phone ZE:E:

Phone ZE:E:

Date: HH#f

Signature of patient, parent or guardian %% (4< A ECEZZE A )




Referral Information M &8&K

How did you hear about us Rz ERES R AMHY 2

Consent for Services B &

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon
reimbursement from the patients for the costs incurred in their care and financial responsibility on the part of each patient must be
determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the
time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is
personally responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making
collections from insurance companies and will credit any such collections to the patient's account. However, this dental office cannot
render services on the assumption that our charges will be paid by an insurance company.

| understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient
examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, | agree to pay therefore the reasonable
value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five (5) days of billing if credit shall
be extended. | further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the
time for payment thereof. | further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any
further term or condition and | further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

| have read the above conditions of treatment and payment and agree to their content.

Date HHA:

Signature of patient, parent or guardian % (4 A 5553 A)




