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         Dr. Brent Nickolaychuk

WELCOME TO OUR PRACTICE!

In order for us to offer you the best possible care, and most relevant insurance forms, we ask that you complete all pages pertinent to 

your personal situation.

All information will be kept in strict confidence.




Patient Information:





Name:____________________________________      Sex:   M   F


                         (First & Last)





Mailing Address: __________________________     City: _______________ Province:  ______





Postal Code: ________________                              Birthdate: __________________ 





Phone # we can call during business hours: _________________  (home, work, or cell)


											    (pls circle one)





Home Number: _________________ Work: __________________ Cell: ___________________


								


Email: ___________________________________                    School: ______________________


               (This is where email reminders will be sent to)				 (if applicable – university student)


Other family members seen by Dr. Nickolaychuk: ���  ____________________�����____________


								      							      �����������________________________________	





Do you receive funding through? 


First Canadian Health – Identification number: _____________________


Social Assistance – Identification number: __________________________ 


Cleft Lip/Palate Clinic – Manitoba Health Number: __________________


Manitoba Public Insurance – Claim Number: ________________________





Marital Status (please circle) single  Widowed  Married  Divorced  Separated  Partnered








Patient: 





Employer: ______________________  Do you have dental insurance?  Y N 





Insurance Company: ________________________  Plan/Policy/Group Number: _______________________





Personal Identification number/ID number/Certificate Number: _________________________________ 











Spouse: first & last name: __________________________________  Birthdate: ___________________________





Employer: _____________________  Do you have dental insurance? Y N 





Insurance Company: __________________________ Plan/Policy/Group Number ________________________





Personal Identification number/ID number/Certificate number:____________________________________





Insurance Information: A dental insurance policy is a contract between you and the insurance company.  Our professional services are rendered and charged directly to the patient or responsible party.  The person responsible for the account is responsible for payment of all fees incurred.  We will gladly assist you in submitting insurance claims pertaining to any charge for care in our clinic.  





Patient Signature: _______________________________  Date: ____________________________________


I understand that the information given today is correct and to the best of my knowledge and that it is my responsibility to update any personal information if there are any changes. 








Thank you for taking the time to give us the up-to-date information for our medical chart.  


Please return the completed form to the front desk.
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Medical History                                                        Dental History





Physician’s name:________________________                        Dentist’s Name: _________________________


Birth Defects?                                                          Y N         How long have you been going to the above


Past operations and/or hospitalization?            Y N         dentist? ______ yrs _______months 


Past facial trauma?                                                  Y N         How often do you go to your dentist?


Past or currect bleeding disorders?                    Y N         ___Regular checkups___Infrequently


HIV/AIDS?                                                                   Y N         ___Emergencies Only


Hepatitis?                                                                  Y N         When was your last dentist appointment? 


Past or current allergies?                                       Y N         _________________________________________


Tonsils or adenoids removed?                              Y N         Trauma to your teeth? Y N 


Currently under physician’s care?                        Y N                                                  PAST         CURRENT


Currently taking medications?                              Y N        Thumb or finger 


Emotial/psychological problems?                        Y N        sucking?                           Y N                Y N


Mouth breathing?         Y N                Y N                             Speech problems?         Y N                Y N


Please explain all “yes” answers: ___________                    Tooth grinding or           Y N                Y N


____________________________________________                   clenching?                        Y N                Y N


        Difficulty chewing?         Y N                Y N


                                                                                                   Other jaw problems?      Y N                Y N


                                                                                              


Please help us better understand you reasons for seeking an orthodontic consultation by clarifying the following information:


*My reason for seeking a consultation is: 


*If your teeth could be changed, how would you like them to be changed?


*If your  facial appearance could be changed, what would you change?


*Referred by:








