
NIPAWIN DENTAL CENTRE - NEW PATIENT HEALTH HISTORY FORM

Please spend a few minutes completing this New Patient Health History Form, Once complete, click on the Submit Button. This information will then be 

Title: Pronunciation:

Address: Address 2:

Preferred Name:

Home #: Email:

Other Phone: Contact Method: Sask Health Card #:Work #:

Occupation:

Emerg. Contact:

Emerg. Relation:

Phone:

Yes No Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes No

Yes No

problem, please describe: of your oral hygiene habits:

dentist’s name and location:

Are you happy with the appearance of your 

Date of your last 
teeth cleaning

Date of your last 

Date of your last 

DENTAL INFORMATION

Dental professionals primarly treat the area in and around your mouth, but since your mouth is part of your body, any medication you are taking and 

MEDICAL INFORMATION

Yes No
please enter their name, phone number, and the date 

Yes No

Yes No



Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No
Yes No
Yes No

CHILDREN ONLY

INSURANCE INFORMATION

Yes No Yes No

Anemia

Arthritis/Gout

Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No

Yes NoDo you use any form of tobacco or

Yes NoAre you dependent on alcohol or drugs
Yes No
Yes NoDo you use any recreational drugs

Yes No
Yes No

Yes No

Asthma

Blood Disease

Bruise Easily
Cancer
Chemotherapy

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No
Yes No
Yes No

Chest Pains

Circulation Problems

Diabetes

Emphysema

Fainting

Glaucoma

Heart Attack/Failure

Heart Murmur
Heart Pacemaker
Heart Surgery

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No
Yes No
Yes No

Hemophilia

Hepatitis A

Hepatitis B or C

High Blood Pressure

Kidney Problems

Lung Disease

Organ/Medical Transplant

Sickle Cell Disease
Stroke
Tuberculosis

Please enter details or any further information. 

it at the end.

Antibiotics
Aspirin
Codeine
Sulfites
Local Anaesthetic

Other

please list them below.

Please list any medical conditions or illnesses the child has recently had.This can include measles, strep throat, tonsillitis

Subscriber Name:

Insurance Name:

Policy Number: Policy Description:

Subscriber ID #:

Insurance Name:

Policy Number: Policy Description:

Subscriber ID #:

Primary Insurance Secondary Insurance

Relationship: Subscriber Name: Relationship:



CANCELLATION POLICY

ELECTRONIC CLAIM AUTHORIZATION

 If for any reason you 

client who may be waiting for an opening. 
fee, amount of the fees is dependent on the length of the appointment.

I understand that Nipawin Dental Centre (Dr. A. M. Sproat) has invested in the technology to submit my claims electronically 
in

Signature:Name: Date:

PERSONAL INFORMATION PATIENT CONSENT FORM

We collect information from our patients such as names, home addresses, work addresses, home telephone numbers, work telephone numbers, and 

To send patients informational material about our dental practice.

Signature:Name: Date:

reimbursement or payment of all or part of the cost of dental treatment or has asked us to submit a claim on the patient's behalf.
Financial information is collected for payment processing purposes. it is not shared with third parties without your consent, unless permitted by law for 
outstanding bill collection purposes.

dental treatment.
Patients' Medical Information is disclosed:

College of Dental Surgeons of Saskatchewan 

or part of the cost of dental treatment or has asked us to submit a claim on the patient's behalf.
With the consent of the patient, to other dentists and dental specialists, or to other health care professionals.


