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APPOINTMENT CARDS
Date Dots Appointment System CUSTOM|ZED CREAT|UNS
Tooth Shaped Appointment Cards (an't find what you're looking for? Our graphic design team and
Die Cut Appointment Cards professional sales associates will work with you to create a
CHARTS unique design concept that is right for you.
Endodontic Charts
Wallet Charts
Orthodontic Charts and Forms
Periodontic Charts
5" x 8" Charts
8" x 10" Charts
8.5"x 11" Charts...
Triple Panel Charts
Chart Envelopes We are committed to working with our team and partners to incorporate
Hanging Pouches environmentally friendly business practices into our daily operations.
Panorex Mailing Envelopes We will continue to identify and act on opportunities to minimize
Post-Op Instruction Envelopes our impact on the environment.

Remittance Statement Envelope
Statement with #8 Window Envelope..

HEALTH QUESTIONNAIRES

5" x 8" Health Questionnaires

8.5" x 11" Health Questionnaires

8" x 15" Triple Panel Questionnaires
INSURANCE FORMS

S 72 A POSITIVE EXPERIENCE

0.D.A. Approved Standard Claim Fo

We are committed to offering you products and services that
Pre Treatment Forms

promote and grow your practice. Our friendly and knowledgeable
NAME BADGES customer service representatives are here to support you and

ORDER FORM answer any questions you may have.

STATIONARY
Appointment Sheets
Business Cards

COMPETITIVE SOLUTIONS

Building a successful practice requires making the right connections along
the way. When you partner with Medical-Dental Stationers Ltd., you gain
access to the power of a large North American organization with the
responsive service of a local professional. For more than five decades,
we've provided our clients with a resource for all their print and
promotional product needs.

MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865



BUSINESS CARDS

Dr. Ethan Miller
Dentist
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30 Rolark Drive
Toronto, ON M1R 4G2
t:416.661.3343

no.ST118

Dr. Ethan Miller

30 Rolark Drive
Toronto, ON M1R 4G2
T:416.661.3343

no. ST135

Dr. Ethan Miller | Dentist

30 Rolark Drive Toronto, ON
MIR 4G2
T:416.661.3343

no. ST106

Dr. Ethan Miller e Dentist

Helpful Understanding Affordable

30 Rolark Drive
Toronto, ON M1R 4G2
T: 416.661.3343

no. ST140

4  MEDICAL-DENTAL

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

LET US
DESIGN A
BUSINESS CARD
FOR YOU!

DR. ETHAN MILLER
DENTIST

30 ROLARK DRIVE
TORONTO, ON MI1R 4G2 ' /
T: 416.661.3343

y ﬂuf DR.ETHAN MILLER

no. ST102

T:416.661.3343
Dr. Ethan Miller
Dentist
30 Rolark Drive
Toronto, Ontario
MIR 4G2
no. ST141
30 Rolark Drive MATCH I NG
Toronto, ON MIR 4G2 LETTERHEAD AND
T: 416.661.3343 AND ENVELOPES
ARE AVAILABLE

no. ST116

BUSINESS CARDS

Size 3.5" x 2" - Printed on 10pt. white premium stock, one side
Quantity 250 500 1,000 2000 5000

Full Colour | 7300 | 7900 | 9400 | 14000 | 290.00
Prices are subject to change

1.800.668.1865



PROVIDE

MULTIPLE
REMINDERS
AT ONE TIME

Dr. Ethan Miller
30 Rolark Drive
Toronto, Ontario M1R 4G2
416.661.3343

HAS AN APPOINTMENT ON
AT

AT

AT

AT

IF YOU AREUNABLE TO KEEP THIS
APPOINTMENT PLEASE NOTIFY US
24 HOURS IN ADVANCE IN WHICH
/\ /\aw\ CASE NO CHARGE WILL BE MADE

THIS TIME IS RESERVED FOR YOU.

APPOINTMENT CARDS

Date Dots are customizable with your name and
address as well as your cancellation policy. Patients
can peel and stick Date Dots to their calendars on
the day of their appointment to keep the reminder
fresh.

Printed on 8pt. neon green paper with three
or four peel-off stickers on one side and a business
card printed on the second side. Date Dots cards
are available in quantities of 250, 500, 1000, 2000
or 5000.

IS DATE DOTS APPOINTMENT CARDS

o == 2"x3.5" - Printed double-sided on 8pt. flourescent green neon paper
Bl i 3o peel-off stickers.
e caen T Quantity J

Printed Two Sides
Prices are subject to change

250 500 1,000 2000 5000
| 9500 | 12500 | 160.00 | 265.00 | 530.00

MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865
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APPOINTMENT CARDS

Dr. Ethan Miller
30 Rolark Drive
Toronto, ON M1R 4G2
T: (416) 291-5574

M
Dr. Ethan Miller

30 Rolark Drive
Toronto, ON M1R 4G2
T. 416.661.3343

has an

M

has an appointment

Tk at

If

al at

at

This time is reserved for you.

If you are unable to keep this

appointment, please notify us
24 hours in advance.

Your next appointment with

DR. ETHAN MILLER

WILL BE ON AT

30 Rolark Drive
Toronto, ON M1R 4G2
416.661.3343

MEDICAL- DENTAL

no. 9K - Appointment Card - 3.5" x 2"

HAS AN APPOINTMENT ON

AT AM. P.M.

Dr. Ethan Miller
30 Rolark Drive, Toronto, ON M1R 4G2
416.661.3343
THIS TIME IS RESERVED FOR YOU. IF YOU ARE UNABLE TO

KEEP THIS APPOINTMENT PLEASE NOTIFY US 24 HOURS
IN ADVANCE IN WHICH CASE NO CHARGE WILL BE MADE.

no. 98 - Appointment Card - 3.5" x 2"

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

Give your practice the attention it deserves with these distinctive
appointment cards. Clients will not only remember their appointment,
but will enjoy the unique presentation. Printed on premium quality,
pastel card stock. Available in six pastel colours: blue, green, yellow,
ivory, salmon, cherry.

MAKE YOUR CARDS
yellow ivory salmon STAND OUT BY
ON COLOUR
green blue cherry CARDSTOCK

SMALL DIE CUT TOOTH SHAPED APPOINTMENT CARDS - SMALL

Quantity 250 500 1,000 2000 5000
Full Colour / White Stock | 102.00 | 135.00 | 195.00 | 290.00 | 475.00
Black ink / White Stock 90.00 | 125.00 | 160.00 | 275.00 | 344.00
Colour stock available at extra charge. Prices are subject to change.

LARGE DIE CUT TOOTH SHAPED APPOINTMENT CARDS - LARGE

Quantity 250 500 1,000 2000 5000
Full Colour / White Stock | 102.00 | 135.00 | 195.00 | 290.00 | 475.00
Black ink / White Stock 90.00 | 125.00 | 160.00 | 275.00 | 344.00
Colour stock available at extra charge. Prices are subject to change.

Dr. Ethan Miller
30 Rolark Drive
Toronto, ON M1R 4G2
416.661.3343

HAS AN APPOINTMENT ON

This time is reserved for you.
If you are unable to keep this
appointment please notify us
24 hours in advance in which
case no charge will be made.

no. 9A - Appointment Card - 2" x 3.5"

APPOINTMENT CARDS

Size 3.5" x 2" - Printed on 110lb white chart stock with black ink

Quantity 250 500 1,000 2000 5000
Black ink | 6000 | 6500 | 7000 | 9200 | 195.00
Colour stock available at extra charge. Prices are subject to change.

1.800.668.1865



DIE CUT APPOINTMENT CARDS

DR. ETHAN MILLER
OZ 30 Rolark Drive
& Toronto, Ontario M1R 4G2
g Tel: 416-661.3343
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Dr. Ethan Miller
30 Rolark Drive
Toronto, Ontario M1R 4G2

Tel: 416.661.3343

&
>

has an appointment on
has an appointment on

at.

Jnich ©ase no ch g, ~

at.

at.

This time is reserved for you. HOU AD
If you are unable to keep this appointment ROTIFY US 24 HOURS IN
please notify us 48 hours in advance in
which case no charges wil be made.
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no. FS018 - Smiley Face no. FS005 - Tooth Paste no. FS003 - Apple

Dr. Ethan Miller
30 Rolark Drive,
Toronto, ON MIR 4G2
HIEERERES Dr. Ethan Miller

30 Rolark Dr., Toronto, ON M1R 4G

416.661.3343

at.

If you are unable to keep this appointment please
notify us 48 hours in acvance. Tel 416,661,343

at has an appointment on

at

This time is RESERVED for you.
Ifyou are unable to keep this
appointment please notify us
48 hours in advance.

no. FS054 - Golf ball no. FS017 - Smile no. FS052 - Running Shoe

M

has an appointment on

has an appointment on

at.

at.

DR. ETHAN MILLER
30 Rolark Drive
Toronto, Ontario MIR 4G2
T:416.661.3343

This time is ou. If you are unable to keep

DR. ET HAN MILLER 7 neisesenvedor you. Ifyouare unable
30 Rolark Drive, Toronto, ON M1R 4G2 tokeep this appointment please notify us 48 hours
tel: 416.661.3343 inadvance in which case no charges will be made.

in which case ¢

no. FS007 - Dental Floss no. FS055 - Chatter Teeth no. FS008- Tooth Brush

Dr, Ethan
Miller says

"You have an

III

appointment

DIE CUT APPOINTMENT CARDS - 3" X 4" - 110L
Quantity 250 500 1,000 2000 5000

) ot motfy s 46 hours I acvance Full Colour 10200 | 13500 | 19500 | 290.00 | 475.00
g 30 Rolark Dr., Toronto, ONM1R4G2 Tel: 416.661.3343 Black ink 90.00 125.00 160.00 275.00 344.00

Prices are subject to change.
no. FS050- Appointment Card

MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865 7



NAME BADGES

Engraved name badges with safety-lock pins, or magnetic attachment.
Choose from a variety of brilliant colours, each with a satin smooth finish.
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Minimum 2 badge order.

DR. ETHAN MILLER

#200 White with Black Lettering

DR. ETHAN MILLER

#201 White with Green Lettering

DR. ETHAN MILLER

#202 White with Red Lettering

DR. ETHAN MILLER

#203 White with Blue Lettering

DR. ETHAN MILLER

#205 Ivory with Brown Lettering

DR. ETHAN MILLER

#210 Black with White Lettering

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

DR. ETHAN MILLER

#217 Black with Yellow Lettering

DR. ETHAN MILLER

#226 Blue with White Lettering

DR. ETHAN MILLER

#240 Brown with White Lettering

DR. ETHAN MILLER

Burgundy with White Lettering

#251

DR. ETHAN MILLER

#257 Green with White Lettering

DR. ETHAN MILLER

#269 Silver Grey with Black Lettering

NAME BADGES

2.5"x7/8" Each
Safety Pin Backing $25.00
Magnetic Backing $30.00

Prices are subject to change.

1.800.668.1865



Dr. Ethan Miller
30 Rolark Drive
Toronto, ON M1R 4G2
416.661.3343
For
Address.
Date S
B
0O Label Refil ___ Times
no. R01
Dr. Ethan Miller
30 Rolark Drive
Toronto, ON M1R 4G2
416.661.3343
For
Address
R/ Date
Refil ____ Time: ____ DaysApart Do Not Repeat ____
no. R02
Dr. Ethan Miller
30 Rolark Drive
Toronto, ON M1R 4G2
416.661.3343
For
Address
Date ____/___/
R
Sgnature No Substitution O Please Label O
I Repeat 4 | s NR
no. R03

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

PRESCRIPTION PADS

Dr. Ethan Miller
30 Rolark Drive
Toronto, ON M1R 4G2
416.661.3343
R Date  /___ /
than Miller
olark Drive
, ON M1R 4G2
.661.3343
no. RX55
PADS ARE
AVAILABLE AS
SINGLE SHEETS ’
ORZPARTNGR
R
DON'T SEE YOUR
PREFERRED REPEAT s,
OPTIUN? LETUS [RePeaT] 1] 2 [ 3 [ 4 | 5] %]
CREATE IT FOR YOU!

no. RX56

PRESCRIPTION PADS
RX55 - 4" x 6" - 125 Sheets per pad

Quantity 3Pads 4Pads 5Pads 8Pads 16Pads 40 Pads
Single 125 Shts/Pad | 80.00 | 81.00 | 82.00 | 90.00 | 110.00 | 165.00
PRESCRIPTION SETS
RX56 - 4" x 6" - 2 Part NCR

Quantity 250 Sets 500Sets 1000 Sets 2000 Sets
2PartNCR125Sets | 12500 | 14500 | 193.00 | 285.00

Prices are subject to change.

1.800.668.1865
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APPOINTMENT SHEETS

| I | MONDAY TUESDAY WEDNESDAY
500 00 500
10 10 10
20 20 20
o o e O
50 50 s0
500 500 300
10 10 10
= 20 20 20
a0 e %
Ll 40
ps THURSDAY FRIDAY SATURDAY
E o0 i 300 5% T
10 10 10 10
20 20 20 20
a0 a0 30 a0
P 2 2 @ 2
— oo 7 500 500 To0
10 10 10 10
(e 2 2 2 2
2 30 30 a0
50 50 50 50
oo 1200 T O 1000 1000 1000
10 10 10 10
2 20 20 20
a0 a0 30 a0
a0 2 %0 0
50 50 50 s0
700 o0 00 o0
0 10 10 10
2 20 20 20
a0 O 30 a0 a0
40 w0 40 40
50 50 50 50
200 1 1200 1200 o0
0 10 10 10
2 20 20 20
a0 a0 a o
w0 2 40 20
50 50 50 s0
300 O 00 To0 Too
10 10 10 10
2 20 20 20
3 a0 a0 a0
P 40 o 40
s0 50 50 50
300 200 200 200
10 10 10 10
2 20 20 20
40 0 40 a0
50 50 50 s0
500 300 300 300
10 10 10 10
2 2 20 20
a0 a0 a0 a0
0 40 w 40
50 50 50 50
200 200 400 p—
10 10 o p—
20 20 20 —
30 a0 a0 JRE—
no.11B2 - Appointment Sheets 17" x 11" : 4 “ —
. 50 50 s0
500 500 500
10 10 10
O 20 20 20
20 a0 a0
0 4o 40
50 50 50
MONDAY TUESDAY WEDNESDAY
800 80 00 O
830 830 830
900 000 900
930 930 930
1000
THURSDAY FRIDAY SATURDAY
1030
800 800 800
1100
830 830 830
1130
200 200 900
1200
a0 930 930
1230
1000 1000 1000
1030 1030 1030
130 i
1100 100 1100 B
200 2
130 1130 a0 :
250 12:00 12:00| 12:00
O
1230 1230 1230
@30 1:00 1:00 1:00
400 1:30 1:30 1:30 @
i}
430 2:00 2:00 2:00 o
O E
5:00 @
230 230 230 3
£
530 a0 a00 300 g
; H
600 3:30 3:30 3:30 é
g
630 400 400 400 B
730 500 s00 500
800 530 530 530
. 600 ™ 500
O e
700

0-T1B45 - Appointment Sheets 17" x 11" - 17" x 11"- Printed on 24Ib white bond paper with green ink

O |l= Quantity 100 250 500
1182,11845-Double Sided | 9500 | 15000 | 195.00
Prices are subject to change

10  MEDICAL-DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865



APPOINTMENT SHEETS
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DOUBLE

SIDED

-

11B5

- Appointment Sheets 11" x 17"

O

O

DATE

TTTTT

[rwe

Ton
s

DOUBLE

245
{1100
115
11:30

W o Do Staonars L. Tl 416.661-354 TokFra: 1600668196

11B6 - Appointment Sheets 11" x 17"

MEDICAL- DENTAL

APPOINTMENT SHEETS

17" x 11"- Printed on 24Ib white bond paper with green ink

Quantity 100 250 500
1185, 1186-DoubleSided | 95.00 | 15000 | 195.00
Prices are subject to change

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865 1



INSURANCE FORMS

S i Li STANDARD DENTAL
DENTAL =J= Canadian Life and Health
ASGOTON =[= CLAIM FORM
Insurance Association Inc.
PART 1 DENTIST I T0HENAMEDGONTST A0 ATHGREE AN T0 STANDARD DENTAL
L1 ol CLAIM FORM
Ll A E
T " . - -
n
o K ' : " PLEASE PA
E 1 A - . 2 C
[ T i "
= e s : e ] SUBSCREBE;”
FOR DENTIST USE ONLY - FOR ADOTIONAL INFORMLATON, DAGHOSIS, PROCEDURES, O SPECIAL CONSIOERATIONS LUNDERSTAD AT THE FEES LITED W WS LM MAY NOTBECOVERD Y O Wt XCEED Y T 7 e
TS | VoS Annw\nmﬂmmumnmmmmvnmvnfmmrmwEm!kmmmm
CCURATE AND HAS BEEN CHARGED T0 EFOR ! = ——
mwczsmumu 7Or DENTIST S USE ONLY  FOR AGDITIONAL INFORMATION. DIAGNOSS. PROCEDURES. OR SPECIA INOERSTAND THAT THE FEES LISTED IN THIS CLAMI MAY NOT GE COVERED B 07 X
THORIZE RELEASE OFTHENFORITON CONTAINED W THS LA ORI O MY ISURING COUPANY CONSIDERATION ESTAND AT, M ENANGII LY REsp SRS LETO YO
o U ACUNSTIATIR, 1 ALS0 UTRORZETHE COUMUICTON o NEORAATON RELATED 0 i CVEbcE
OF SERVCES DESCRIBED 1 T FORM T0 THE NANED DENTST
w OFFIGEVERFICATION
GRTEOF SERVGE PO e ousticate roru O
o wo R 0T Toom vemsTs ABORATORY e —
o coor_ sumeaces it Chnae T oHARGES FOR CARRIR USE % Wi | 00T .
— i b 180t | SR oennists | LasomaTony ;
o mow | me | % PATIENTS SHARE DAY J:,m [om Sooe | races Ve Eirkee TOTAL ChaRGEs
I PaniEnTs swase
— — 1
CHEQUE O e =
GEDUETLE RN PAYS PP _
SeoUCTBLE
THSIS M ACCURTE SHHET o SERVCE e o [

AND THE TOTAL FEE DUE AND PAYABLE, E i
INSTRUCTIONS FOR CLAIM SUBMISSION
BEING A STANDARD FORM, TH FORM CARNOT

YOUR CERTIFCATEOR RO YOUR EMPLOY

1FY0U PLAN EDUIRES SUBMSSION DIRECLY T0 THE CARAIE,PLEASE SEND THS FORM WITH ALY PARTS 1, D 3 COMPLETED T0 THE CARERS APPROPRATECLAIS OFFCE
1FYOUR PLA REQUIES SUBMISSION T0 YOUR EWPLOVER,PLEASE DIRECTTH FORM 0 YOUR PERSONNEL DFICEPLAX ADWINISTRATOR WHO WL CONPLETE PARY 4 D FORNARD THE ORI TO THE CARRIR.

