Durham Orthodontic

ACQUAINTANCE FORM (CH/ADOL)

Email Date
MM __ DD WY Age: Sex SchooiGrade _
i Posta
Number of chidren in famiy: “Ages & names of other chidren
Patients Dentst Physician. Physicans Tel
o may we thank for referring you?
Name: Home Tl Dayime Te - CeR - Wor . tome

Home Tel Daytime Te: __ e Viork - Home

sponsiole for account

D0 you have an insurance plan that covers orthodonlc eaimen? = Yes < No = Unsure

MEDICAL HISTORY - HAVE YOU BEEN TREATED FOR ANY OF THE FOLLOWING?

Yes - No Tuberauloss Diabetes Yes  No
~Yes Mo HIV./AIDS. Kiney Disorder - Yes - No
Yes . No Hepatits A Liver Disease Yes o No
2 Yes wNo Sexually vansmll(PﬂD\sea!rs Asima Yes o No
it Yes No Biood Pres Anttis YesoNo
Al Jints Yes =No Prtanga e Other
 you ressonded YES to any of the above questions, please give pertinent informaton —
e chid in good heaitn? _____
Listany drugs o medications now being taken; Please give r2asons
Does the chid have any fistory of major liness andior operations?
Listany allergies o druig mela
Have tonsis or adenoids been removed? ves
Do thechid have atendency 0 colds? Yes Yes = No Earinfections? - Yes - No
Has the patient reached YesNo
Boys-Has voice changed yet? oYesiNo
DENTAL HISTORY
Has tre o sver been weated for & jaw jort protiem, including surgery?
Have there been any injuries 1o the face, mouth or teet? Please describe:
Has tre chic ever sucked his/her thumb or finge Until what age?
Does the chid have any speech problems?
Does the ohid have frequent canker of coid sores?
15 the child 2 mouth breather? Vinii Asleep: Whie Awake: - Yes - No
Have edt of any missing or exira pe

Has the cri = orthoconto examiaton?
Is the chid espacially apprenensive fowards dental vsits?

Does the chid want orthodentic reatment?

Has any other family member had braces or orthodontic treatment?
Please naime the famiy member f veated i ou offce.

Vinen i the chid last see the family dentist?

List any sports, hobbes or musical nstruments played

Reasan for

RELEASE OF INFORMATION: ( hereby give_D. John Nikolovski and/or members of his staff permission to
refease infarmation concerning me of my child's dental andior orthodontic health to the family physician. dentist
or any other dental specialist as is desmed necessary from time 1o time. Such information includes x-rays and
other diagnostic récards which pertain to the inilial condition, diagnosis, proposed treatment or treatment in
progress.

Signature of Farent or Legal Guardian Date



—

How Our Office Collects, Uses and Discloses Patients’ Personal Information

Our office understands the importance of protecting your personal information. To help you understand
how we are doing that, we have outlined here how our office is using and disclosing your information,
This office wil collect, use and disclose information about you for the following purooses:

o deliver safe and efficient patient care

To identify and to ensure continuous high quality service
To access your health needs, zcvise you of treatment options and provide health care

To enable us to contact you and to establish and maintain communication wih you

To offer and provide treatment, care and services in relationship to the oral and maxilofacial

complex and dental care generally
To communicate with laboratories in cases where laboratory services are required

To allow us to maintain communication and contact with you to distribute healthcare
information and to book and confirm appointments

To allow us to efficiently follow up for treatment, care and billing

For teaching and demonstrating purposes on an anonymaus basis

1o complete and submit dental claims for third party adjudication and payment

To comply with legal and regulztory requirements, including the delivery of patients’ charts and
records to the Royal College of Dental Surgeons of Ontario in a timely fashion, when required,
according to the provisions of the Regulated Health Professions Act (RHPA)

To comply with agreements/undertakings entered into voluntarily by the member with the
Royal College of Dental Surgeons of Ontario, including the delivery and/or review of patients’
charts and records to the College in a timely fashion for regulatory and monitoring purposes
To permit potential ourchasers, practice brokers or advisors to conduct an audit in preparation

for a practice sale

To deliver your charis and records to the dentist's insurance carrier to enable the insurance
company to assess liability and qualify damages, if any.

To prepare materials for the Health Professions Apeal and Review Board (HPARB)

To invoice for goods and services, process credit card payments and collect unpaid accounts
To assist this office to comply with all regulatory requirements

To comply generally with the law

Initial:



By signing the consent section of this Patient Consent Form, you have agreed that you have given your
informed consent to the collection, use and/or disclosure of your personal information for the purposes
that are listed. If a new purpose arises for the use/or disclosure of your personal information, we will

seek your approval in advance.

Your information may be accessed by regulatory authorities under the terms of the Reguiated Health
Professions Act (RHPA) for the purposes of the Royal College of Dental Surgeons in Ontario fulfiling its
mandate under the RHPA, and for the defence of a legal issue.

Our office will not under any conditions supply your insurer with your confidential medical history. In
the event this kind of request is made, we will forward the information directly to you for review, and
for your specific consent.

When unusual requests are received, we wil contact you for permission to release such information. We
may also advise you if such release is inappropriate.

You may withdraw your consent for use or disclosure of your personal information and we will explain
the ramifications of that decsion, and the process.

Patient Consent

| have reviewed the above information that explains how your office will use my personal information,
and the steps your office is taking to protect my information.
1 agree that Dr. John Nikolovski and his staff can collect, use and disclose personal information sbout

as set out above in the information about the office’s privacy policies.

Signature Print Name

Date Staff Signature (Witness)



