YOU MAKE ME SMILE YOU MAKE ME SMILE N/
HEALTH HISTORY DE NTAL(?}

gr—

Name: Mr/Mrs/Miss/Ms/Dr. :

Address: City: Postal Code:
Home #: Cell#: Business#: Email:

D.0.B.: How did you hear about our office:

Name of Family Doctor: Phone #:

In Case of Emergency, We should notify:

Name: Relationship: Phone #:

Dental History:
What is the reason for today’s visit? When was your last dental visit?

Are your teeth sensitive to: DCoId DSweet DHeat DOther

Do your jaws crack or pop when you open widely? Yes/No

Do you grind or clench your teeth? Yes/No

Medical History:  Are you currently receiving care? Yes/No  If yes, nature of care:

Have you ever been hospitalized? Yes/No Explain:

Please list any medications you are currently taking and dosages, including any dietary or herbal supplements, and for what purpose.

1. Reason:
2. Reason:
OR Name of Pharmacy: Pharmacy phone #:

Have you ever taken prolonged medical or non-medical drugs? Yes/No Which:

Are you taking any of these medications?

Pre-medication before dental treatment? | No | Yes | Tagamet® (cimetidine) or Prilosec®’ (omeprazole)? No Yes
Antacids? No | Yes Cardizem® (diltiazem) or Calan, Isoptin® (Verapamil)? No Yes
St. John’s Wort or Kava-Kava? No | Yes Serzone® (nefazodone) No Yes
Dilantin® or Tegretol® No | Yes Diflucan® (fluconazole) or Sporonox® (itraconazole) No Yes
Barbiturates (any) No | Yes Biaxin® (clarithromycin) No Yes
Have you been treated with Bisphosphonate drugs (Fosamax®, Aredia®, Zometa®, Actonel®, Boniva®, Reclast) or Prolia? If so, when | No Yes
did the treatment begin? When did the treatment end?

Have you ever taken any prescription drugs such as fen-phen for weight loss? No Yes
Do you consume grapefruit juice, grapefruits or grapefruit extract? No Yes

Page | 1




Are you allergic or have you had a reaction to:

Local anesthetics or epinephrine? Yes/No Which: Aspirin, Ibuprofen or Tylenol? Yes/No Which:
Penicillin or other antibiotics? Yes/No Which: Latex or Metals? Yes/No Which:

Codeine, Valium®, Hydrocodone, Oxycodone or other sedatives? Yes/No Which:

Women:

Are you pregnant? Yes/No If no, are you planning a pregnancy in the near future?  Yes/No
Are you a nursing mother? Yes/No Are you taking birth control pills? Yes/No

For the following questions circle yes or no. Your answers are for our records only and will be confidential. Please note that during your
initial visit you will be asked some questions about your response. Our team may ask additional questions concerning your health.

Blood Disorders? No Yes Hepatitis, Any Form No Yes
Arthritis, Rheumatism or other inflammatory disease? No Yes Joint Replacement? When placed? No Yes
Asthma, COPD or other Lung Diseases No Yes Kidney Disease No Yes
Abnormal Bleeding from a cut? No Yes Liver Disease (including Jaundice) No Yes
Cancer or Tumor? No Yes Sore/Enlarged Lymph Nodes No Yes
Diabetes No Yes Psychiatric Therapy No Yes
Emphysema or other Respiratory/Lung llinesses No Yes Previous Biopsies No Yes
Epilepsy No Yes Radiation or Chemotherapy Treatment No Yes
Fainting or Dizzy Spells No Yes Renal Dialysis No Yes
Glaucoma No Yes Slow-Healing Mouth Sores No Yes
Previous Bacterial Endocarditis No Yes Unintentional Weight Loss/Gain No Yes
Heart Valve (artificial) or Heart Transplant No Yes H.LV. Infection/AIDS or ARC No Yes
Congenital Heart Disease No Yes Venereal Disease No Yes
Heart Disease, Heart Attack, Heart Surgery, Angina No Yes Do you Smoke? How Much? No Yes
Heart Stent? When placed? No Yes Recurrent llinesses No Yes
Abnormal Blood Pressure? Yes/No “high blood pressure” or “low blood pressure”?