PART 2 - EMPLOYEE/PLAN MEMBER/SUBSCRIBER

TOTAL FEE SUBMITTED

THIS 15 AN ACCURATE STATEMENT OF SERVICES PER.
FORMED AND THE TOTAL FEE DUE AND PAVABLE. € & OF

INSTRUCTIONS FOR CLAIM SUBMISSION

TOTAL FEE SUBMITTED

$4OULD BE SENT. DEPENDING O WHO 5 THE GARRIER FOR YOUR PLAN YOU CAN

ey w11 ON 2 AND 3 COMPLETED 10 THE CARIER'S APPROPAIATE LA OFF G
G 70 YOUR PERSONNEL OF FIGEIPLAN ADVINISTRATOR WHO WILL COMPLETE PART

PART 2 — EMPLOYEE/PLAN MEMBER/SUBSCRIBER

OWISIONSECTION NO.

2 YOUR NAME (PLEASE PRINT)

1. GROUP POLICY PLAN M0 2 GROUP POLICY/PLAN NO. -

EMPLOYER YOUR GEAT.NO.OR S.L1. OR LD. N0 LR . toue cem 3 [ ]|

YOUR DATE OF BIRTH S

YOUR DATE OF BITH Ay wWowH Ve
AME OF INSURING AGENCY OR PLAN T N UG AGENCY O PN

PART 3 PTIENT INFORMATON

MENBERSUBSCRBER. pit D DERLS SEPERELE. Qwo Qs it e R s wo[] |
Qoo [ — oxeor o e |
O RV o GVE DATE O POR LACEMENT 0 AEASon Fon ecee. (110 Tl ves vasocarres ] * G OIS R A R O s
STUDEN, AT SO0 Qu O R e RS RS B || &
2. ARE ANY DENTAL 'COMPLETE TO THE BEST OF MY KNOWLEDGE. Y DENTAL BENEFITS OF /ICES PROVIDED UNDER THER GROUP -8 m,wi }N,,,‘r;j "‘" ""5 ¥iiiy
e oncorraun Qo s one S yee

PoLCY N0, ‘SPOUSE DATE OF BFTH OAYWONTH YRR poLCY No. SP0USE DATE OF BIRTH oatE ‘

ormen

EncY OR PLAN

PART 4. - POLICY HOLDER/EMPLOYER (FOR COMPLETION ONLY IF APPLICABLE. SEE ABOVE*)

PART 4 — POLICY HOLDER/EMPLOYER (FOR COMPLETION ONLY IF APPLICABLI

SEE ABOVE*)

YEAR DATE oay [ wmontH | vear
1 oare covg
‘ g [T T 11 [ |
Pr—— o o | o 2 e oepenoEnT coveneo [ I 1 i |
S ERATED oSN 3 oure remunaTeD 11 T

AL INFORVATION RECORDED ON THIS FORM 15 CONFIDENTIAL

COPYRIGHT 0313 ALL INFORMATION RECORDED ON THS FORM IS CONFIDENTIL

(DA Claim Form

& » STANDARD DENTAL PRE-TREATMENT FORM

Approved by the Ontario Dental Association

STANDARD PERIODONTIST PRE-TREATMENT FORM

R RN AT Approved by the Ontario Dental Association: the Ontario Society of Periodontists
[ TTTITITITI oz e[
REETS Toe TS oreE oo | v wo _ vean | oav =
ThSTNANE GIVEN NANE [ T] [T
e o
A 2 GvEN NavE
ADDRESS ner §
u . o
H s T AooRESS AP §
L prOV POSTAL CODE i : i
PHONE NO. R L
GENTISTS SGATUR N H
oF RE ¥ oomv PROV POSTAL CODE LA—
ADDITIONAL COMMENTS: U co 0 provide addiional nformation or HONE O, P ST SENATIRE
s descrplon perinent 1o he reatment pan
ADDITIONAL COMNENTS: Use 1 space o provide acionsl iormato or
s Gescrplon pertnent to the treaiment pian
Gincal Bxamaton: (Fo0 O s.
o s “
(Total oo Ol Radographs Fas Ony) s.
s
Oignosic Model:(Foo O s. “
Oter s
OtherRestrathe Srvos T Foo O s. "w
(Fee Ony). s L ) K
s ConsutstonTsstmantPlaig: Fosony—______
Tota oo $
« s.
argery: TotlFee Ol s W
Surgery: s
o Fo O s L
(Total Fee Ol K
ol ¢ L Occusl Adustment (Foo On .
(Give Fee per Tooth) | Orthodontic Services: (Toal Fee s. +L
s L
ot s " .
Toth s +
L - s
Toth s L N
(Total Fee Ony) s +Orgs s
s “ Core

Other Servics,including Crowns, Brdges and Dentures: Hemizs tooth,
service and protessional fee,but not commercial labcharge

: " Standard Periodontist Pretreatment Form

THIS SECTION TO BE COMPLETED BY PATIENT

S— INSURANCE FORMS

NavE

. R Quantity 250 500 1000 2000

S— Single Sheet - Blank 4500 | 6000 | 9500 | 145.00

. Single Sheet - Imprinted 12900 | 14000 | 175.00 | 225.00
- I I I 2 Part Carbonless - Blank 7800 | 10500 | 18000 | 320.00
‘TOTAL ESTIMATE §. Z’;Yf‘ﬁ;f . DAY WIH __VEAR ‘ RELATIONSHIP TO SUBSCRIBER

IS AN APPROXIMATION ONLY.

; 2 Part Carbonless - Imprinted | 150.00 205.00 270.00 445.00
i —— L R— 3 Part Carbonless - Blank 11500 | 13500 | 24500 | 475.00
3 Part Carbonless - Imprinted | 175.00 235.00 350.00 605.00
Prices are subject to change

S MARKED (H) WILL BE PERFORM

Pre Treatment Form

12 MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865



HEALTH HISTORY QUESTIONNAIRES < 5 X 8

Welcome o our OFFICE m
In order to render optimum health service, it is necessary to become with the \WEL COME o
vital information related to each patient. All information s strictly confidential. Although some “The following information i required by the dentist o thoroughly diagnose any condition and give you personal
questions may seem unimportant at the moment they may be vital in case of emergency. gy Yes No attention. Please fill out the form completely. This information is confidentia. —_—
PLEASE ANSWER EVERY QUESTION ON BOTH SIDES. oo . pletely. :
—
o o
PERSONAL INFORMATION
50! ORMATIO| oate oo PERSONAL INFORMATION Date (ann )
Day Month Year o o
Name oo Name 2
Address Date of Birth Age oo Bithdate  Day Month Year Age
o oo : P
City Home Phone oo Address: City >
o o Postal Code Phone
Postal Code Office Phone = s OAmualy  Other (il
Occupation Sex. Marital Status. Business Phone
oo ly or gum disease? Yes No I
Name of Employer Medical Doctor ly? oo Person responsible for account oo m
N N Quency of urination? oo . B
Name of person responsible for this account oo Marital status Occupation c/)
?
Do you have dental insurance? garding your medical oo Personal physician Phone ftures? YeDs go
Company Name  —
Policy No. % covered ealth? ~ oo MEDICAL HISTORY Yes No , abscessed teeth or a sore mouth? Yes No
1D # oo 1. Have you ever had a serious illness or are you currently under the care of a physician? oo o
Whom may we thank for referring you? 2. Have you had a medical examination in the last year? oo or nail biting? VeDS g"
N " y
ame n with a full series of 3. Do you use any medicine regularly? oo
Address oo Floss?
MEDICAL HISTORY Yes N done? —_— 4. Have you ever had any of the following? (Please circle) i
ok had " been hospitalized? E'S \:10 ) oo Jaundice, diabetes, high blood pressure, tuberculosis, lung disease, venereal disease, heart and extractions?
- Haveyouever had any seriousllness, operation, or been hospitalized? g after? el oo attack or heart disease, stroke, epilepsy, cancer, thyroid disease, kidney disease, mental or
Ifyes, explain patments? (Circle) nervous disease, arthritis or rheumatic fever, gastrointestinal disease, hepatitis, HIV/AIDS,
2. Areyou currently under the care of a physician for any problem? oo Full or Partial Denture joint replacement or sinusitis imonthly payments?
If yes, explain Bridgework
3. Have you had a medical examination within the last year? o o mouth? o o 5. Do you ever have asthma, hay fever, hives or skin rash? oo
If yes, any problems? st oo N N .
4. Are you presently taking any medicine, drugs, or pills? oo _ 6. Have you ever experienced any unusual reaction to local anaesthetic (freezing)? oo
If yes, what? . . 7. Have you ever experienced any unusual reaction to the following drugs? (Please circle) _
5. Doyou have or have you ever had any of the following? (Circle) oo Aspirin, penicillin, iodine, sulfanamide (sulfa), barbiturates (sleeping pills) or other medicine
Rheumatic Fever Liver Disease (Jaundice, Hepatitis)  Thyroid Disease
Heart Trouble Kidney Disease Lung Disease 8. Do you bruise easily or bleed abnormally? oo
High Blood Pressure Diabetes Asthma
Heart Murmur Epilepsy Blood Disorders 9. Do you have any blood disorders such as anaemia (thin blood)? oaQ
Venereal Disease Radiation or X-ray Therapy Anemia — N
Mental or Nervous Disease  Gastrointestinal Disease Cancer 10.Have you ever had any injury, surgery o X-ray therapy on your face or jaws? oo
g":" Replacement Sinusitis 11. Are you on a diet? Physician’s orders or self-imposed? oo
ther
— r office on sound principles so that we —
6. Doyouhave any alergies oo Errupted treatment, Remember that once 12. Isthere any history of family disease? oo
Exp\allln S — oo is reserved for you; therefore at least If so, what
7. Areyouallergic to any medicine or drug? absolutely necessary.
" 13. Women Only. Are you pregnant? oo
If yes, explain h visit as they are performed. However, in
8. Have you ever had freezing (local anaesthetic) in your mouth? oo \ay be made by consulting the doctor. EM-DEE 5A83 (REV 2009)
Any ill effects from it? oo are charged directly to the patient and
PLEASE TURN OVER of bills on their accounts. We will prepare
benefits from insurance companies.
Patient’s Signature
EM-DEE 5A50 (REV 2010) W ecical-Dental Stationers L., Tel: 416-661-3343 Tol-Froe: 1-800-668-1865
. f " " : . . " " :
no. 5A50 - Form Health Questionnaire - 5" x 8", double-sided no. 5A83 - Health Questionnaire - 5" x 8", double-sided
MEDICAL UPDATE
V) AV, / PATIENT'S NAME
/U&(qa srne to oue (fpccel

This is to certify that |, (undersigned) consent to the performing of the dental procedures agreed to be necessary or advisable,

In order to render optimum health service, it is necessary to become acquainted with the vital information L,
and | assume responsibility for fees associated with these procedures.

related to each patient. All information is strictly confidential.

Although some questions may seem unimportant at the Chart # the past year? If yes, please specify?
moment they may be vital in case of emergency. please X - —
answer every question on both sides. Medical Alert Since your last visit: Date|

Have you had any serious illness or operation?

Patient Information

The patient is an: AbuLT O CHILD O
Or.O Mr.O Mrs.O Ms.O Miss O Name of Guardian:
Name:

lhe-counter/herbal? If yes, please ist
3

ADULT UNDER o 6.
please specify
Local Anesthetic 0

Are you taking any pills or medications?

Are you under the care of a physician?

Tt st Tt
Spouse’s Name:

v P Are you presently in good health?

Preferred Name:.

z|z|z|z|=z
<|=<|=<|<|=<
z|z|z|z|z
<|=<|=<|<|=<
z|z|z|z|z
<|=<|=<|<|=<
z|z|z|z|z
<|=<|=<|<|=<
z|z|z|Zz|z
<|=<|=<|<|=<
z|lz|Zz|Zz|Zz
<|=<|<|=<|=<
z|z|z|z|=z
<|=<|=<|<|=<
z|z|z|z|z
<|=<|=<|<|=<

Woman: Are you pregnant?

Address:
) Tome O o i = EE NOTES:
E-Mail:. Preferred Contact ~ HomeOD Cell O priate boxes
Method: Work O E-mail O Ee‘s »& Levkemia Es ’El

DateofBirth: [/ Sex: MO FO  Marital Status: O O Lung disease oo

W oo oo
Emergency Contact: onshiy Telk( ) oo muaph“(gsu‘?n( hyper‘dhemya oo
Family Physician: () B 5 Misivave oapse B 8
Are other family members patients here? Yes I No O Names: - oB éy?hé'ﬁ"fﬁ‘fa"q'.ﬁ?.ﬂ'a"' =
‘Whom may we thank for referring you? g E F <matmn6§smlm{w'smpy E E
CHILDREN ONLY: 0 0 Sickle celldisease oo Patient's (Parent) Signature:
School: Grade: Favorite Toy re O O Sinus trouble oo
B B e ge

. n nos .
— Spaus'sEmplyer o DOl e g8 no. 5A53 - Medical Update Form - 7" x 4", single-sided
:osmonﬂ'l(le' :o‘smonmt\e 58 fher sa
el: (). el () imate date)?
Torsits 0 MAKE YOUR CHARTS
Personal responsible for account: Self O Spousedl Other O . STAND ﬂuT BY
Method of payment:  Cash T VisaOl  MasterCard ] AMEXD]  Debitd  Insurance O yel |0W |v0ry Sa I mon
Name s it ppearson car: BaniaionD Ot PRINTING THEM
Card number: Expiry date: e 0 e — G
Driver's Lic. #: S.LN #: Use anti-bacterial rinse?
b oD D green blue cherry ON COLOURED STOCK
Ins. Name:.
Ins. Company: Tel: ).
Employer/Policy Holder: Ins. Yr. End:.
Policy#:. Certificate#: ID/SIN#
Mox Cov Wooverage or Baso_ M, Restoratve __Onhoont HEALTH / HISTORY QUESTIONNAIRES
g ——
Crowns or C: =]
Ins. Name:, Periodontal (Gums) O Root Canal O n n . M M N
W 5" x 8" - Printed on 110lb white chart stock with black ink
Employer/Policy Holder: Ins. Yr. End:.
Policy#: Certificated: ID/SIN# Q 4 2 50 500 1 000 2000
Max. Cov. %Coverage for Basic____ Maj. Restorative ___Orthodontic s vecman oS dagnasc pooes. uantlty
EM-DEE 5A84 (REV 2009) n n
— 5"x 8" Cards 77.00 105.00 140.00 225.00
FeaReA ] 0 5"x 8" Cards DS 77.00 105.00 140.00 225.00

no. 5A84 - Health Questionnaire - 5" x 8", double-sided

MEDICAL- DENTAL

Medical Update 7" x 4"
Coloured stock available at extra charge. Prices are subject to change.

