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Welcome to the Touraine Dental Clinic

10 minutes have been scheduled in your appointment to complete this questionnaire.

                                                                                                                                                                             Yes   No

 1- What medications have you taken in the last 6 months? (Use the back if necessary)
____________________________________________________________________________________________________________________________________________________________________________

Do you take natural products?

______________________________________________________________________________________

 2- Do you have heart problems:                     Yes No

(
(

( Heart attack (Angina
        ( Heart murmur

(Arrhythmia
(heart valve
(Pace maker



(Other
Note: ________________

 3- High / Low blood pression
(
(


Last measure: ______\______



Date ______\______\______

 4- Rheumatic fever (heart valves)
(
(
 5- Prolonged bleeding, contusion
(
(
 6- Anemia
(
(
 7- Frequent colds or sinusitis
(
(
 8- Respiratory disorder
(
(
 9- Digestive disorder
(
(
10- Stomach ulcer
(
(
11- Liver problem (hepatitis or cirrhosis)
(
(
12- Kidney disorder
(
(
13-Venereal disease (STD)
(
(
14-Diabetes
(
(
15- Thyroid disorder
(
(
16- Skin disease
(
(
17- Eye problem (e.g. glaucoma)
(
(
18- Arthritis
(
(
19- Epilepsy
(
(
20- Nervous disorder
(
(
21- Earaches
(
(
22- Dizziness, fainting
(
(
23- Frequent headaches
(
(
24- Hay fever
(
(
25- Asthma
(
(
26- Tobacco, drugs, alcohol
(
(
27- Joint prostheses (hips, knees)
(
(
28- Hereditary disease
(
(
29- Have you ever undergone radiation therapy and/or     chemotherapy?
(
(

Note: _____________________________

30- Are you HIV-positive or have AIDS
(
(
31- Reactions to the following products
(
(

( Food
( Penicillin
(Aspirin



( Iodine
( Sulfonamides
( Codeine

         ( Local anesthetic



( Others________________________

32- Hospitalized and/or undergone non-dental 

surgery
(
(

Specify: _________________________


_________________________________

33- Are you pregnant?
(
(
34- Do you take birth control?
(
(
35- Your last visit to the dentist was in
Date: _____________________________________ Reason: ____________________________________ Dentist: ___________________________________



36- Have you ever received:

              yes no

● Oral hygiene demonstration
(
(

● Gum treatment
(
(

● Fillings 
(
(

● Root canal treatment
(
(

● Orthodontics
(
(

● Crown / Bridge
(
(

● Surgery/extraction
(
(

● Dental implants
(
( 
● Complete/partial prostheses
(
(


Date:​​​​_____________

37- You are annoyed by the following problems:


( Aesthetic problems

( Feeding problems (soft)

( Pain


( Instability of a denture


( upper    ( lower  


( Fear of losing my prosthetics in public

( Concern about gum resorption

( Other ____________________________

38-
How did you hear about us?
________________________________________

39-
What could make your visit to the dentist more enjoyable?
________________________________________
________________________________________

40- Recall appointment: we want to know the best way to communicate with you for your reminders


      (Telephone 


( Email
If you would like to be contacted by email, please write it down in printed letters: __________________________________________

41- Policy of missed appointments without notice: 


Without 48-hour prior notice:



1st time: you receive a notice 

2nd time: you receive a $60 bill
I, the undersigned, declare that I have read, understood and answered the medical-dental questionnaire to the best of my knowledge. I hereby undertake to notify you of any changes in my health. I authorize the preparation of my dental record, its follow-up, as well as my inclusion on the recall list of the treating dentist.
Accordingly, to Law 25 about personal information: In the eventuality that the Clinique Dentaire Touraine needs to send my personal data, radiological, digital folder, photographies or impressions to insurance companies, dental laboratories, pharmacists, and all other sources who require that information. I authorize Dr. Galvan and the Clinique Dentaire Touraine to proceed to give my report. I am aware that an information leak can be possible despite all the precautions taken. Therefore, I exempt Dr. Galvan and the Clinique Dentaire Touraine from all legal responsibility for a possible information leak in the future. 
I have been informed that my file will be kept in the office at all times and that the dentist and his auxiliary staff will have exclusive access to it. I was also informed of my right to review my file, request a correction, and remove myself from the recall list. I authorize the dentist to contact my doctors and pharmacist to assess my health better.

                                                                       
Date: _____\_____\______

                        Patient's signature
I acknowledge that I have read the responses to this questionnaire and have taken the measures.
                                                                        
 Date: _____\_____\______
                        Dentist's signature
Our mission
In a continuous context of global health innovation, we take the time to surprise you with our hearing and discretion, while creating the desired relationship of trust, in a relaxed atmosphere.

To be filled out by the dentist


ASA : ______                 Rx : ________________________


TA : ______\_______     Pulse : ______________________
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