BC PERI@

DENTAL HEALTH &

(Ms. Mrs. Mr. Dr.)

IMPLANT CENTR

E

Date of Birth

Surname Given Name dd/mm/yyyy
Address Postal Code
Street City

BC Services # (PHN) Gender Email
Home Phone # Mobile Phone # Business Phone #
Communication / Appointment Reminder Preference:

(All options are selected by default)

O Phone Call O Text O Email Occupation
Referred by How did you hear about us?
Emergency Contact Name Relationship Phone #
What is the reason for your dental visit today?
If you could change anything about your mouth, teeth, or smile, what would it be?
DENTAL INSURANCE INFORMATION
Primary Insurance Name: Group # ID#
Secondary Insurance Name: Group # ID#
(if applicable)
Secondary Plan Holder Name: Date of Birth
Surname First Name dd/mm/yyyy

e Dental benefit coverage is an agreement between you, your employer, and your insurance provider.
Our office does not have access to your coverage and eligibility information. Coverage and
eligibility are based on your insurance provider’s fee guide and may be differ from our office fees.

e By providing your insurance information, you authorize BC Perio to submit treatment
preauthorization and claims on your behalf. Please let us know if you prefer to submit claims

yourself.

*** [nsurance information is for preauthorization and claim submission only ***


http://bcperio.ca/

HEALTH HISTORY

Family Dentist Name Office Phone # Office Email
Family Doctor Name Office Phone # Office Email
Pharmacy Name Address Phone #

1. Please list any medications, non-prescription drugs, or herbal remedies / vitamins you are currently taking:
(Alternatively, you can send a copy of your medication list to our office email)

2. Please list any general allergies or drug allergies you have experienced (e.g. Penicillin, Aspirin, Codeine, Sulfa,
etc.)

3. Please check all that apply to you:

OAsthma O Artificial Joints OCancer OHeadaches OPregnant
OAIDS/HIV ~ OArtificial Valves ODepression OHeart Condition OSinus Problems
OAlzheimer's DOBleeding Issues ODiabetes OHepatitis OSleep Apnea

O Arthritis O Blood Condition ODye Allergies OHigh Blood Pressure  OTuberculosis

O Anxiety O Bone Disease / Osteoporosis OEpilepsy OKidney Disease

4. Areyou taking any bisphosphonate or bone sparing drugs? (Actonel, Boniva, Didronel, Fosamax) 0O Yes O No

5. Nicotine/Tobacco/Vape use: ONever [0O<10/day O<1pack/day 0O>1pack/day OQuit(formeruser)

6. Please list and explain any other health issues or medical/ dental concerns? (e.g. fainting easily, menopause, etc.)

| hereby certify that | have read and understood the above information and that all information provided on this
formis true and accurate to the best of my knowledge. | acknowledge that providing inaccurate and
incomplete information may put my health at risk and could affect my overall treatment outcome. Itis my
responsibility to update the office of any changes to my personal, medical, and insurance information.

| consent to the disclosure of relevant information to my referring dentist, dental laboratories, my physician,
and other dental and medical specialists when necessary.

I understand that BC Perio is a non-assignment office. | am responsible for paying the treatment fees upfront,
and any approved claims will be reimbursed directly to me.

| acknowledge that the complimentary CBCT Scan taken at BC Perio is intended for use at BC Perio only.
A $350 duplication fee will apply to any copies requested for use outside the BC Perio office.

Date
Signature of patient, parent/ guardian DD / MM / YYYY
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