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

70.00

95.00 130.00 190.00

1.800.668.1865
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HEALTH HISTORY QUESTIONNAIRES = 8.5 X 11

—
— 18. Have you had any joint Yes No
l_ 19. Have you ever or are you now receiving radiation therapy o chemotherapy? Yes No
20. Do you have any in-dwelling catheters? Yes No
(] 21, Have you ever taken appelite supressant drugs, for example fenfluramine, Yes No
22. Doyousmoke?  1f o, how much. Yes No
| | 23, Do you have a pacemaker? Yes No [PATIENT CODE ACQUAINTANCE INFORMATION
: 24. Have we missed anything? The data on this confidential form is essential if we are to render the
best professional care. We appreciate your co-operation in filling it out
(e | Patients Signature Madical history taken by, Date carefully so that we will have accurate records. Please print - Thank you.
PERSONAL INFORMATION
PATIENT'S LAST NAME FIRST NAUE MIDDLE HOME PHONE
DENTAL HISTORY
>— [PREVIOUS DENTIST IADDRESS [DATE OF LAST ViSIT PHONE TOWE ADDRESS [ TOSTAL GODE
o 2. How often do you have a dental check-up?. e ‘ s
3. Have you ever had an unfavourable experience at the dentist? Yes No
| 4. Do you have any discomfortin your teeth due to hot, cold, sweets, biting or chewing pressure? Yoo Mo NAVE OF PARTRER ‘ SCCUPATION
5. Does food catch between your teeth?. 1f o, where?. ]
() 5 Doos foadcatch bty oo I e TS TECATY RES PRSP T AT [Frrramm
— 7. At you conslous of bad breah o ba tste i your mauth? Yes o DUUBLE E
= 8. Do you favour one side when chewing? Yes No \NsumNcE INFORMATIONIF YOU RAVE A DENTAL PLAN PLEASE COMPLETE T Y
9. Are you unhappy with the appearance of your teeth, bite or smile? Yes No NAME OF INSURANCE COMPANY
10. 1 you could, would you change anything about your smile? Yes No - —
o 11 Do consts v e o el Yo v ———1 || SI D E n
12. Do you ever wake up with a headache or have a tired feeling in your face or jaws? Yes No
| — 13. Do you jaw foints pop. click o rate when opening widely? Yes No MEDICAL HISTORY N\
14. Do you clench or grind your teeth? Yes No PHYSICIAN ADDRESS
—] 15. Have you lost any teeth due to abscess, accident, decay or gum disease? (please circle) Yes No
< o oo ‘Are you currently under medical treatment? f so, for what
Yes No
Have you had an allergic or unusual reaction lo:  (Please circle your answer to each question. If yes, please explain.)
Ll Please review your medical history on the other side. Indicate whether there is any change in your medical stal Aspirin N Cosmetics Yes  No
you are taking any new medications. Please indicate any changes below, with date and your signature. Codeine Yes No ___ Mews Yes  No
o Dental Anaesthetic  Yes  No Other Medicines Yes  No
1 8 Penicillin Yes No Women: Are you pregnant? Yes No  Expected Date of Delivery
Have you ever been treated for any of the following Gawcoma____ Ves No PaminTheChest______ Yes No
DaTE SIGNATURE paTE SIGNATURE AIDSIHIV Yes No  Hay Fever Yes No Persistent Cough. Yes Mo
) N Anemia___ Yes No HeatAtack_____________ Yes No RheumaicFever___ Yes No
AnorexiaorBuimia______ Yes MNo HeartDefects_____ Yes No RheumatoidArhits_____Yes No
Atits___ Yes No HeaMumus______ Yes MNo ShorinessOffreath__Yes No
pATE SIGNATURE DaTE SIGNATURE Asthma Yes No  Hear Trouble Yes No  Seizures Yes Mo
N o Blceding Problems Yes No Hemophita______ Yes No SiusTrouble_______ Yes No
Blood Disorders/Problems Yes No  Hepatitis A, B or C (Liver Disease). Yes No ‘Skin Disorder Yes No
Bowel Problems Yes No HighBloodPresse____________ Yes No Stoke____________ Yes No
DATE SIGNATURE DATE SIGNATURE Cancer Yes No Jaundice Yes No  Thyroid Problems________Yes MNo
Goughing Up Blood, Yes No  Kidney Problems Yes No  Tuberculosis Yes No
4 " Diabetes Yes No  Leukemia Yes No Uleer Yes No
Drug or Alconol Dependency Yes No LverProblems_____ Yes No VenerealDisease_______Yes No
oatE SIGNATURE oaTe SIGNATURE Emphysema, Yes No  Lung Disease Yes No  Other
Epilepsy Yes No Lupus Yes No
12 Disorders Yes No  Mitral Valve Prolapse Yes No
Ifyes. please give details
DATE SIGNATURE DATE SIGNATURE 1. Have you ever been hospitalized or had a serious illness or had any surgery? Yes No
s 1 2. Are you or have you received any psychiatic care and are you receiving medication for this? Yes No
3. Are you being treated for any condition by a physician? Yes No
A presently? Yes % No
DATE SIGNATURE paTE SIGNATURE B.inthe last 2 years Yes % No a6
B ” 4. Have you taken any drugs, pills, medicines or tablets in the last 2 years up to and including the present? .. Yes No
5. Do you ever have asthma, haylever, hives, skin rash? Yes No
6. Have you ever had an adverse reaciion to any drug including local ansesthetic (feezing) or general anaesthetic? Yes  No
DaTE SIGNATURE DATE SIGNATURE 7. Are you allergic o latex? Yes No
8. Do you have any other allergies? Yes No
9. Have you had any unexplained weight loss, increasing thist or appetite or increase in frequency of urination? Yes  No
THIS IS TO CERTIFY THAT |, THE UNDERSIGNED CONSENT TO THE PERFORMING OF DENTAL AND ORAL SURGERY PROCEDURES AGREED TO 10. Have you ever taken cortisone? Yes No
'SARY OR ADVISABLE INCLUDING THE USE OF LOCAL ANAESTHETIC AND/OR RELATIVE ANALGESIA AS INDICATED, AND | WILL ASSUME RESP( 1. Do you bleed for a prolonged period of time when cut? Yes No
FOR FEES ASSOCIATED WITH THOSE PROCEDURES, 12. Do you have any problems with healing when cut or bruised? Yes No
13. 1 there any history of disease in your family? Yes No
14. Have you ever fainted? Yes No
PATIENT'S (PARENT'S, SIGNATURE - oA 15. Is there anything that the dentist should know about your medical history that has not been mentioned? Yes No
16. Are you pregnant or nursing? Yes No
© 1999 MEDICAL-DENTAL STATIONERS LTD. (416) 661-3343 OR 1-800-668-1865 CHART NO. 17. Ave you presenily taking any drugs or medicines? (please cirle) Yes
Antibiotics o sulfa drugs Drugs for heart trouble Sedatives or sleeping pills
Anticoagulants (blood thinners) High blood pressure medicine Tranauilizers
Antidepressants Insulin, Diabinese or similar drug Water pills
no. 12A58 - Welcome to Our Office History Form
DENTAL HISTORY
1. Approximate date of last dental checkup?
2. Have you ever had any of the following:
Fillings O Periodontics (gum treatment) O Full or partial dentures
B Regular cleanings B Caps or crowns B Orthodontics (braces) ¢
Recent dental X-rays Extractions Aninjury to your mouth or jaws YA L &
O Nitrous oxide (\augﬁmg gas) O Root canal treatment ey ! 4 M &
3. Have you ever had a local In order to render the best professional care it is necessary that we become acquainted with the vital information related to
If yes, any problems? each patient. All is strictly We iate your co-operation in filling out 5
4. Have you ever had an ! dental this form carefully and accurately. (PLEASE PRINT, Thank you.)
Ifyes, explain? Patients Last Name M Mrs. | Given Names Home Phone
5. Would you be interested in having nitrous oxide (laughing gas) during Dr. Ms.
6. Do you get ‘cold sores’ or ‘mouth ulcers'? At [Address Ciy Postal Code
If yes, any problems’
7. Have you ever had a local Dateof month day year |Social Insurance Number Reason for today’s visit
If yes, how often? Birth - = — — O Examination ™~ -~rv
8. Would you like to improve the general cosmetic of your teeth? Occupation Employer Business Phons s
What would you like to change?
9. Would you like to maintain and keep your natural teeth for a lifetime? T case of emergency, noty Relationship 1
10. Do you presently have o think you may have any of the following:
O Loose teeth Bleeding gums O unsightly or broken fillings
O cavities O A bad taste in your mouth O Dead or abcessed testh Name of person responsible for your account Whom may we thank
Gum disease O A clicking or sore jaw O Self, Other: Name:
0O Sensitive teeth O Earaches or headaches Do you have Name of Insured Employee Insurance Gompany
1. In your own words, describe your present dental problem or needs: Dental Insurance?
Group Policy Number Certificate or 1.D. Number s I D E D
OFFICE PHYLOSOPHY AND POLICY: (please read) i
Policy Holder Date of Birth
In an effort to determine a treatment plan that is best for your overall dental health, we must make a careful diagnosis. This i
thorough examination, often utiizing a prescribed number of X-rays necessary for accuracy.
We pledge to provide high quality dentistry in the most comfortable manner possible, with the best equipment, materials and uf | Family Physician Phone Previous Dentist Address or Pnone
techniques.
The longterm success of our efforts will depend on the patient’s willingness to maintain their teeth and prevent any futuj MEDICAL HISTORY Yes No
problems. 1. s your physician currently treating you for any reason? oo
Your appointment time will be reserved specially for you. If you are unable to keep the appointment, we require 2 business days If yes, explain
Our office policy is that services are paid for at each visit as they are performed. In certain circumstances, financial amangenl 2. Have you ever been o oo

payment may be made by the consulting doctor or receptionist. Ifyes, specity
Regarding insurance: All patients with dental insurance are responsible for payment of their own accounts. We are pleased that |

insurance to reimburse or minimize your personal expenditure and we will gladly complete any claim forms to assist you in colle| ~ 3- Do you bruise easily or bleed excessively when cut?. oo
dental benefits, based on the information you provide. Please make certain you understand any limitations in your contract. We W 4. Are you currently taling any pill, grugs or other medicines? oo
submit ‘estimate’ forms, if necessary.
Ifyes, pleaselist 1. 2.
Al urgent dental problems will be attended to the same day, under normal circumstances. You may call our office or answering s| N 4
any time. 3 )
Ahealthy dentist-patient relationship is based on mutual respect and understanding. Please feel relaxed and open to discuss wit{ 5 Have you ever taken cortisone, steroids, anti-depressants, blood thinners, or thyroid medicine? oo
aspect of your treatment of fees, at any time. 7. Do you smoke tobacco products? oo
8. Women, are you pregnant? If yes, when do you expect?
CONSENT FOR TREATMENT youpred v you exp
9. Do you have any or have you ever had any of the following?

This is to certify that | consent to the performing of the dental procedures agreed to be necessary and | will assume responsibility
associated with those procedures.

O Heart disease or chest pains O Lung or breathing problems 0O Arthritis
O High blood pi
O Heart murmu

SR HEALTH / HISTORY QUESTIONNAIRES
L o BZ%.. 8.5"X 11" - Printed on 201b white bond paper with black ink
- o Quantity 250 500 1000 2000

10. Is there anything else cc

We are please to welcome you to our practice, and hope to provide you, your friends and relatives with the highest quality of dentz . .
oo meme e SiNGle Sided 70.00 90.00 115.00 170.00

EMLDEE 12461 REV 2009) \ 11. Are you allergic to any n

2 v =" . Double Sided 80.00 105.00 130.00 185.00

If yes, to what?

no. 12A61 - Welcome to Our Office History Form Coloured stock available at extra charge. Prices are subject to change.
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HEALTH HISTORY QUESTIONNAIRES < 8.5 X 11

ADULT HEALTH QUESTIONNAIRE Adult Health Questionnaire

The data on this this confidential questionnaire is essential to render the best professional care. We appreciate your
The data on this this confidential questionnaire is essential to render the best professional care. We appreciate your co-operation in

filing it out carefully, 5o that we will have accurate records. PLEASE PRINT. THANK YOU co-operation i filling it out carefully, so that we will have accurate records. PLEASE PRINT. THANK YOU. o
PATIENTS LAST NAE R VRS, CIVENNAWES FIOME PHONE -
PRIENTS LAST RAVE RS GVENRAES CIRCLE [FOME PHONE MISS MS
s . WF OR
on HORRTIENT ‘ RODRESS g FOSTAL CODE -
RPARTMENT | ADDRESS v FOSTALCODE
S — DATE  NONTH DAY VEAR [ MARTTAL STATUS SOCTAL INSURANCE NUVGE o
OF BIRTH
BIRTH. 'OCCUPATION EMPLOYER
OCCUPATON EPLOVER m
T T BUSINESS ADDRESS BUSINESS PHONE ()
—
IEIERTeT STHER EMPLOVER ROORESS (e ]
D0 YOU HAVE DENTAL 'NAME OF INSURING COMPANY DOYOU HAVE NAWE OF INSURING COMPANY NAME OF COMPANY (IF ANY)
INSURANCE COVERAGE DENTAL INSURANCE >
COVERAGE?
PHYSICIAN'S NAME OFFICE PHONE —
DO YOU SMOKE? NO YES m
Please CIRCLE  the correct answers. ~ GIVE DETAILS where indicated.
PLEASE EXPLAIN
HAVE YOU EVER HAD ANY? - Curen: tateof Healh. Please CIRCLEthe corectanswers GVE ave you ever had any unfavourable Drug Reactions, or Allergies to? rm
” senous Opertons? _— Current State of Heal fave you ever had any unfavourable Drug Reactions, o Allergies to
Serious linesses? No  Yes When did you have youvlan medical examination? . S Local Anaesthetics (*Freezing’) No Yes m
Are you now taking any medication? No Yes L General Anaesthetics No Yes
- Rheumatic Fever? No Yes
Dibetest o v Specifically - DO YOU HAVE, OR HAVE YOU EVER HAD? Penicillin No Yes
Any Serious liness No Yes Erythromycin No Yes
~Sleep Apnea? No  Yes Any Serious Operations No  Yes - . Other Antibiotics No Yes .
- Heart roblems? No  Yes Heart, or Blood Pressure Problems No Yes ... Aspitin No Yes
- Blood Pressure Problems? NO Ye5 e Blood Disorders or Bleeding Tendencies  No Yes Codeine No Yes
Rheumatic Fever No Yes ranuilzer n
- Lung, or Breathing Problems? No Yes . . ()I:IhEvYa \quilizers, Sedatives, and Pai No  Yes
e or Kidney Problems? Yo Yes Lung, or Breathing Problems No Yes -
Stomach, or Intestinal Problems No Yes veyou warnings against tak
- Stomach or Intestinal Problems? No Yes ; Have you had ANY warnings against taking g yes
7 Fainting, or Dizzy Spells No Yes medication:
- Bleeding Tendencies No Yes Diabetes No  Yes Do You Smoke? No Yes
= Anaemia? No  Yes Epilepsy No Yes . Do You Drink Alcohol? No Yes .
- Allergies - Hayfever? No  Yes e ooy Skin fash Asthma; No Yes . DoYou Drink Tea o Coffee? No Yes
- Asthma? No  Yes fayfever; Oth
Have you ever tested positive for? Is there ANYTHING ELSE(MEE"“"QYW' No  Yes
- Latex? No  Yes ¥ P N health that we should knoy N
- Other? Hepatitis No Yes
ALDS (HV) No  Yes . e R R e
~ Drug reactions or allergies to
penialing No Yes Tuberculosis No Yes ForWomen: Are You Pregnant? No Ves Expect dte
Enythromycin? No Yes OFFICE POLICY
- Other Drugs? No Yes PP you.Ifyou are unable reaquire 24 h
, to charge for the time cost.
Are you taking any aspirin or blood thinners? No Yes id for at each vi: H payment may
Approximately when did you have your last physical examination e the business assistant.
heck mark:
{ide from your regular checkups,are you now under treatment ;e 9
byaphysi o o N o o o - o o .o | wish to pay each visit as the services are performed.
What medications are you taking right now? . . . . e L L L . e . 20 | wish to know the be done, aswell sothat| can pay eq
portions at each appointment.
\5lheveanymmgelse(on(emmgyouvheahh that the doctor No Yes 3.0 1wish to discuss special arrangements for payment.
ould know abo [
Women: Are you pregnant now? No Yes  Inyour.. - Month DATE ‘SIGNATURE
THANK YOU
0O 12020 RV 2009 st 12425 v 2009)

no. 12A20 - Adult Health Questionnaire no. 12A25 - Adult Health Questionnaire

CHILD/TEENAGER HEALTH QUESTIONNAIRE
The data on this this confidential questionnaire is essential to render the best professional care. We appreciate your

