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First Name ____________________________ Last Name ____________________________ Middle ____ Title _______

Gender: Male __  Female __         Birth Date (MM/DD/YY):  _______________________

Address: _________________________________________________________________________________________
                Apt #         Street                                                                                                        City                                                     Province                           Postal Code

Telephone: Home _______________________ Mobile _______________________ Work ______________Ext_______

Email ________________________________________ Preferred Method of Contact ________________

Physician __________________________ Telephone __________________ Health Card # _______________________




Employer ____________________________________________        Occupation _____________________________

Dental Insurance: Yes ___ No ___   Insurance Company Name: __________________________________________

Name Of Policy Holder ______________________________________  Patient’s Relationship to Insured __________
                                                            
Policy Holder’s Birth Date (MM/DD/YY) __________________

Plan/Group # ______________________ Cert./ID # ____________________________  Div # ____________


I have a secondary insurance that I will bring to my appointment:  Yes __    No __



[bookmark: _GoBack]Please show up to your first scheduled appointment 10 minutes early to fill out your medical history.
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