Additional medical information:

Patient (Print Name) Patient/Guardian Signature Date
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Anti Spam Consent

You Make Me Smile Dental Centre has the ability to communicate with our patients via text and/or emails,
of upcoming appointments or any futures events or news happening at You Make Me Smile Dental Centre.
While we do not consider these communications to be “spam”, they are nonetheless considered to be
electronic messages by Canada’s new anti-spam law.

Please note you can unsubscribe from messages we send anytime by simply clicking “unsubscribe” at the
bottom of the bottom of the emails, or the Word STOP on any text message you receive.

By signing you give You Make Me Smile Dental Centre and staff consent to communicate with you via email
and/or text.

Patient’s Signature:

Date:

Insurance (patients with insurance)

| hereby authorize the release of information contained in the claims to be submitted electronically to my
insuring company and | authorize direct payment to You Make Me Smile Dental Centre for the benefits
from claims submitted electronically.

Patient’s Signature:

Date:

Page | 3



YOU MAKE ME SMILE N/

YOU MAKE ME SMILE ENTAL(\\}
RECORDS RELEASE AUTHORIZATION A CENTRE~"

Requesting from (previous dental office):

Patient(s):

l, , authorize your office to release pertinent records or
information, for me and my family, to You Make Me Smile Dental Centre, whose address appears
below.

Please provide the following:
Initial Examination date (01101, 01102, 01103)
Last Recall Examination (01202)
Light Scaling/Polishing (11111, 11101)
Date of last panorex (02601)

Please send all radiographs taken within the last two years.

SIGNED THIS DAY OF , 20

PATIENT/GUARDIAN SIGNATURE

Please send the requested records via e-mail to dryounes@youmakemesmile.ca
You Make Me Smile Dental Centre
96 Division St
Trenton, ON K8V 4W8
T: 613-394-2090 F: 613-394-4499
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YOU MAKE ME SMILE W/
YOU MAKE ME SMILE DENTAL(\D
N
PRIVACY CONSENT | | e TR
For Collection, Use and Disclosure of Personal Information

Privacy of your personal information is an essential part of our office providing you with quality care. We
understand the importance of protecting your personal information. We are committed to collecting,
using and disclosing your personal information responsibly. We also try to be as open and transparent as
possible about the way we handle your personal information. It is important to us to provide this service
to our patients.

In this office, the Privacy Information Officer is: Dr. Raed Younes

All staff members who come in contact with your personal information are aware of the sensitive nature
of the information that you have disclosed to us. They are all trained in the appropriate uses and
protection of your information.

In this consent form, we have outlined what our office is doing to ensure that:
¢ only necessary information is collected about you;
¢ we only share your information with your consent;

¢ storage, retention and destruction of your personal information complies with existing legislation, and
privacy protocols;

e our privacy protocols comply with privacy legislation, standards of our regulatory body and the law.
Do not hesitate to discuss our policies any member of our office staff.

Please be assured that every staff person in our office committed to insuring that you receive the best
quality care.

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 below how our office is using and disclosing your information.

This office will collect, use and disclose information about you for the following purposes:
* To deliver safe and efficient patient care

¢ To identify and to ensure continuous high quality service

* To assess your health needs

* To provide health care

¢ To advise you of treatment options

¢ To enable us to contact you
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¢ To establish and maintain communication with you
¢ To offer and provide treatment, care and services
¢ To communicate with other treating health-care providers, including specialists and referring doctors

¢ To allow us to maintain communication and contact with you to distribute health-care 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 anonymous basis
* To complete and submit claims for third party adjudication and payment

¢ To comply with legal and regulatory requirements, including the delivery of patients' charts and
records to governing bodies in a timely fashion, when required, according to the provisions of the
Regulated Health Professions Act

* To comply with agreements/undertakings entered into voluntarily by the member with governing
bodies, including the delivery and/or review of patients' charts and records in a timely fashion for
regulatory and monitoring purposes

¢ To allow potential purchasers, practice brokers or advisors to conduct an audit in preparation for a
practice sale

¢ To deliver your charts and records to the office's insurance carrier to enable the insurance company to
assess liability and quantify damages, if any

* To prepare materials for the Health Professions Appeal and Review Board (HPARB)
* To invoice for goods and services

¢ To process credit card payments

¢ To collect unpaid accounts

¢ To assist this office to comply with all regulatory requirements

¢ To comply generally with the law

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 and/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 Regulated Health
Professions Act (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 a request is made, we will forward the information directly to you for review, and
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for your specific consent. When unusual requests are received, we will contact you for permission to
release such information. We may also advise you if such a release is inappropriate.