B Chile/renager Health Qucstionnaire &

The data on this this confidential questionnaire is essential to render the best professional care. We appreciate your co-operation in filling it out carefully, so that we will have accurate records. PLEASE PRINT. THANK YOU.
co-operation in filling it out carefully, so that we will have accurate records. PLEASE PRINT. THANK YOU. TS ST S A ONEPTONE
PATIENT'S LAST NAVE GIVEN NANEES SEX FOME PHONE ‘
APARTMENT ADDRESS oY POSTAL GODE
“APARTMENT ADDRESS oy POSTAL CODE
DATE  MONTH DAY  YEAR DO YOU HAVE
oF DENTAL INSURANCE
DATE  WONTH DAY _ VEAR |AREYOUA BRTH GOVERAGE?
STUDENT? F YOU ARE WORKING, EVPLOVER
EIRTH GIVE OCCUPATION
U ARE WORKING, EVMPLOYER
GNEOEURATION BUSINESS ADDRESS BUSINESS PHONE
BUSINESS ADDRESS BUSINESS PHONE YOUR FATHER'S GIVEN NAME HIS OCCUPATION BUSINESS PHONE
YOUR FATHER'S GIVEN NANE ‘ HIS OCCUPATION BUSINESS PHONE TS EPLOVER ‘ADDRESS
HIS EMPLOYER ‘ BUSINESS ADDRESS YOUR MOTHER'S GIVEN NAME ‘ 'HER OCCUPATION BUSINESS PHONE
YOUR MOTHER'S GIVEN NAVE ‘ FIER OCCUPATION ‘ BUSINESS PHONE HER EMPLOYER ADDRESS
FIER EWPLOYER BUSINESS ADDRESS NAME OF FAMILY MEMBER RESPONSIBLE FOR PAYMENT OF YOUR ACGT. WHOM MAY WE THANK FOR REFERRING YOU TO THIS OFFIGE?
NAME OF FANILY MENBER RESPONSIBLE FOR PAYMENT OF YOUR AGGT. | WHOM MAY WE THANK FOR REFERRING YOU TO THIS OFFICE?
Please CIRCLE the correct answers. GIVE DETAILS for each *YES” answer.
DO YOU 1 NAME OF INSURING GOMPA! NAWE OF COMPANY (IF ANY) HAVE YOU EVER HAD ANY?
DENTAL |NsuRANcE
COVERAGH ~ Serious Operations / Serious liness No Yes .
FAMILY DENTIST - Rheumatic Fever No Yes ..
PHYSICIAN OR PEDIATRICIAN OR FORMER DENTIST
— Seisures / Epilepsy No Yes
Please CIRCLE the correct answers.
HAVE YOU EVER HAD ANY? GIVE DETAILS where indicated. - Heart, or Blood Pressure Problems No Yes .
_ Serious Operations No Yes Approximately when did you have your last physical examination? ~ Hepatiis No Yes
- Serious lliness No Yes ........... _ Liver, or Kidney Problems No Yes
- Rheumatic Fever No  Yes Asides from your vegu\ar checkups, are you now under treatment by _ Diabetes No Yes .
~ Heart, or Blood Pressure Problems  No  Yes a physician
— Lung, or Breathing Problems No Yes e What medication are you currently taking? - Stomach, or Intestinal Problems No Yes ..
- Stomach, or Intestinal Problems No Yes ............ ~Tendency to bleed a lot / Anaemia No  Yes
Is there anything else concerning your health that the doctor should
- Bleeding Tendencies No Yes know? No. Yes. .. ; X o - Hayfever / Asthma No Yes .
—Anaemia No Yes ~ Any other Allergies No Yes ..
_Alergies - Hayfever No Yes PP P ~
- Asthma No Yes ............ DENTAL HISTORY: Feacton oraleray to
ARE YOU SEEKING TREATMENT for any partular reason and/or - Penicilin No Yes .
- Other No  Yes ROUTE DENTAL CARE?
— Drug reactions or allergies o - Erythromycin No Yes ..
— Penicillin No Yes oo 2. Has your child had previous dental care? - e
- Aspirin No Yes ............... When?. - . - 12A38 Chld T H | h H H
& Has the o v s an scicn, iy o suger sbout he no. - Child / Teenager Health Questionnaire
~ Other Drugs No Yes mouth? .. L L . .
OFFICE POLICY
i time will be ially for you. If you are unable to keep the appointment we will require 24 hours notice, otherwise.
it wil be necessary to charge for the time cost.
Offios palicy I that sarvioes e sl for at asch visit s thay ara patarmac. Howsver In payment may
‘made y consulting the business assistant.

Pleasn indicate one of the following with a check mark: n n - M M M
o s o s s oo 8.5"x 11" - Printed on 20Ib white bond paper with black ink
2.0 1 wish to know the total fee for all the work to be done, as well as the number of appointments necessary, so that | can pay equal

3.0 I wish to discuss spec‘ial arrangements for payment. Qua ntity 250 500 1 000 2000
I Single Sided 70.00 90.00 115.00 170.00

ENLDEE 12A26 (REV 2009)

Double Sided 80.00 105.00 130.00 185.00
no. 12A26 - Adult Health Questionnaire (oloured stock available at extra charge. Prices are subject to change.
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TRIPLE PANEL 8 X 15 CHART

Do you have or have you ever had

DATE SERVICE PERFORMED ACCOUNT WELCOME TO OUR OFFICE Anaemia O Hemorhage O Rheumatism
MogrH| cope | FeE Arthitis O High (Low) blood pressure 01 Scarletfever O
PERSONAL INFORMATION (Please print) Date Asthma O Hyper (Hypo) glycema 0 Stomach (Intestinal) ulcer O
Name: M. O Mrs. O M. 01 Miss O Dr. 01 Blood disorder O Kidney disease O Stroke O
(GIVEN NAVE) (FAMILY NAWE) Cancer O Liver disease (e.g. Hepatitis) O Thyroidproblem 01
Address: Diabetes O Lung disease O Tuberculosis O
(NUMBER) (STREET) e Epilepsy O Mental or nervous disorder 0 Venerealdisease 0
Place of Birth Hay fever O Migraine headaches O AIDSQ
) (PROV) (POSTAL CODE)
Date of Birin Height Welght Have you ever had a concussion?. £SO NOO
Telephone: Res Bus et Have you ever fainted? XESQ NOO
Have you ever had any illness not mentioned above?. YESQ NoO
Occupation Employer. Specify

Medical update

Referred by

Person responsible for account: Self O Other

Dental Insurance: Yes O No O Ifyes, Insurance Name

SIN. Group Policy No. DENTAL HISTORY
How often do you see your dentist?

6months O Yearly O Other Last dental visit
Have you ever been given oral hygiene instruction in

Reason for today's visit: Examination O Emergency O Other

—
oc
=T
T
S
LO
—T
>
oo
—
L
—
=T
o
Ll
f—|
==
o
|—

Physician: Name Telephone
Brushing O FlossingQ  Other
I case of emergency please notfy: Name Have you ever had a local anaesthetic (freezing)?. YESO NO O
Any
Relationship Telephone Ave any of your teeth sensitive to:
Cold O Sweets O Heat O Other
MEDICAL HISTORY Do your gums bleed when: Brushing O Flossing O Spontaneously O
The following \r}:t‘llrm'a\\un is requ\red'by the ‘denhsl in order to assist in proper diagnosis Do your gums feel swollen or tender? £s0 NO O
and treatment. Allinformation is confidentia Does food catch between your teeth? YESO NO Q
Are you presently under the care of a physician?.... - < YESO NOD Are you aware of any loose teeth? ESO NO Q
rays?.
Have you ever been ” vEsO NoO Have you ever had a full mouth series of X-rays' YESO NO Q
Does your jaw crack, pop or grate when you open widely?. YESO NO O
Specify: Do you grind or clench your teeth?. ESQ NO O
Do you have a heart or circulatory problem of any Kind?............................ YESO NOO Dental Update
Specify:
Have you ever had heumatic fever?. YESO NOO
Do you have any allergies? YESO NOO
Specify:
PATIENT CERTIFICATION AND APPROVAL
Are you presently taking any kind of medication?...............cccccccccvevvrvcrcnen. YESO - NO O 1, the undersigned, certiy that all of the above medical and ¢ ~dge and
Specify: A) Drug Reason I'have not omitted any pertinent information. SEBRED
B) Drug Reason PATIENT (GUARDIAN) CONSENT (FOR MINORS)
C) Drug Reason 1, the undersigned, consent to the performing of der
necessary or advisable, including the use of local
Do you have a bleeding problem? YESO NOO ity for fees associated with these procedures.
Are you pregnant?. YESO NOO
Have you ever had a reaction to any kind of medicine?. YESO NOO
Patient (Parent ,Guardian)
Specify: Sgnatwe
DR 227737 (ORGIAL FnLDING
DATE SERVICE PERFL ACCOUNT
frootH cobe | Fee
EXTRAORAL  Head Neck NO.
FINDINGS Declduous Teeth
M I
( 0
TMJ - NormalQ Acute @ Chronic O )\ / “d/
|
— ):5
INTRAORAL  Lips O Cheeks O Palate O Uwla O Tongued  SaivaQ L
FINDINGS:  Floorofmouth O TonsilsQ  PhaynxQ  Boned Teeth Q O O
Comments 2o
-
Qo
OCCLUSION:  Angle Classificat -
Midine Crossbite A H
Overita % Overet __nm Opendie 0 Vert Om o iy
Opening-Normal 0 Deviatedd ____
Habits -Bruing O Clenching O Mouth Breathing O Tongue Thrust O Prog
Otherq I
Interferences: boryy
Conic Mobilty
78 17 16 15 14 13 12 11 21 22 23 24 25 2 27 28
Working (Rt) Balancing (Rt)
Working (Lt) Balancing (L) ,
Protrusive e v !
PhysiologicdPathogenicd _Pathologic O ) L O0ORULRO L O LW W

TEETH Abrasion O Atriion O Cervical Wear0  Erosion O @ ie2)] [@] = @G@@\@@@ ) @ 5y )@ﬂ

Wearfacets 0 Tipping O Plunger Cusps 0 Rotations O
Comments

ST

Gingiva: Healthy O Hypertrophied O Hemorrhagic 0

Fibrous O EdematousQ  RecessionOl ¢
ExudateQ  CyanoticO Clefng @ uw:rj;‘fﬁ— L !
Ulcerated O Frenum Pull 0 R AR &)
i

Comments
MGJ-Adequate)  Inadequate )

Diagnosis: Gingivits: MidQ  Moderate D Severe O ) 1703 XD &0 628 S € 8o 0 © D © [© [F) EY

Periodontitis: Beginning O Advanced O  Severe O

Calculus: Scanty O Moderate 01 Heavy 0 o
other W ) 1 iles
Oral Hygiene E G F P FlossingD Freq e o A=) Hégﬁé é%ﬁ éé}i‘wﬁ ;!E[ ;E

Plague Index 12 3 4 5 BrushingQ Freq Type
Instruction Needed  YESQ  NO O 48 47 46 4544 43 4241 31 3233 34 35 3% I 3
Fluoride Needed YESQ NOQ Wosiiy
DietAnalysis ~ YESQ NO O e
Furcat
MEDICAL:  Blood Pressure Prog

Nomal " Today
Laboratory Tests

no. 22TP37 - Triple Panel Health Questionnaire

TRIPLE PANEL CHARTS

8" x 15" - Printed on 110Ib white chart stock with black or green ink

Quantity 250 500 1000 2000
Double Sided - black ink 165.00 265.00 420.00 705.00
Double Sided - green ink 250.00 320.00 470.00 797.00
Prices are subject to change
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TRIPLE PANEL 8 X 15 CHART

DATE TREATMENT Do you have or have you ever had:
o Twlve reeTPAY  BAL PERSONAL INFORMATION (Please print) Date Anaemia Hemorrhage & Rheumatismes
Name: Mr. 8 Mrs. & Ms 48 Miss & Arthritis 6% High (Low) blood pressure 6 Scarlet fever
Asthma 65 Hyper (Hypo) glycema % Stomach (Intestinal) ulcer 55
Address: Blood disorder Kidney disease &% Stroke 5%
Place of Birth Cancer @@ Liver disease (e.g. Hepatitis) & Thyroid problem &5
Diabetes & Lung disease &% Tuberculosis 5%
Date of Birth Height Weight Epilepsy © Mental o disorder i .
Telephone: Res. Bus. Hay fever 6% Migraine headaches &% AIDS &=
YES NO
Occupation: Employer: y . e
Referred by: . -
Person responsible for account: Haveyoueverhax oo
Specify
Dental Insurance: Yes ¢ No & Ifyes, Ins. Co. Name
SIN. Policy No.
Reason for today's visit:
Physician: Name Telephone
Emergency Contact: Name DENTAL HISTORY
Relationship Telephone How often do you see your dentist?
6months &% Yearly % Other Last dental visit
Have you ever been given oral hygiene instruction in:
MEDICAL HISTORY Brushing % Flossing 6%
The following information is required by the dentist in order to provide proper treatment. Have you ever| (freezing)?. YES 1 NO®
Please try to answer all questions. All information is confidential Any problems?
Are any of your teeth sensitive to:
YES NO Cold %% Sweets @ Heat © Other
Are you presently under the care of a physician?. Lo Do your gums bleed when: Brushing & Flossing 5
Have you ever been Why? L D i YES® NO&
Do you have a heart or circulatory problem of any kind? o 6% o ? YES @ NO®
YES &% NO &%
Specify Have you ever had a full X-rays?. YES#® NO&®
Have you ever had rheumatic fever?. o 6% Does your jaw crack, pop or grate when you open widely? YES®#8 NOws
Do you have any allergies?. o 6% O teath YES® NOw
Ploase lst Dental Update
Are you presently taking any drugs or medicines?. o 6%
Please list PATIENT CERTIFICATION AND APPROVAL
Do N blecd oo R I the undersigned, certiy that all of the above medical and dental information is true to my knowledge and |
you have a bleeding problem have notomited any pertinent information
Are you pregnant? o 6% Patient (parent, guardian)
Have you ever had a reaction to any drug or medicine? o 6% Signature Date
Specify PATIENT (GUARDIAN) CONSENT (FOR MINORS)
I, the undersigned, consent to the performing of dental and oral surgery procedures agreed to be necessary
or advisable, including the use of local anaesthelic as indicated, and  will assume responsibilty for fees
associated with these procedures.
Patient (Parent Guardian)
© MEDICAL-DENTAL STATIONERS LTD. (416) 661-3343 OR 1-800-668-1865  EMDEE CHART No. 22757 Signature Date
ORAL DIAGNOSIS DATE TREATMENT
EXTRAORAL  Head Neck
FINDINGS, %@A AA g@ % o [m[¥R FEE| PAY] BAL
TMJ - Normal € Acute %  Chronic 5% 66@ @B@g @
INTRAORAL ~ Lips®  Cheeks®®  Palate®  Uvula®™  Tongue®®  Saliva @ @ 2N 626 6 & 35 3
FINDNGS:  Floorofmouth @ Tonsls®  Phayne®  Bono®  Toath & R L 53
Comments éééaaaa{ééé r’;‘ g
4 x o 5
OCCLUSION:  Angle Classification H H ﬁv vﬁ Wﬁ % R
Midline Crossbite
Overbite ____% Overjet ____ mm Openbite 5 Vert. Dim. mm Lot
Opening - Normal 9 Deviated &%
Habits - Bruxing € Clenching ¥ Mouth Breathing % Tongue Thrust 5%
Other®
Interferences:
Centric
Working (RY) Balancing (RY)
Working (Lt) Balancing (Lt)
Protrussive
Physiologic _Pathogenic @ _Pathologic &
TEETH: Abrasion Attrition % Cervical Wear 5% Erosion &=
Wear facets ¥ Tipping % Plunger Cusps % Rotations %
Comments b
o
z
m
PERIO: Mucosa
Gingiva: Healthy &  Hypertrophied €&  Hemorrhagic &%
Fibrous &% Edematous % Recession %
Exudate s Cyanotic & Clefing %
Ulcerated 5% Frenum Pull &%
Comments
MGJ - Adequate 5 Inadequate &= |
Diagnosis: Gingivitis: Mild®% Moderate @ Severe
Periodontitis: Beginning % Advanced % Severe % SBURED
Calculus: Scanty & Moderate & Heavy
Other:
Oral Hygiene E G F P Flossing & Freq Type TWIcE
Plaque Index 12 3 4 5 Brushing & Freq. Type
Instruction Needed YES®® NO &%
Fluoride Needed YES €% NO &% FU R EASY
Diet Analysis. YES &= NO &
MEDICAL: Blood Pressure V2 FULDI NG
Nomal Tosay 48 47 46 a5 44 4342 413132 333 B W/ ;W
Laboratory Tests _

no. 22TP57 - Triple Panel Health Questionnaire

TRIPLE PANEL CHARTS

MEDICAL- DENTAL

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

8" x 15" - Printed on 1101b white chart stock with black or green ink

250
165.00
250.00

500
265.00
320.00

1000
420.00
470.00

2000
705.00
797.00

Quantity
Double Sided - black ink
Double Sided - green ink
Prices are subject to change

1.800.668.1865
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CHARTS -5 X 8

EMERGENCY TREATMENT INFORMATION

Name

Address

city Postal Code

2B 2 25 2% 2 2

Bus. Tel. and Extension____ n@@@@ @@@

slelels,
5000

2 13 74 s

slvlieieislis)

2 3 3¢ 3 % 3 3

Res. Tel.

