DRr. KEVIN RUSSELO
& ASSOCIATES

Patient Name:

Patient Information
Date:

Gender*:

Last First (Preferred Name)
Preferred pronoun (optional):

Email address:

Date of Birth:

Phone (CELL): (Home): (Work): Ext:
Address:

Street Apartment #

City Province Postal Code
*While our clinic recognizes a number of sexes/genders, many insurance companies and legal entities do not. Please
understand that the legal name and gender listed on your insurance must be used on documents pertaining to insurance
and billing. If your preferred name and pronouns are different from these, please let us know.

Health Information

Date of Last Dental Visit: Reason for this visit;

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

LIHIV/AIDS [IDiabetes [IH. Blood Pressure LIRheumatism
UlAllergies [IDizziness [1Jaundice LISTI
UEpilepsy [IKidney Disease [1Sinus Problems
UPenicillin [JExcessive Bleeding OLiver Disease JStomach Problems
[ICodeine CJFainting COMental Disorders [JStroke
[JSeasonal JGlaucoma [INervous Disorders LTuberculosis
LJAnemia LIGrowths [1Pacemaker CLITumors
UArthritis [(JHead Injuries CPregnancy OUlcers
ClArtificial Joints COHeart Disease Due: (JOTHER:
C1Asthma CIHeart Murmur [JRadiation Treatment

[OBlood Disease CHepatitis B / C [IRespiratory Problems
CJCancer [JRheumatic Fever

Emergency Contact: Relationship: Phone:
e Have you ever had any complications following dental treatment?

LJYes LINo If yes, please explain:
¢ Have you been admitted to a hospital or needed emergency care during the past two years?

LJYes LINo If yes, please explain:
e Are you now under the care of a physician?

LIYes [INo If yes, please explain:
¢ Name of Physician: Phone:
¢ Do you have any health problems that need further clarification?

LIYes [INo If yes, please explain:
e Are you presently taking any kind of medication?...............cccccc LYes [INo
Specify: A. Reason:
B. Reason:
C. Reason:
D Reason:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever
have any change in my health, | will inform the doctors at the next appointment without fail.

Patient Signature




DR. KEVIN RUSSELO

Dental History & ASSOCIATES

e How frequently do you see your dentist? ................c.... (16 Months [IYearly [1Other:
e Have you had oral hygiene instruction in...................... [IBrushing [1Flossing [10ther:
e Have you ever had local anaesthetic?........................ [1Yes [LINo Any complications:
e Are any of your teeth sensitive t0..............cccvvveeeeenn. [ICold [ISweets [1Heat [1Other:
o Do your gums bleed WheN..........ccovveiviiiiiiiiiiiiiieee e, [1Brushing L1Flossing L1Spontaneously
e Do your gums feel SWOIIEN OF TENAEI? ......ooiiiii e [JYes [INo
e Do you catch food Between YOUr tEENT .......evieiiieeeeeeeeeeeeee e [(1Yes LINo
e Are you aware Of any 100SE tEELNT .........eiiiiii i [JYes [INo
e Have you ever had a full mouth SEres Of X-Fay? ......cccooiiiii e [I1Yes [INo
e Does your jaw crack, pop or grate when you open Widely? ... [JYes [INo
e Do you grind or ClENCH YOUT TEEINT. ... e e e [1Yes [INo

Smile Analysis

LI (o) VYRS P=T g (=T Mo o 1Y ot0] (o] (=10 i (1<) f [N IYes [ONo
o Gaps, or space between teeth ... ——— [1Yes L1No
®  IMISSING TEETN ...t e e et e e e e e e e e e et e e e e e e e e e [JYes [INo
o Teeth worn down, ChIPPEA OF UNEVEN .......cuiiiiiiiiiiiiiiieeeeeeeeeeee ettt ettt e e et a e e e e e e e [1Yes LINo
o Teeth appear too small, Short, 1arge Or IONG .........ooiiiiiiii e [JYes [INo
o Prior dental work that appears UNNALUIAL ...........cooiiiiiiiiii e [1Yes [INo
o Crowns, bridges that appears UnNNatural ... [1Yes [1No
e Gray, black or silver (mercury) fillings in your teeth ... [1Yes [INo
e “Gummy” smile (too much gums show when smiling) .........ccccvvviiiiiiii 1Yes L1No
e Are you self-conscious about your teeth or SmMile? ...........ooiiiiiiiiiiiii e [JYes [INo

Referral Information
Whom may we thank for referring you to our practice?

[1Dental Office L1Yellow Pages [L1Newspaper [1School L1Work [10ther:

LIFriend (patient) [IRelative (patient) ........cccoceeiieeieiiiieeeeeieeecnnnns Name:

PATIENT ACKNOWLEDGEMENT AND CONSENT

I, the undersigned, certify that all above medical and dental information is true and | have not omitted any pertinent
information.

| hereby consent to the performing of all dental and surgical treatments deemed necessary or advisable, including the use
of local anesthetic.

| acknowledge that | will assume full responsibility for the payment of all fees associated with these procedures. |
acknowledge that my insurance plan may not cover all services provided, but that | will be responsible for the full payment
of all fees. If my account has an outstanding balance, | authorize Dr. Kevin Russelo and Associates to charge such
balance to my credit card account on file.

| authorize the release, to my insuring company plan administrator, of the information contained in any claims submitted
electronically.

Date: Relationship to Patient:

Signature of patient, parent or guardian
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