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

| 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.

| know that your office has a Privacy code, and | can ask to see the Code at any time.

| agree that Dr. Raed Younes D.D.S can collect, use and disclose personal information about

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

SIGNED THIS DAY OF , 20

PATIENT SIGNATURE

WITNESS

Minors Only:

If the person indicated above is under age 18, parent or guardian should sign here:
l, , parent or guardian, hereby consent to the foregoing.
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YOU MAKE ME SMILE YOU MAKE ME SMILE W/
ENTAL s (S

COMMITMENT LETTER
_CENTRE

Our Commitment

At You Make Me Smile Dental Centre, we are committed to excellence. We feel that you deserve
nothing less when it comes to your health. We use the best materials and techniques available in order
to provide you with the quality you have come to expect from us.

We believe that our relationship with you, as with all relationships, needs open and clear
communication. We will try to communicate all of your dental needs and estimate your financial
information as soon as it becomes evident. We want you to be as informed as possible to help you in
your decisions concerning your dental health.

We understand how valuable your time is, so we make every effort to remain on time. We do not
double book our appointments. We feel that you deserve our complete and focused attention so that
we may provide the best care possible. Your reserved time is exclusively yours.

Your Commitment

We want you to be comfortable with our team. If you ever have any questions about your dental
treatment, financial or insurance questions, or any concerns at all, we ask that you notify us as soon as
possible. We will be glad to clarify any uncertainties that may arise.

Your portion of your treatment is expected at the time of your services. For your convenience we do
accept many forms of payment including, cash, check, Visa, Mastercard, American Express, and we also
offer third party financing, which includes both interest free programs and extended financing.

Your scheduled appointment is reserved exclusively for you. We have a 48 hour cancellation policy in
order to provide you with this personalized attention. We understand that circumstances may arise that
require an appointment to be rescheduled. We are happy to change your appointment time if a 48 hour
notice is given. If sufficient notice is not given, your account will automatically be charged a $50 missed
appointment fee. We ask that you make every effort to keep your reserved time.

SIGNED THIS DAY OF , 20

PATIENT SIGNATURE

WITNESS

Minors Only:
If the person indicated above is under age 18, parent or guardian should sign here: |,
, parent or guardian, hereby consent to the foregoing.

Page | 8



YOU MAKE ME SMILE YOU MAKE ME SMILE W/
ENTAL s (S

MEDIA RELEASE FORM
_CENTRE

l, , grant to You Make Me Smile Dental Centre and its
affiliates, successors and assignees, and any person acting under their permission and authority the
unqualified right, privilege and permission to use my name” as well as reproduce in any manner or form,
publish, republish and circulate photographs, videos, slides, transparencies and recordings of my voice
or any other image as may be necessary of me, with or without my given name, or with a fictitious name
for advertising, education, or any other lawful purpose.

I, for myself, as well as my heirs, executors, administrators, and assigns, hereby remise, release, and
discharge You make Me Smile Dental Centre from any and all claims of any kind whatsoever on account
of the use of such photographs, videos, slides, transparencies, and recordings of my voice, including but
not limited to any and all claims for damages for libel, slander, and invasion of my right of privacy.

| understand that You make Me Smile Dental Centre uses such materials to record the effects of
treatment before, during and after rendition of dental services to demonstrate results to myself and
other patients. | also understand that the materials may reveal my identity and in certain instances,
reveal all or parts of my teeth, smile and face.

I acknowledge the photographs, videos, slides, transparencies and recordings of my voice or any other
image may use to illustrate results of specific procedures in types of media including but not limited to
internet, newspapers, magazines, television and other professional publications (dental magazines and
journals). | grant You make Me Smile Dental Centre the right to duplicate such photographs for existing
and prospective patients. | further acknowledge that | have no interest whatsoever in any professional
fees derived by You make Me Smile Dental Centre from the subsequent performance of professional
services for the person or persons who view my photographs. | do not expect compensation, financial or
otherwise, for the use of these photographs.

SIGNED THIS DAY OF , 20

PATIENT SIGNATURE

WITNESS

Minors Only:

l, , parent or guardian, hereby consent to the foregoing.

*PLEASE NOTE: FULL NAMES WILL NOT BE DISCLOSED ON OUR WEBSITES OR PUBLICATIONS.
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