Age Weight

o i Employer

Yes No
2
Do you have Dental ? —

Len

0

LAST EXAMINED BY PHYSICIAN

MEDICAL HISTORY - Please 3 the appropriate square

Date Yes
Are you presently under the care of a physician? ............ccccooeirninnennns
Is your health perfect?
Are you taking any 1 or drugs?
Have you been warned against taking any medication or chemicals? ......
Have you an allergy, hay fever or asthma? ............c.ccociiiiiiiiiiiiccns
Have you ever experienced any unusual reaction to local or general

?

T PERFORMED FEE

Do you bruise easily or have p bleeding?
Do you have any blood dISOFAErS? ..............vvvvvvvvveveeeeeeeeeeeeeccesnn
Have there been any recent changes in weight, thirst, or appetite? ........
Are you diabetic?
Have you ever had any injury, surgery or radiation therapy to your head,
face or jaws?
Have you had any major SUFGEry? ...........ccceueueueueucueueiceeeeeeeeeeeeiene
Females: Are you pregnant?
Do you wear a ?
If you have ever had or been treated for any of the following, please circle.
Rheumatic fever, scarlet fever, diptheria, tuberculosis or lung disease, diabetes,
heart attack or heart disease, heart murmur, stroke, epilepsy, gall bladder
disease, liver or kidney disease, high blood pressure, cancer, venereal disease,
hepatitis, AIDS or SARS.

Oio0 oonog onoon
Oooo oonog oooods

Patient's Signature

Name

'n
[0}

Oral Hygiene P E | Pertinent M. H.

Calculus

Supra — A

Sub  —
Plague —
Stain -

iy

5 HEEBE0AL
CEERRUY

ST -

ORAL DIAGNOSIS:
EXTRAORAL Head |
FINDINGS:

B
C
D

[l

£
> > > >

Lingual

OO0 m>»

TMJ - Noi  Facial
INTRAORAL LipsO Cheeks O
FINDINGS: Floor of mouth O
Comments

TEETH: Abrasion 00 Att
Wear facets O Tip|
Comments

OO0 W >

PERIO: Mucosa
Gingiva: Healthy
Fibrous|
Exudate

Lingual

Comments

MGJ - Adequate OO

Diagnosis: Gingivitis:
Periodontit
Calculus:

OO0 m>»>

Other: | Treatment plan
Oral Hygiene: E
Plaque Index: 14

OHI

no.12A41 - Emergency Treatment Information Chart

18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28

e hod )

Name

OralHygiene P F G E Pertinent M.H

. Calculus
Lingual
Supra —

Habits

L
Sub — L
Plaque — L

L

z =z =2 =
> > > >

Stain —

Facial Radiographic Interpretation

RCT
reqd ——f——
Overhangs

Poor _'_
Contours

Widened PDL _'_

Facial Remarks:

Diagnosis
Lingual ] Prognosis
/é Poor 1 Questionable |
A Treatment Plan
B OHI
caae Sanitive phase
48 47 46 45 4
Occlusion Surgical phase,
Class
Overbite mm  Overjet EXTRACT, }
Crossbite
Freeway Space___mm CURETTAGE }
CR Prematurities |
Guidance
Rt Lt
Balancing
Contacts —+— —H

Protrusive
Contacts ——F——

© COPYRIGHT MEDICAL-DENTAL STATIONERS LTD.

REG.TRADE MARK NO. 144 179 EM-DEE CHART 2G4

no. 2G4 - Examination/Treatment Chart

MEDICAL- DENTAL

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

Last recall exam

EM-DEE 2G5
(REV 2009)

WPcoical Dental Statoners Lic. Tel: 416.661-3343 Toll Free: 1-800.-668-1865

no. 2G5 - Examination/Treatment Chart

SEE PAGE 30
FOR OUR FILING

ENVELOPES

-

MAKE YOUR CHARTS
STAND OUT BY

PRINTING THEM
ON COLOURED STOCK

ivory salmon

yellow

CHARTS -5 X8
Printed double sided on 110lb white chart stock with black ink

Quantity 250 500 1000
o'x8'Cads | 7700 | 10500 14000 |
Coloured stock available at extra charge. Prices are subject to change.

2000
225.00

1.800.668.1865



CHARTS -5 X 8

DATE SERVICE DR. |CR. | BAL| DATE SERVICE DR. | CR. |BAL. M:LDEIg¢L CONDITION ‘ ‘ ALLERGIES ‘ ‘ 2
NAME Date of Birth %
Rt. ¢ Lt —_—
X-RAYS| S5 545 szst 18 1 6 15 14 8 12 1212 B 24 25 2 21 28 61626 64 65 m
BW
g (71 AQ%MMAMM%M luy .
FMX @800 BABIQe==|===00 GBI (aby |
PAN
L) sni L LA D10 maie® ><
R0 89 TR0 N i °
D000 | DOBOO === |<-=@OBWBSG| ,000B
RO mvmwwmm it
Rt. cw 8 Lt. e
E-DEE 7A40 (REV 2008) W hiedical-Dental Stationers Lt ol 416:661-3343 Tol- Free: 1-800-668-1855__[——1 5 o
DATE SERVICE DR. | CR. | BAL DATE SERVICE DR. | CR. |BAL. Date Treatment Fee
Comments/ Rx Prescribed
EM-DEE 7A40 (REV 2009) W ecical-Dental Stationers L Tol 416.661-3343 TolkFroe: 1-800-665-1865 FIOEE 12867 (Rev 2009)
no.7A40 - Service Chart, double sided no.12A67 - Exam/Treatment Chart
PATIENTS REGISTRATION CARD .
(PLEASE PRINT) NAME
TODAY'SDATE. ... Pty o s,
1 2 8] 4 REMARK
PATIENT'S NAME ..\ttt AGE...... YEARS. ..... MONTHS
ADDRESS . .+ e ettt e POSTAL CODE. ... ............
DATE OF BIRTH . .. ..o NUMBER OF BROTHERS AND SISTERS. . ..........
TELEPHONE NO. (HOME) . . .. ..o (PARENTS DAYTIME) . ... .ot gg g@ @@ A A Ag @ @
PARENT’S NAME (IF MINOR) . . .. ..ottt et ieees MARRIED SEPARATED DIVORCED WIDOWED
PARTY RESPONSIBLE FOR PAYMENT OF ACCOUNT .. ...\t et oiae e eaeeeiane @@@@@ @@ @@®®®@ 69@ @ @6 &&&6 @ @
ADDRESS (F DIFFERENT FROM ABOVE) « .+« « « v e ovevae e s “ ‘j’ e y L R ” “ ¢ 71} ¢ f “ )
EMPLOYED BY ...... ) R D 0o & B@ WVWV 9 5 ©
DENTIST'S NAME .. ..... @ @@@QWQWW@@@@ @ g @ @@
PHYSICIAN'S NAME ..o e ettt Eﬁ Ej ﬁ ﬁ ﬁv vv V ﬁ % ﬁ
WHO RECOMMENDED US TO YOU? . . . ..+ttt e ettt et e et e e ﬁ W —
DO YOU HAVE DENTAL INSURANCE FOR ORTHODONTIC TREATMENT? ....YES....NO....DONT KNOW

e I

DLABETES s YES NO EPILEPSY ..........cccoonnn YES NO oATE seRvice e | |ea [ oome 188w

o e oR BAL
HEAD/FACIAL INJURIES . .......... YES NO ASTHMA/HAY FEVER ........... YES NO

ALLERGIES: PENICILLIN . ........... OTHER DRUGS............. FOODS, DUST, ETC. ...........

BLR7IS @F WES REAEE 0o 00000 c6000550055000060005600055000000606000550029500060000

TONSILS & ADENOIDS.

n0.2A1 - Patient Information Chart

FT.: orth ret prog PT.: str concy DENT: prim mix perm

WSNG, BLEELSIIEIELAELE g SLELAUIESSIE oh g 1 g CHARTS -5 X 8

CLASS: | II-1 -2 1 sub-R sub-L mutil ov/cl open bimx pseudo

CRWD.: mx md spaced none mild mod sev 0B.: % 0.J.: m.m H H H H H
N - e o e e Printed double sided on 110Ib white chart stock with black ink

FN'L SHIFT no R L ant HABIT: lip thumb tongue other. Ql.lantlty 250 500 'I 000 2000
TREATMENT:  yes  no recall one phase two phase

BIRACTONS: s 0 mawe $IESIILINATIETE tew 4| 5"x 8" Cards 77.00 105.00 140.00 225.00
EST. TIME: OTHER: .

o it no. 17B15 - ivory stock 92.00 115.00 160.00 240.00

) o ) Coloured stock available at extra charge. Prices are subject to change.
no.17B15 - Patient Registration Chart on ivory stock

MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865 19



CHARTS - 8.5 X

11

—
—
NAME ADDRESS RES. TEL
x BIRTHDATE BUS
DAY MONTH  YEAR
m PERSON RESPONSIBLE FOR ACCOUNT EMPLOYER
- SIN INS CO. POLICY NO.
m GROUP NO, | SERVICE cR. | BAL
4
° 55 54 53 52 51 61 62 63 64 65
( = \ ()
o o 0B 00D QG w
pocers| [ [ [ [ [ [ ] [T [ 1
|— B 7 16 15 W 3 2 11| 21 2 B W B ® 2 B
E R\ Ol (W LA
= 2908 BOIBEERDEREE
=y | oo
@OEORAAYROO®®IE O
H R 5 VY7V HE R
48 47 46 45 as 43 4 41| 31 3 33 34 35 3 37 38
pockers| [ [ [ [ [ [T [ | [ [ [ [ [ T[]
ner (@@ IO
8% 84 85 82 8 71 72 73 74 75
Dental History - Date of last exam MEDICAL HISTORY - PLEASE ¢/ THE APPROPRIATE SQUARE
Oral Hygiene: Poor, Fair, Good, Excellent Physician's Name Yes  No
Calculus Supragingival: Scant, Medium, Abundant 1. Are youin good physicalhealtho 1 QO
Subgingival: Scant, Medium, Abundant 2. Have you been warned against taking any medications by your doctor? (1 [
Perio Condition: 702, 703, 704 3. Have you an allergy, hay fever, orasthma? o oa
Mobiliy 4 Have you ever experenced any unusualrescion o local or gener 04
Oral Tissue - Hard 5. Do you bruise casily or have prolonged blecding? o a
Soft Colour 6. Do you have any blood disorders? o o
Contour 7. Have there been any recent changes in weight, thirst or appetite? a Q
Consistency 8. Have you had any major surgery? o Qo
Occlusion: Class I, Class 11, Class 111, Crossbite 9. Have you ever had any injury, surgery or radiation therapy to your head,
Overbite, Overjet face, or jaw? Q Q
™ 10. Do you wear a pacemaker or have a prosthetic joint? a O
Diagnosis/Prognosis 11. Females: Are you pregnant?. a Q
Treatment Plan. 12. Are you presently being treated by your doctor for an illness?, a a
13. 1f you have ever had or been treated for any of the following, please
circle
Rheumatic fever, scarlet fever, diptheria, tuberculosis or lung disease,
diabetes, heart attack or heart disease, stroke, epilepsy, gall bladder discase,
o et liver or kidney disease, high blood pressure, cancer, venereal disease,
Medical History Update hepatits, AIDS.
Date Signature. 14. Are you taking any medication or drugs? o Q
Date Signature
Dat ignatur
Date Signature
1, the undersigned, consent to the performing of dental and oral procedures agreed to be necessary or advisable, including the use of local anacsthetic
and radiographs (X-rays), and I will assume responsibility for fees associated with these procedures.
Patient (Parent, Guardian) Signature Date
[
LAST NAME FIRST NAME SPOUSE’S FIRST NAME EXAM DATE AGE
ADDRESS PHONE NO
MEDICAL HISTORY - SUMMARY
General Health
Existing liness
Medicine/Drugs
Allergies
DENTAL HISTORY - SUMMARY
Attitude
Home Care
CLINICAL DATA
General Condition of Teeth
Plaque Stains Abrasions
Conditions of Present
Overhangs Contact Points
Inflammation of Gingival Tissue: Slight ______ Moderate ______ Severe
Color Recession Pockets
Conition of the Floor of Mouth
Palate: Hard Soft Cheeks Lips
D Frenum Tongue Ridges
Dl Presence of Exudate Areas of Food Retention Saliva
d ap, Calculus: Slight Moderate Excessive
<>QQSDO ™Y Neck Occlusion
: 8 &l %@ Results of X-ray: Bone Root Tips Impactions
d R Abscesses
8 B
a
@ . 5
2 Gl @ O &
oS & 2] < &
&b ) )
3 b ¢
" 53; 4
g = E
b el 5 &
560 R L R L

no. 21C1R - History & Treatment Chart

CHARTS - 85X 11
Printed double sided on 110Ib white chart stock with black ink

Quantity 250 500 1000
8.5" x11" Cards | 12500 | 180.00 | 275.00
(oloured stock available at extra charge. Prices are subject to change.

2000
435.00

EMDEE21C1R

MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865
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ADULT EXAMINATION FORM

CHARTS < 8.5 X 11

Name Date 55 | 54 | 55 | s2 | 51 | 61 | 62 | 63 | 64 | 65 —'
Patient’s initial request RIGHT @ @ @ @ @ @ 8 @ @ @ LEFT c/)
0B.
pc. LING. [}
Abrasion/Erosion: ‘ Severity: 18 17 16 15 14 13 12 1 21 22 23 24 25 26 27 28
‘ BBB8ILIGIAG 8 0
mm mm 8 B 8 ﬂ g -CT.I
SU— : 8083 eR888Eerree®
mm mm pc. BUC. x
pc: BUC.
—
e | sy e R R EE R EEEE
| AR —
Potential tooth fracture areas: | 9 9 9 g Q g 9 9 % 8 a
| 48 | 47 | 46 | 45 | a4 | 43 | 42 | a1 | a1 | 32 | a3 | 34 | @ | a6 | a7 | a8
pc. LING.
Poor Contour with margins: } 0B.
e |@108|088Q880 0w
with margins: ‘
| 85 | 84 | 83 | 82 | 81 | 71 | 72 | 73 | 74 | 75
Swollen Gingiva: Bu } Li }
Gingiva:
DON'T SEE WHAT
YOU ARE LOOKING FOR?
) RADIOGRAPHIC EVALUATION h
Areas of heavy stain: S oy CALL US ABUUT
Calculus: ssing or unerupted teeth. EQUILIBRATION NS
Gl — OTHER OPTIONS
SHAPEPOLISH
Condition of TMJ:, loclusion malpositions FILLINGS UNITS
[ PROPHY Nt
Centric: OTHER
actured cusps,
foss caries
Excursion: dsting fillings
od traps
maged papilae
Face N Nodes N Submaxillary area N Lips N bekets
Palate N Bu. Mucosa N Floor of mouth N Tongue N [obiliie
roussion, vitality
Jeatment needs
no. 21B5 - Adult Examination Form
EnoEe 2185 Modical Dorta L. T 416.661-3343 Tol-Fro: 1-600-666-1665 v
N e
-
)
Y
File No.
NAME: MEDICAL ALERT DENTAL ALERT
TEL. (RES) ®US)
ADDRESS
BIRTHDATE ATE TREATMENT FEE CR BAL
s e @ QA AA y %
DENTAL INSURANCE COVERAGE
EXTRA-ORAL: Submental R L e R @ @65@ @B@g @
Lymphadenopathy RL T I I I R 55 54 53 5251 6162 63 64 65 |
J Parotid RL 1 1 85 84 83 82817172 73 74 75
Muscles Occipital RL Q9999
Deep Cervical RL PSR PSR f[a 9 S
INTRA-ORAL
Hygiene:  Poor Fair Good | | | | ﬁ ﬁv ﬁv VH R
Calulus:  supra [ 1 [ 1
WOBILITY (0:3)
Gingivitis:  seae localized ® v % 5 W 1w w ow Az m s m @ m oA
9 aoute N - T T T 1T T T T
I N N I I I N T
S I AN A B
Periodontitis: mild
moderate localized
advanced ~ generalized
Soft Tissue:
< V. M
osascig sone o DO D 99 999 QQO QWS
POCKETDEPTH
Oral Cancer: ® v o w oW B @ oW x 2z » M B ® T B ONE
Occlusion: ~ Class
OB=_____ % OJ=_____mm
87654321]123456738
CR §7654321[12345678
87654321|12345678
Rl §76s5a321]12345678 2 oATE
T rr T
LL. 87654321|12345678 [ [ | | | | | I I I N T
87664321|12345678 1 | | [ T [ T [ T 1 1" T 1T 1T
POCKETDEPTH
oy B7654321[12345678 © # & ® 4 © e 4 % » m ¥z » v w o
R e e e e e ———
otEs O O N
»mmzm
© 9 & & 4 & e 4 % B w w ® ® 3 ® oM
S N I I I N | T T
I N N N A N B 3
N N AN A B
POPO® 9 o0 90 0 OODBA CHARTS - 8.5 X 11
W v %% a8 e P 8 8 R .
MOBILTY (03)
@ v & & 4 o e 4 W 2 m ¥ ® ® 7 ®  ow .
EEEEEEE=E=E=EE=E Quantity 250 500 1000 2000
249 (REV 2009) W edical-Denta Stationers L. Tel: 416-661-3343 Toll-Free: 1-800.665-1865. " "
85x11"Cards | 12500 | 18000 | 27500 | 435.00
no. 21B17 - Examination Form —

MEDICAL- DENTAL

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

— (oloured stock available at extra charge. Prices are subject to change.

1.800.668.1865 o



CHARTS « TRIPLE PANEL

oo cnwomamoss
o end Nack N - S—
o FIDINGS @ Pac ST o v
W Nomal Aced Chancd EB@)
— ] v
WRAOWL U Gheied  Pdsed  Uwed  Toed oo =00 |E 02 g3
[ ) Comments %® @ — mnz
—n g é
—_ oo e =0 @) |@ O 3
Ot % v i Oporwtad ver o = g
Opening -Normol 31 Devieted o, F e e Z
< - 2 Do you have orhave you ever had:
poieom o R g
I o — P — & s e eI
Working L) Balancing (L) T = ® @ = g sinma yper (Hypo) gycema tomach (testina) uicer
mmps el H M ooogdsorers iy donsso &
Pranae
g oo o dasmse worcns
“<OCDQDCD‘ g Daane @ Lung deemsa 0 Toborcioss 3
e Abrsiond Awitond ConvcalWeard  Erosion ) —— g T eslomya Mental o nevous dsorder 3 Vererea discase 0
Wear facels 0 Tipping 3 Plunger Cusps I Rotatons 3 = T Hayfeverd Migraine headaches 1
Comments =< @ @ (o — @ k' YES NO
K 5 Have you ever had a concussion?. a a
|| —— & z F— a a
PERIO: Mucosa s [e>=F I 8 M| | Haveyoueverhad b I
Gingiva: Healthy O Hypertrophied 1 Hemorrhagic O S ‘Specify
Fibrousd  Edemstousd  Recession - - 2 T Medical update
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3. Do you use any medicine regularly? 2. What s the history of this condit
4. Have you ever had any of the following? (Please cirg @ & & 6 8 @
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Recalls - Since your last visit: DATE

Have you had any serious 'ss or operation? N|[Y[N[Y[N|Y|N|Y|IN|Y|N|YIN[Y|N[Y
3 £ Have you taken or are you now taking any drugs? [N |Y |N|Y|[N|[Y [N|[Y|[N[Y[N|Y|N|Y|N]|Y

Are you now under the care of a physician? N|[Y[N[Y[N|Y|N|Y|N|Y|N|Y[N[Y|N[Y

Are you presently in good health? N|[Y[N[Y[N|Y|N|Y|N|Y|N|Y[N[Y|N[Y
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1. Physician's care recently?
B Bt T Mouth Hygiene: Poor, Fair, Good, Excellent Oclusion: Class| 0 Classll O Classll O Crossbite O
Flio 300 3. Recently taken any medicine? Calculus: Supra Gingival: Scanty, Medium, Abundant Centric True O Acquired O
e || e s Mg e | Tve| e | Fons i 4. Ever had Hay fever, Asthma, Allergy? Sub Gingival: Scanty, Medium, Abundant Point of premature contact
5. Ever had general or local anaesthetic t gingjvits: Simple, Hyperplastic, Vincent's Overbite, Overjet
6. Ever warned against taking drug or mec Freeway Space
7. Beendieting recently?
Name Address: 8. Warm rooms or heat bother you? ___
9. Bleed or bruise easily?
Res. Phone, Bus. Address Bus. Phone 10.Require exira pilow sleep or recline? A0S 3028 (REV 2009
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MEDICAL HISTORY
1. Physician's care recently? Reasons
2.Ever had a serious illness?
3. Recently taken any medicine?
4. Ever had Hay fever, Asthma, Allergy?
5. Ever had general or local anaesthetic by dentist? Effect
6. Ever warned against taking drug or medicine?
7
8. Warm rooms or heat bother you? 11. Have you ever fainted?
9. Bleed or bruise easily? 12. Shortness of breath or chest pains?
10.Require extra pillow sleep or recline? 13. Ankles swell?
OTHER: Heart trouble, rheumatic fever, blood pressure, thyroid, diabetes, sinusitis, epilepsy, kidney, liver, joints,
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PATIENT'S NAME ADDRESS N Addre
PHONE - BUSINESS
DATE OF BIRTH SEX. PARENT OR GUARDIAN Bus. Phone
'OCCUPATION. EMPLOYER Sex Age Date.
REFERRED BY WHOM PHYSICIAN
‘ MEDICAL HISTORY
MEDICAL HISTORY No  Yes
Have you been under the care of a physician lately? a o
Have you ever had a serious iliness or operation? o o no. 367 A
Have you ever had any type of Allergy, Hay Fever, Aslhma'? o o
Have you ever had a general or local by a dentist? o [u]
Have you ever had an unpleasant anaesthetic experience o reaction to a dru o o WALLET CH ARTS
u ever been , .9. Penicillin, Cude\ne Novocaine?. o o
Have you recently or are you at the pvesem time taking any medicines or drugs? =] [u]
Have you ever fainted? o o " " . . .
Do you have shoriness of breath? o o 5 25 8 25 P h P t d ” t h t t k th bl k k
o e o o .£J) Xo. ouch, Frinted on wallet chart Stock wi ackIn
Do you bleed easily or do cuts in your skin stay open a long time? . =] [u]
Have you ever had Rheumatic Fever, Rheumatic Heart Disease, Diabetes, K\dney or Lwer Allmenls’l o o 2 1 2
Congenital Heart Disease, Heart Disease, Lung Disease, Thyroid Disease, Radiation or X-Ray Therapy? o o
Are you presently in good health?. o o
Is there anything that the dentist should know regarding your medical history that D bl Sd d 209 00 330 00 60 00 80 00
has not been mentione! o o ouple Slde: A A 460. 780.
WOMEN ONLY: Are you Pregnant? If yes, in what stage or term of pregnancy?. o o
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Name Addres
Res. Phone Bu: Bus. Phone
O i Sex Age. Date of Birth
Account with esponsible Parent
Referred By.

DO YOU HAVE DENTAL | NAME OF INSURING COMPANY NAME OF ADMINISTRATIVE COMPANY (IF ANY)

COVERAGE?

MEDICAL HISTORY

1. Physician’s care recently? Reason:

2. Ever had serious illness?

3. Recently taken any medicine?.

4. Ever had Hay Fever, Asthma, Allergy?.

5. Ever had general or local anaesthetic by dentist?............ Any abnormal effects?

6. Ever wamed against taking drug or medicine?

7. Been dieting recently?

8. Warm rooms or heat bother you? .11. Have you ever fainted?..........

©

Bleed or bruise easily?.......
10. Require extra pillow to sleep o recline?
OTHER: Heart trouble, rheumatic fever, bl p

blood disorders, aids, hepatitus A or B, |aund\ce

S/ Physician’s name

COMPLAINT
REMARKS

A AN

HRERE0sBAR0BEHE B BOsBABOY B

18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28 55 54 53 52 51 61 62 63 64 65

R, L R L
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no. T0TWK22T200 - Filing Envelope

.12. Shortness of breath or chest pains?
13, Ankles swell?
yroid, diabetes, sinusitis, epilepsy, kidney, liver, joints,

Phone.

PHYS.

DOUBLE

Y, QS'"ED /

TD. - PH

PATIENT'S NAME. ADDRESS
PHONE - RESIDENCE. BUSINESS
DATE OF BIRTH. SEX PARENT OR GUARDIAN
OCCUPATION EMPLOYER
FORMER DENTIST PHYSICIAN
DO YOU HAVE NAME OF INSURANCE COMPANY

NAME OF ADMINISTRATIVE COMPANY (IF ANY)
DENTAL INSURANCE
COVERAGE?

MEDICAL HISTORY

z
&
<
8

Have you been under the care of a physician lately?

Have you ever had a serious iliness or operation?
Have you ever had any type of Allergy, Hay Fever, Asthma?
Have you ever had an unpleasant anaesthetic experience or reaction 1o a drug?

Have you been wamed against taking any specific medication, e.g., Penicilin, Codeine, Novocaine, Aspirin?

Do you have a shortness of breath? Have you ever fainted? Do you have pains in the chest?.......

Oooooooao

Do you bleed easily or do cuts in your skin stay open a long time?
Have you ever had Rheumatic Fever, Rheumatic Heart Disease, Diabetes, Kidney or Liver Aiments?......

oooooooao

u}

Are you presently in good health? o

o
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ENDODONTIC CASE HISTORY
AGE NAME YEAR
M. O REFERRED BY DR.
Miss O ADDRESS
PATIENT: Mrs. O ZONE PHONE NO.
i)
HOME PHONE: OCCUPATION: BUS PHONE:
A record of previous endodontic case history for this patient TEETH INVOLVED NO. OF CANALS:
will be found under YEAR FILE CHART  FILENO. CHART NO:
T DENTAL GOMPLANT 3 ELECTRICAL PULP TEST:
PAST PRESENT MEDICAL HISTORY:
o Gonra RHEUMATIC FEVER O DIABETES O HEPATITS O
DPANTOHEAT o Do | moading | Tooi | oacing JAUNDICE T o NepdAms O
OPANTO COLD o PoLIO o
PANTO PRESSURE o
O TOOTHACHE a OTHER;
2. CLINICAL EXAMINATION SURGERY:
EXCESSIVE MOBILITY o HERRT
DRANING SNU oIS e G BTN BLEEDNG
DISCOLOURATION o o o clotTn
ERCUNEHACTIRE ) APICAL RAREFACTION o ALLERGIES
RooT FRACTURE g LATERAL RAREFACTION o (General)
PAIN TO PERCUSSION i CONDENSING OSTEITS a RLLEFGIES
EARITO HEAT g INCOMPLETE R.C.T o
PANTOGOLD ] WTERAL ESORPTION  © TOOTABSTORY
e e EXTERNALRESORFTION O
reeTon CALGFIGATIONOF PULP O
ROOT FRACTURE a
INTRA ORAL B e
EXTRA ORAL o CARIOUS EXPOSURE o DIAGNOSTS
D g ReTmUwToBrosURE O PROGNGSIS
TRAUNATIC EXPOSURE a
TENDERNESS TO PRESSURE O
\CKLING o EXTENSIVE FRUNG = 'RECOMMENDATIONS:
DEPTH OF INSTRUMENTATION Nrgestfle, | Date | DugsSesled inCanal | Cuture | Pos. | Neg. | pDale
SINGLE CANAL
MB. CANAL
D.B. CANAL
ML CANAL
LINGUAL
BUCCAL
DISTAL
DATE CANAL(S) FILLED: *MARK C IN APPROPRIATE COLUMN ON DATE WHEN CULTURE TAKEN.
CANAL(S) FILLED WITH:
PERIAPICAL CURETTAGE: DATE: DATE RECALL RECORD
TEETH INVOLVED:
ANAESTHETIC (Type): NO. CC.
SITE:
PREMEDICATION:
PPOSTMEDICATION:
/APICAL FINDINGS:
BIOPSY REPORTNO: SUCCESS (YEARS) _FAILURE
e — 1 2 3 4 5 1 2 3 4 5
* VEDICALDENTAL STATOWERSLTD PHONE  GHART N, ojo|jojo|lo|o|o|o|o|o|o
- Wiojos a5 12006081065 il

.

no. ENDO3 - Filing Envelope

CHART ENVELOPES - SERIES 101

101 Series - Holds Charts 5”x 8”and 8”x 10"

Product 250 500
101W - White 55.00 85.00
101TM - Ivory 75.00 136.00
101G - Gray 75.00 136.00
2001b. Ivory 110.00 175.00
Prices are subject to change

1000
150.00
240.00
240.00
280.00

2000
265.00
385.00
385.00
500.00

CHART ENVELOPES - SERIES 101 - PRINTED

101 Series - Holds Charts 5”x 8" and 8”x 10"
Product 250 500

10TW - White - 1 Side 109.00 160.00
10TW - White - 2 Sides 195.00 245.00
10TM - Ivory - 1 Side 160.00 205.00
ENDO3 & 101M - Ivory - 2 Sides | 208.00 260.00
101G - Gray - 1 Side 160.00 205.00
101G - Gray - 2 Sides 208.00 260.00
2001b. Ivory - 1 Side 170.00 230.00
2001b. Ivory - 2 Sides 230.00 305.00
Prices are subject to change

1000
245.00
315.00
310.00
366.00
310.00
366.00
340.00
425.00

2000
400.00
475.00
515.00
583.00
515.00
583.00
605.00
645.00

1.800.668.1865



SPECIALTY ENVELOPES

[T FrmAmisAsoND |
[ 1

I N I Y A I A ]
- 9" x 12"
1. BITE ON GAUZE FOR % HR. Keep fingers  about forty-eight hours, then disappearing
and tongue away from both socket or opera-  spontaneously in a further two to three days.
tive site. An ice bag may be applied. However, this is
2. Do not rinse mouth for 8 hours, although it is :mr‘ly r:(e;essary ifitis fogn(d torelieve d'zmm-
permissible to drink lukewarm or cool liquids ‘,D ore ‘.‘5 no neec to remain indoors,
immediately. ‘avoid drafts" or cover the swelling. ' } ‘ ‘ ' ‘
3. Non-alcoholic mouthwashes or rinses are O 1oK@ Prescriplions as advised [ i I I I I I 1
advisable, particularly after meals, commenc- T F MAM{IASOND
ing the following day, provided no bleeding is ake 000000000 it " "
ingthef S CITTTT I I ey 1 ] 7"x 12

DIET — Cold or lukewarm liquids may be
taken for the first 4 - 6 hours following return

4.BLEEDING itis normal for the saliva tobe 00026 18 i e e iesible

lightly streaked with blood for about one day.
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Iffrank bleeding s presentfold provided gauze 8. DISCOLORATION — A bruising of the skin [ 4 [T Fmamisasono]
into a firm wad and place directly over opera- occasionally occurs and disappears sponta- [TTTT T I T I I I [T |
tive site and maintain steady pressure for  neously in approximately a week. It is of no —J.q
twenty minutes or longer. Do notexpectorate  importance and no treatment is indicated —
B o et Jayze: 71022914 g EMERGENCIES - Do not hesitate to cal the |
Doctor at any time if in doubt regarding in- — [ FmAmMiIAsSOND ]| 6"x 12"
5. SWELLING — Swelling is to be expected in _ Structions or should problems arise. — [EEEEEEEEEEEEEEEE - | X
certain cases often reaching its maximum in —=
e oon
—
14A4 - Post Op Envel |
INSTRUCTIONS
1. Bite on the gauze for half an hour after leaving the dentist.
2. DO NOT bite your lip. H H
POST OP yourlip Our durable hanging file pouches, made with sturdy, gloss card stock, are
3. DO NOT rinse your mouth today. You are allowed to drink lukewarm or cool H i H H
ENVELOPES Tauids bul not ough a Sraw, Tormaro, Anss four tmes troughout e available in four different sizes.

day with half a glass of warm water and a teaspoon of salt. Repeat the daily
rinsing until the wound heals.

. lsing connce ot h gz rovied 1 you o i v g FILING SYSTEMS - HANGING POUCHES

place directly over operative site. Maintain steady pressure for twenty

Post-Op Envelopes minutes or longer. A tea bag may be substituted for the gauze pad. 6" X 9!/’ 6” X -I 2!1’ 71/X 121; 91/ X 121/ _ 9/r Hanger, 12/! Hanger Pnnted on

provide instructions 5. DO NOT hesitate to call the dentist at any time if you have any questions of

and gauze to your fprolems shoudrie 14pt. gloss stock
patients after an Quantity 100 500 1000
extraction. 6"x9" 28.00 133.00 250.00
no. 14A5 - Post Op Envelope 6"x9" expandable 43.00 200,00 375.00
6312 20| | 20
3.25"x4.75" 7"x12" 44.00 194.00 315.00
Quantity 100 250 500 1000 9"x 12" 48.00 210.00 390.00
144, 14A5 | 5500 | 9000 | 16500 | 29000  9"Hanger 40.00 17200 308.00
Prices are subject to change 12" Hanger 42.75 195.00 350.00

X=RAY'S = PLEASE D0
STATEMENT AND COLLECTION ENVELOPES
X=RAY'S = PLEASE D0 NOT BEND

#8-3.63"x6.5" #8.5-3.75"x6.75” - Printed with black ink

Quantity 500 1000
PANOREX ENVELOPES Statement/Collection Envelope 16A2, 18A17 | 21500 | 28000

6.5"x12.75" #8 Return Envelope
Quantity 100 250 500 1000 #8 Window Envelope
Blank 47.00 92.00 175.00 270.00 #8.5 Return Envelope Prices Available on Request
Personalized 105.00 150.00 235.00 350.00 #8.5 Window Envelope
Prices are subject to change Prices are subject to change

MEDICAL DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865 31
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ORTHODONTIC CHARTS AND FORMS

DATE SERVICE PERFORMED

NEXT

Orthodontic Diagnosis Chart

ORTHODONTIC DIAGNOSIS CHART

NAME ADDRESS
DATE 20 CASE No AGE
PARENT PHONE
REFERRED BY PHYSICIAN
DENTIST ADDRESS
REASON FOR PRESENTATION

PREV. ORTHO.

GRADE SCHOOL

HERED. FACTORS
ENVIRONMENT FACTORS

HABITS

OPERATIONS, TRAUMA

CHILD, DISEASES

MEDICAL HISTORY

BREATHING T &A REM.

BIRTHDAY
BUS. PHONE

STANDING

PRESENT HEALTH

MATURATION

ALLERGIES: HIVES HAY FEVER OTHERS

PATIENT INT. & COOP.
REMARKS:

1. SOFT TISSUE 5. RADIOGRAPHIC
Profile Profile
Facial Type Facial Type
Symmetry Skel Patt
Lips
Esthetics
Gingivae
Frenae
General Tone
Tongue

2.DENTAL CLASSIFICATION Superumerary
Molar Supplemental
Cuspid Missing
Overbite Overjet
Crossbite

DIAGNOSIS

Midine
Caries Exp. OH.
Widths T
™

Prem Loss
Reqd Avail Ant

Other Obs:

PROGNOSIS

Apical Base-
FUNCTIONAL ANAL
Path of closure
Freoway

M

Degutiion

4. MODEL ANAL:

0. REMARKS:

TREATMENT PLAN

EST. TIME OF TREATMENT

DATE 'SERVICE PERFORMED

TIME

NEXT APPOINTMENT ]

ORTHODONTIC CASE ANALYSIS

Exam Date

Records.
Consultation

Orthodontic Case Analysis Chart

MEDICAL- DENTAL

NAE ADoRESS
cITy POSTAL CODE HOME PHONE
PARENT BUS ADDRESS aus. PrONE
REFERRED DENTIST. PHYSICIAN
AGE_GIRTHOATE _/_/__scHoOL arAE
REASON FOR PRESENTATION
DENTAL INSURANCE: Yes (] No[] If yes, COMPANY
EMPLOYER GROUP NO. PLAN NO.
MEDICAL HX
DENTAL HX
HABIT
HOBBIES AND INTERESTS
'SOFT TISSUE ANALYSIS DENTAL ANALYSIS PROGNOSIS & EST Rx TIME
Facial TyjpeR_ O __ 87654321|12845678
57654321 12345678
EpcealaBCDE
Liplength S___N___ L EDCBAIABCDE INDIC FEE.
Lips at Rest Apart__ Gortact
Frenum Neg Q Pos oJ mm 0B % Imp. Total
TongueSizs S N__L it
H N L X-bite 4‘7 Monthly
Nasolabi Angle 05N Ao Quartery
Molar class R L Other
; anavst Cuspiddass R__L
Crowding/Spacing Mx mm Md mm  ORAL HYGIENE G
Frooway Space S__N__L Spee N Bx nsrucion
MJ Symp L R ) Neg Diastema essions
Promaturtios Archwth M Bx__N__Gon
Closure Path Md. Ex N Con RETENTION
Dogltion Midine Mx R__mm N__L_ _mm o
Speech Md. R mm N L mm  Hawley
Up form Evert N __ Redund Al ncinaton g
Lowerpenrap YN Wi nPro N Reto omeR
Tongue Thust Nt _post ) Md.inPro N etro
Symmetry Mx. Y N Decalcif
Md__Y__N Oral Hygiene G___F__P COMMENTS
CEPHALOMETRIC ANALYSIS MATURATION
Pryscal Deve Del__N__ Adv
SNA Mx. UL mm Dental Devel Del _N___ Adv
se [T DiAcoss
e
GOGNSN __ Maca__mm
TREATMENT OBJECTIVES
BURLINGTON ANALYSIS TREATMENT PLAN
. oot Facl Comporerts
Ant. (Nasion) — Observation __yr(s) _M
- GRANIAL BASE 51 (Baiton). _ Recods _M__ G P
e E—————
11 FACE HEIGHT o b, (ANS-Me) Ext
WMAGLLA AP postion AP |
Supt poston APt
A postonmesas &
‘Sup.-nf. position mesial 6 6 Hgdr Cerv___HIPul__Comm
0 " lpeurp
MAOBLE  APpostonBEL Shetes 01 1110w
A
. Hamonyof Sl Camponents Partl i
s MAX MAN __Sug Jaw__Soft T__ToothExp
S e am
tax " Removatle Aop
TOTAL ___Other

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM
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Adult Orthodontic
Acquaintance Form

Name: Date:
DateofBith: ___MM__DD___YY Age: Sex Occupation:

Home Address: City: Postal:
Home Tel: Daytime Tel: = Cell 2 Work = Home

Patient's Dentist Physician: Physician's Tel:

Who may we thank for referring you?

Person responsible for account:

If person other than yourself is responsible for account, please indicate

Do you have an insurance plan that covers orthodontic treatment? o Yes oNo o Unsure

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

Rheumatic Fever o Yes o No Tuberculosis o Yes o No Diabetes o Yes o No
Heart Murmur 0 Yes o No HIV./AIDS. 0 Yes o No Kidney Disorder o Yes o No
Mitral Valve Prolapse o Yes o No Hepatitis A, B, or C o Yes o No Liver Disease o Yes o No
Heart Disease o Yes o No Sexually Transmitted Diseases o Yes o No Asthma o Yes o No
Artificial Heart Valve o Yes o No Blood Pressure o Yes o No Arthritis o Yes o No
Artificial Joints 0 Yes o No Prolonged Bleeding 0 Yes o No Other
If you responded YES to any of the above questions, please give pertinent
Are you in good health? If you responded 'No', please explain:
List any drugs or medications now being taken: Please give reasons:
Do you have any history of major illness and/or operations?
List any allergies or drug
Have your tonsils or adenoids been removed? o Yes o No Atwhat age?
Do you have a tendency to colds? 1YesuNo  Sore Throats? o Yes o No Ear Infections? 0 Yes o No
(Women) Are you pregnant? o Yes o No
DENTAL HISTORY
Have you ever been treated for a jaw joint problem, including surgery? o Yes o No
Have there been any injuries to the face, mouth or teeth? o Yes o No Please describe:
Have you ever sucked your thumb o finger? 0 Yes o No Until what age?
Do you have any speech problems? o Yes o No
Do you have frequent canker or cold sores? o Yes o No
Are you a mouth breather? While Asleep: 0 Yes o No While Awake: o Yes o No
Have you been informed of any missing or extra permanent teeth? o Yes o No
Have you ever had a previous orthodontic examination? o Yes o No
Do you want orthodontic treatment? o Yes o No
Has any other family member had braces or orthodontic treatment? 0 Yes o No

Please name the family member if treated in our office:
When did you last see your dentist?
Reason for orthodontic

1 hereby give Dr. Austin H. Chen and/or members of his staff permission to release information concerning my dental andlor orthodontic health to the
family physician, dentist or any other dental specialist s is deemed necessary from time to time. Such information includes x-rays and other
which pertain to the inital condition, diagnosis, proposed treatment of treatment in progress.

ORTHODONTIC CHARTS AND FORMS

Patient's Name Birth Date Age.
First Middie
Parent or Responsible Guardian
Last Flrst Middle
Street Addre: Phone.
City Code
Parent Business Address
Occupation Phone
Patient’s School Grade. Patient's Physician

Patient'’s Dentist

Referred by:

Have you ever had any orthodontic treatment in the past?
Are there or have there been other children in your family under orthodontic treat-

ment?.

Are you taking any medication now?

Have you seen a physician in the past 6 months?

o
)
o
-
o
)
o
—
—
o
(age ]
T
=
o
i
(Je]
on
T
o
)
=
(Je]

DOCTOR’S NOTES
Classification

DATE: Q
Size

Type of Treatment
X or Non

6"x4.75"

Anticipated length of treatment

Estimated Fee

EM-DEE 17B8

no. 17B8 - Orthodontic Patient Registration and History Card
6"x 4.75", printed on 1101b blue cover with black ink

1, the undersigned, certify that | have read and understand the above medical and dental information, have reviewed it, and find it accurate. If there. Rt Lt Required Available Ant.
examination. ‘ ‘ ‘ ‘ ‘ i v
Signature Date Crowding: Mx
Spacing:  Mx 'ORTHODONTIC EXAMINATION CARD
Date.
Carles Name. Parent Bus. Phone.
Ad | 0 h d 1 A H |: 8 5" 1 1 ” Gingival Tissu¢ Addre: Home Phone
ult Orthodontic Aquaintance Form 8.5” P - o
Interests & Cot Referred Dentist.
Previous Orthodontic Treatment.
Other Observa
Mumps. Measles Chickenpox Whooping Cough Others
General Health Present
CERTIFIED SPECIALIST IN ORTHODONTICS PATIENT IDENTIFICATION Breathing Allergi T. & A. Removed
Accidents to Teeth Habits
STANDARD INFORMATION FORM B 7= scction to be completed by Patient/Parent/Guardian =
° Misc. Fee
Approved by B osucance carer @ Profile Mentali T
cao / aco The Canadian Association of Orthodontists A Lips
Bl s [vame
|
E g Address @ Overbite Overjet
NAME i s e Midline: Closed Open Closure.
m c Crossbite
ADDRESS 2 'I‘ Employer
B TM.J Evaluation:
CITY, PROV. o db -
M E [Grour roLicy | cermricaTe S0C. INS. o, Subjective Rt Lt
POSTAL CODE q R Ne. Objective Rt Lt
TELEPHONE UIN PATIENT'S DATE OF BIRTH | RELATIONSHIP TO SUBSCRIBER
DEPENDANT NO.

NAME OF PATIENT

FULL TREATMENT CASE

BRIEF DESCRIPTION OF CONDITION

[) LIMITED TREATMENT CASE

[] EARLY TREATMENT CASE

FINANCIAL ARRANGEMENTS:
Preparatory Procedures
Initial Examination (] Date:
Diagnostic Phase (] Dates:
Treatment Procedures
Initial Payment
Monthly Fee (3, or Quarterly Fee (]

Other Payment Plan

Retention/Observation Fee

Estimated Total Fee (if applicable)

This is a fee estimate for recommended orthodontic services
‘These services and fees may vary during treatment.

EXPLANATORY

STARTING DATE OF ACTIVE TREATMENT.

Date . 20

The information on this form s valid

for months from above date.

SIGNATURE OF CERTIFIED ORTHODONTIST

(S0 Standard Info Form

MEDICAL- DENTAL

Orthodontic Examination Card

8"x 5, printed on 110lb blue chart stock with black ink

CS0 ORTHO INFO FORMS

Quantity
Single Sheets
2Part NCR
3Part NCR
Prices are subject to change

ORTHODONTIC CHARTS AN
Quantity

Diagnosis Chart, 8.5"x 11", DS

(ase Analysis Chart 8.5"x 11, DS

Adult Aquaintance Form 8.5"x 11", SS

Ortho Exam Card, 8”x 5" DS
Patient Registration & History Card
Prices are subject to change

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

RMS

250 500
85.00 | 120.00
145.00 | 215.00
165.00 | 245.00

1000 2000
165.00 | 240.00
290.00 | 460.00
375.00 | 590.00

250 500
150.00 | 205.00
125.00 | 180.00
80.00 | 105.00
92.00 | 115.00
90.00 | 105.00

1000
290.00
275.00
130.00
160.00
130.00

2000
470.00
435.00
185.00
240.00
190.00

1.800.668.1865 33



PERIODONTIC CHARTS

w2
[ —
('
< Name
I 18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28 Oral Hygiene P F G E | Pertinent M. H. ‘
Calcult
(o] SR OOCORCOFHEE s A
Sub  — L M A B
= P e e e e e e e R -l L] @
|_ Stain  — L M A D
Z Lingual Lingual
o ¢
a g
@ A
= 8A s
I Facial R ®@@8@ °
L OEREEeOTY  °
oo ~
T -
ORAL DIAGNOSIS:
N EXTRAORAL Head
A | | T T T T TT T T 1T I I FINDINGS:
R S S ) I B ™) - Nom|
. INTRAORAL LipsO  CheeksD Facial
Lingual FINDINGS: Floor of mouth O 1
Comments
A
B
TEETH: Abrasion O Attriti|
e e R R — e B
EOEPO00e000CEREm i
48 47 46 45 44 43 424131 32 33 34 35 36 37 38 ) Gingiva: Healthy
Occlusion Signs of TMJ Dysfunction Fibrous[J  Lingual
Class Crepitation Clicking Exudate]
Overbite __ mm Overjet ___ mm |Opening —Restricted ____ mm
Pain
::::espace mm Muscle Tenderness________ E"ZJ':F:;WEP - I g
E— iagnosis: Gingivitis: c
CR | __ . b
Guidance g;r:ogl:\:a Minimal oter Calculus:
2'3"5"‘9 " Texture Oral Hygiene: EG Treatment plan
Contacts —+ —F Consistency ____ Frenum Plaque Index: 12
(P:roor:gg;;e Hemorrhage o
Last recall exam
© COPYRIGHT MEDICAL-DENTAL STATIONERS LTD. EM-DEE 2G5 *
REG.TRADE MARK NO. 144 179 EM-DEE CHART 2G4 (REV 2009) Medical-Dental Stationers Ltd., Tel: 416-661-3343 Toll-Free: 1-800-668-1865
no. 2G4 - Periodontic Chart 5 x 8”, printed on 110lb white chart stock with black ink no. 2G5 - Periodontic Chart, 5" x 8”, printed on 110lb white chart stock with black ink
NAME ADDRESS
PERIODONTAL SCREENING: 1.Date: 2. Date:
(Initial visit and follow up) RIGHT lerr | rioHT LeFT
ool BEEERLBVIRBBBRARA) | BSRDRESINSSISID R @G
] HH Furcaton P0O00OEEIESB00ReY | DYR0RVERISSBOREBO
i I } Recession
R C ey DATE. DATE.
A - ( e
N
/ A
o OO 00I0 000001000480 ke
[8T17 T 16 T 15 T 14 B2 [1u 21 [22 [23 24 [25 [ 26 [27 [ 28 %@ﬂﬂk 18 17 16 15 14 13 12 11 21 22 23 24 25 26 27 28 18 7 1 45 4 13 1212122 23 24 25 28 27 28
B 5 N 1 A BE80OSe0IBREONBS | BEOARBBSIVBZ OO
A an D MABARA AL Am g 4 B &
Slel © : tisfafe] Double -
Al Poces Sided —
L [T I Recession —
2 I‘ I DATE. JE—
1
R I :
2 0] T[] Fueation
. - - Furcation no. 17A2 - Periodontic Recall Chart, 8" x 5" - printed 2 sided on 110Ib chart stock with black ink
1 1 p
L [ L I I Recession
i ;1 ! u, ! ! Pockets
A g — PLAQUE
N|a P E O V] %3 o |
&
o & ] 1YY S BT
; 48T 47 46 | 45 a4 R I T 5 I . 34 [ 35 | 36 [ 37 [ 38 :A:m;: PERIDDUNTIU GHAHTS
( = i
- W ﬁ ﬁ a E / H H E!; Ef ﬁ @@‘{Q e Quantity 250 500 1000 2000
L B .
NE M 2G4 - Perio Chart, 5 x 8", DS 77.00 | 105.00 | 140.00 | 225.00
I ockets. . " "
S I I : = 2G5 - Perio Chart, 5"x 8", DS 77.00 | 105.00 | 140.00 | 225.00
- : cocssion
17013 -Treatment Chart, 10" x 14", DS 130.00 | 190.00 | 275.00 | 460.00
[ [ [ [ ‘urcation .
—= —— F 17C12 - Exam Chart, 8.5"x 117, SS, pink bond 65.00 | 85.00 | 125.00 | 225.00
©MEDICAL-DENTAL STATIONERS LTD  (416) 661-3343 OR 1-800-668-1865 CHART No. EM-DEE 17C12 'I7A2 - Reca” Chart, 8”X 5”, DS, ’I’Iolb chart StOCk 77.00 ’IOS.OO 140.00 225.00
no. 17C12 - Periodontic Exam Chart, single-sided, 8.5" x 11", 20Ib pink bond, black ink. Prices are subject to change

34  MEDICAL-DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865



PERIODONTIC CHARTS
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no. 17C13 - Periodontic Treatment Chart - 10" x 14"

printed on 24lb white bond with black ink. Scored. ot e o saTonGn T 10 Son 10t CHART Mo BDRE TR o
e PERIODONTIC PRETREATMENT FORMS
T —
I TTIITTT] Quantity 250 500 1000 2000
Single Sheet - Blank 45.00 60.00 95.00 145.00
Single Sheet - Imprinted 129.00 140.00 175.00 225.00
2 Part Carbonless Blank 78.00 105.00 180.00 320.00
2 Part Carbonless - Imprinted | 150.00 205.00 270.00 445.00
3 Part Carbonless Blank 115.00 135.00 245.00 475.00
3 Part Carbonless - Imprinted | 175.00 235.00 350.00 605.00

Prices are subject to change

THIS SECT ION TO BE COMPLETED BY PATIENT

Standard Periodontic Pretreatment Form, 8.5” x 117, single sided

MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865 35
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ENDODONTIC CHARTS

DON'T SEE WHAT
YOU ARE LOOKING FOR?
ENDODONTIC CASE HISTORY
AGE NAME YEAR cALL US ABUUT
Mr. O REFERRED BY DR.
Miss [J ADDRESS
PATIENT: Mrs. [] ZONE PHONE NO. UTHER UPTIUNS
(Print)
HOME PHONE: OCCUPATION: BUS. PHONE:
A record of previous endodontic case history for this patient TEETH INVOLVED NO. OF CANALS:
will be found under YEAR FILE CHART FILE NO. CHART NO.:
1. DENTAL COMPLAINT s
DENT presens O ELECTRICAL PULP TEST: e
O NONE a Control ‘ RHEUMATIC FEVER [0 DIABETES [J HEPATITIS O
O PAIN TO HEAT o Date Reading | Tooth Reading JAUNDICE (] T.B. [m] NEPHRITIS [
0 PAIN TO COLD o I ]
0 PAIN TO PRESSURE o
O TOOTHACHE o
2. CLINICAL EXAMINATION
DR o DEPTH OF INSTRUMENTATION Nembor Gsed | Date |Drugs Sealed in Canal | Culture | Pos. |Neg. | pont® .
DISCOLOURATION N 4. RADIOGRAPHIC E
CROWNIERASTURE NORMAL SINGLE CANAL
= APICAL RAREF
?ZTTZRQJSSSES.ON = LATERAL RARE| M.B. CANAL
= CONDENSING
RAINJTOIEAT] = INCOMPLETE R D.B. CANAL
RANICEOLD = INTERNAL RES
CARIES = EXTERNAL RES M.L. CANAL
RESTORATION o CALCIFICATIO|
SWELLINGSS ROOT FRACTU LINGUAL
INTRA ORAL o 5. ETIOLOGY:
AL e N CARIOUS EXPQ BUCCAL
SOET = INSTRUMATIC § DISTAL
TENDERNESS TO PRESSURE [ TRAUMATIGIEX]
CRACKLING o EXTENSIVE FIL| DATE CANAL(S) FILLED: “MARK C IN APPROPRIATE COLUMN ON DATE WHEN CULTURE TAKEN.
LYMPH ADENITIS o TRAMATICIOCG CANAL(S) FILLED WITH:
(Name) TRAUMA
PERIAPICAL CURETTAGE: DATE: DATE RECALL RECORD
TEETH INVOLVED:
no. Endo2 - 8" x 5" double-sided ANAESTHETIC (Type): No.ccC.
SITE:
PREMEDICATION:
POSTMEDICATION:
APICAL FINDINGS:
SUCCESS  (YEARS) FAILURE
BIOPSY REPORT NO.:
EM-DEE No. ENDO 2 1 2 3 4 5 1 2 3 4 5
*,‘COPYRIGHT 2018 MEDICAL-DENTAL STATIONERS LTD. O/oo|logogigololorglg
TELEPHONE (416) 661-3343
ENDODONTIC CASE HISTORY
PATIENT: YEAR
STREET MONTH REFERENCE
MUNICIPALITY ZONE DAY DR.
HOME PHONE: BUS. PHONE:
A record of previous endodontic case history for this patient TEETH INVOLVED
will be found under  YEAR FILE CHART FILE NO. CLAMP NO::
DENTAL COMPLAINT ELECTRICAL PULP TEST: MEDICAL HISTORY:
Tooth Cantrol
Date | Reading | Tooth | Reading
GENERAL DATA
RADIOGRAPHIC EX
CLINICAL EXAMINATION Largest File Date
DEPTH OF INSTRUMENTATION Number Used Date Drugs Sealed in Canal Cuture | Pos. | Neg. | Reading
SINGLE CANAL
M.B. CANAL
D.B. CANAL
M.L. CANAL
LINGUAL
BUCCAL
FILMNO. DISTAL
DATE CANAL(S) FILLED: DATE REPORTED MAILED O PHONED O
CANAL(S) FILLED WITH:
PERIAPICAL SURGERY RECORD: DATE: DATE RECALL RECORD REPORT MAILED
n n N
no. Endo5 - 8" x 5" double-sided TEETH INVOLVED: ‘

MEDICAL- DENTAL

[
ENDODONTIC CHARTS

ANAESTHETIC (Type):
CATION: . .
el Printed on 110Ib white chart stock
APICAL FINDINGS: Quantity 250 500 1000 2000
Endo2, 8"x 5", DS 7700 | 10500 | 14000 | 225.00
BIOPSY REPORT NO.:
Endos, 8"x 5", DS 7700 | 10500 | 14000 | 225.00

(oloured stock available at extra charge. Prices are subject to change.

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

1.800.668.1865



ENDODONTIC CHARTS

Py — * o |
e
3ONvIvE | 11a3¥d | Lig3a ANIWLVIHL :
3ONVIveE | 11g3¥d | lig3a ANIWLYVIHL aiva I
— 2]
paydsay 3dVHS azis MUV H1ONZT
220
sidy duwer) amsodxgy ‘
> ‘ paydsay 3dVHS azis MUV H1ON3T AVNYD
Recall |
Name Home Phone sady Cax0 SRl ‘ BooL
Home Address Address
Reference Phone
Systemic Conditions Tooth 4‘7 Exposure. Clamp Apts
Chief Comphaint:
History: __ Tooth:
Clinical Conditions: Radiogtaphic Findings: CANAL LENGTH MARK SIZE SHAPE Resched
Normal Pdl
Thl‘ckcncd Pdl, Fee
Periodontal: C -
Probings Resorptions
Mobility Previous Ret____
Occlusion Pulp Cavity Morphology
CCusIO Root Canal Morphology
Swelling Tests: L
Sinus Tract " Heat DATE TREATMENT DEBIT | CREDIT |BALANCE
Coronal: Cold
Caries Percussion
H;gicnc E:l{)anon
Quality Diagnosis
Discol i
Fractures Etiology
Pulp Exposed Prognosis.
\\ Temporary Treatment Plan

no. Endo17 - Wallet chart with flap 4.5" x 8.125"

88888148888 ] o servcerenoenes | =5 | oate semvcerenoenen | =25 | oure serveerewoERED | TEES
., 20098998800 | 1—
BBBAAbAB|AAELABEE
0eEEE8B8IBE8RAO® & —
PEADOBRIOO®A® ||
BRRIIORRITIIoOREe
0pe908888@ —
BReIp|vEoag —
TREATMENT PLAN

EM-DEE 17C7

no. 17(7 - Periodontic Screening Chart - 8" x 10" double-sided

MEDICAL- DENTAL

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

ENDODONTIC CHARTS

Printed on wallet stock

Quantity 250 500 1000 2000
Endo17, Wallet chart with flap, DS|  209.00 | 33000 | 460.00 | 780.00
Prices are subject to change.

ENDODONTIC CHARTS

Printed on 110Ib white chart stock

Quantity 250 500 1000 2000
17C7,8"x 10’,DS | 12500 | 180.00 | 275.00 | 435.00
Coloured stock available at extra charge. Prices are subject to change.

1.800.668.1865
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ORDERING INFORMATION

Order by Phone: Local 416.661.3343 or toll free1.800.668.1865
Order by Email: medicaldental@communicationalliance.com

You will receive an e-mail notification to confirm that your order
has been received. If you do not receive a notification within 72
hours, please call us back during regular business hours.

Order by Fax: Fax your completed order form t0 416.299.1530
Our Hours: Monday to Friday 9am - 5pm (EST). Payment for
phone orders can be made with Visa or MasterCard credit cards.
Please have your credit card information ready when ordering.
Pick-Up Orders: You can pick up your orders Monday through
Friday between 9am and 5pm from our office located at
30 Rolark Drive, Toronto, ON M1R 4G2. Please indicate this when
placing your order so that no shipping charge will be added to
your account.

METHOD OF PAYMENT

Credit Card: Payments by Visa or MasterCard are accepted prior to
shipments when ordering. Please provide the credit card number,
expiration date and name of cardholder.

Net 30: We accept personal or certified checks. Payment is due net
30 days from the invoice date. Past due invoices will be assessed a
late payment fee of 1.5% per month (18% per annum). The buyer
agrees through payment of Net 30 invoices that Medical-Dental
Stationers Ltds damages, if any, shall be limited to the total selling
price of any item purchased.

PRODUCTION TIME

Production time varies depending on the size of order and
complexity of products. Production time begins the day after your
order is considered production ready (artwork approved or on file).
Print Products: Estimated production time is 7 business days.
Shipping: Shipping charges are automatic and vary depending
on destination, weight of product and quantity of items shipped.
Please allow 2-5 days for shipping based on destination.

MEDICAL- DENTAL

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

DESIGN RECREATION

(Not Originally Produced by Medical-Dental Stationers Ltd.)

Our talented design team will be happy to recreate your
existing design for you. A physical sample of your document is
recommended to accurately match your design layout and stock
preference. Recreation fees will vary. Additional charges apply
for recreations of logos. Electronic logos are preferred. Should
electronic artwork not be provided, our designers will use their
professional judgment on typestyle and composition. Additional
fees may apply.

ARTWORK APPROVAL

All artwork approvals will be sent to you either electronically
(email) or by fax. Additional charges apply for paper proofs and
samples. For new or revised orders, production will not commence
until artwork approval is received. Please review your artwork
proof carefully. All artwork which is personalized by Medical-Dental
Stationers Ltd. is subject to artwork approval and Medical-Dental
Stationers Ltd. is not responsible for any approved errors.

ARTWORK AND PRODUCTION INFORMATION

Supplying us with the proper artwork files helps us process your
order faster.

Preferred Artwork Format: Vector art with file extensions .eps
and .ai are preferred. Vector art can be easily resized or coloured
and image quality will stay the same. Programs used to create
vector art: Adobe lllustrator, Adobe inDesign.

Production Ready Files & Preferred File Types: High resolution
PDF, EPS or Adobe CC or lower.

Image Resolution: 300 dpi at actual size. Lower resolution files
may be used but the print quality may vary. Artwork used for the
internet is scanned at low resolution and is meant for viewing
on-screen only. These images are scanned at 72dpi and are not
meant for printing reproduction.

Image Colour: RGB and CMYK are acceptable. PMS matching may
result in additional fees.

Submission Format: E-mail files under 10MB to medicaldental@
communicationalliance.com. Files over 1T0MB can be uploaded to
our FTP server (contact us for further information), or supplied on
a CD or USB Drive. Production ready PDF’s must be created to our
specification to ensure compatibility with our processes.

Please contact our Service Representatives at 416.661.3343 or
1.800.668.1865 should you have any further questions.
email: medicaldental@communicationalliance.com

web: www.medicaldentalstationers.com

1.800.668.1865



MEDICAL ORDER FORM

D E N TAL For Internal Use Only %
. | w—)
CRM: g
To place your order, photocopy, complete and fax the order form to the OEH#: —
number below. If you prefer to place your order by phone, photocopy DD: ()
the order form to collect your order information before calling or keep it REP: - w )
for your records. Standard turn around time for print orders is 7 business . =
days from the time that art is approved.
Phone: 416.661.3343 or Toll Free:1.800.668.1865 or Fax: 416.299.1530
CONTACT INFO
Practitioner’s Name: (linic Name Date:
Address: City Province: Postal Code:
Phone: Fax: Email: Contact:

BILLING INFORMATION O SameasContactinfo [ Use Address Below
Payment Method: [1Visa CIMC [J Amex [ Please Bill

Card: Expiry

Name on Card:

PROOF METHOD
Our representatives will send you a proof of any first-time product orders.
Sendmeaproofby: [JFax  CJE-mail [ Paper Proof ($5.00)
DS = double sided print
STATIONERY SS = single sided print

Product Code Product Description / Details GloFSisr}i,\sAle Quantity

If no options are selected, 10pt Matte with white paper & black ink will be selected (unless full colour card is chosen)

APPOINTMENT CARDS & MAGNETS

Product Code Product Description / Details Indicate Cancellation Policy Finish Quantity

24h, 48hr, 72hr Gloss / Matte

If no options are selected, 10pt Matte with white paper & black ink will be selected (unless full colour card is chosen)

CHARTS & FORMS

Product Code Product Description / Details Chart Paper or Standard Paper Quantity

If no options are selected, 10pt Matte with white paper & black ink will be selected (unless full colour card is chosen)

MEDICAL- DENTAL MEDICALDENTAL@COMMUNICATIONALLIANCE.COM 1.800.668.1865 39
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MEDICAL
DENTAL

SPECIAL INSTRUCTIONS

Please indicate any special instructions for your order. This information
may include: specialty paper, address changes, specific font choices,
custom messages or instructions for our team.

ORDER FORM

Ordering Information

If you have questions or would like to place your order by phone, call 416.661.3343 or
our toll-free number: 1.800.668.1865 weekdays 9am to 5pm EST. You may also email
your order directly to medicaldental@communicationalliance.com. You will receive an
email notification from one of our sales reps to confirm that your order has been received.
If you do not receive a notification within 72 hours, please call back during business
hours. Payment for phone orders, fax and email orders may be made with a Visa or
MasterCard credit card or invoice with net 30 day terms. Please have your credit card
information ready when calling. Should there be any inclarity or discrepancy in your
order form, a representative will contact you to clarify detail.

Order Changes and Cancellations

Please be sure your order is correct and final before mailing to us. We cannot guarantee
to intercept, cancel or change any order that has been sent or phoned to us and has been
placed into production. At your request we will attempt to locate such orders. If we stop
your order you will be charged in proportion to the work completed (minimum charge
$10.00). If the order is completed you will be charged full cost.

Method of Payment

Credit Card: Medical Dental Stationers Ltd. gladly accepts Visa or MasterCard credit cards.
When ordering, please include the credit card number, expiration date and name of the
cardholder.

Net 30: We are happy to accept personal & certified checks. Please note, however, that
it is illegal to attempt to pay for merchandise with an insufficient-funds check. Invoices
that are paid beyond terms will be adjusted to reflect current retail prices in addition to
a 1.5% per month service charge. Medical Dental Stationers Ltd. makes no warranties,
express or implied on merchantability, fitness or otherwise which extend beyond the
description of the product herin. Furthermore, buyer agrees through payment of net 30
invoices that Medical Dental Stationers Ltd. damages, if any, shall be limited to the total
selling price of any item purchased.

Shipping Details

Shipping charges are automatic and vary based on destination, weight of product and
quantity of items shipped. If you wish to pick up your order directly at our office, please
indicate at the time of ordering and no shipping charge will be added to your account.
Orders can be picked up directly at: 30 Rolark Drive, Toronto, ON M1R 4G2; weekdays
between 9am to 5pm. Please allow 2-5 days for shipping based on destination.

MEDICAL- DENTAL

ORDER SUMMARY

[J  Yes! Contact me with an order confirmation within 72 hours

O Please proceed with my order as instructed on the order
form. | understand if there are any questions, a sales person
will contact me.

Name (print)

Signature

Date

MEDICALDENTAL@COMMUNICATIONALLIANCE.COM

1.800.668.1865
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8 Kenview Blvd. Brampton, ON L6T 5E4
Phone: 416.661.3343 - Toll Free: 1.800.668.1865 * Fax:416.299.1530
medicaldental@communicationalliance.com
www.medicaldentalstationers.com
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