New Patient Form – Dr. Schow & Dr Arling
Phone: 403 255 7833 Fax: 403 252 9678
 #101 506 71st AVE SW Calgary Alberta Canada 

Web: http://www.smileworkscalgary.com 
First Name: __________________ Surname: ______________________

Address: _____________________________________
_____________________________________

City: _______________ Province: _______________

Postal Code: ____________ Country: ___________________

Birth Date

Month: _____________ Day: ____ Year: ________

Home Phone: _____ ______________ 

Business Phone: _____ ______________

Cell Phone: _____ ______________

Email: _____________________________________

Occupation: ________________________________________

Referral Source: _________________________________________

Are you covered by a Dental Insurance Plan? Yes___ No___
If yes, which company? _______________________________________

Medical History

Have you had or do you have any medical conditions?

Do you have any allergies to Medication? Yes___ No ___

If yes, to what medication are you allergic? (Separate with commas)

 ________________________________________________________________

Do you require pre-medication prior to dental treatment? Yes ___ No ___

If yes, what medication is required and for what reason?
Dental History 

Please briefly describe your chief concern.
How does this affect you?
How long since your last dental visit? __________________________________

When were your last dental x-rays? ____________________________________

How long since your last dental hygiene appointment? _____________________
Have you had any negative dental experiences in the past? If so, please describe.
Do you have any missing teeth? Yes___ No___ 

Do you wear a denture or partial denture? Yes___ No___ 

Do you have jaw joint pain? Yes___ No ___
Do you have clench or grind your teeth? Yes___ No ___
Do you have neck or back pain? Yes___ No ___
Do you have ringing in your ears? Yes___ No ___
Do you get headaches often? Yes___ No___ 

Do you experience dizziness? Yes___ No___
Do you experience tingling in your fingers? Yes___ No___

Thank you for taking the time to fill out this form.  Please bring it in to your next appointment or mail it to:

Dr. Schow & Dr Arling

#101 506 71st AVE SW
 Calgary Alberta Canada 
If you would like to request an appointment, please call us at 403 255 7833. Or, you can fill out our online ‘Request an Appointment’ form on our website:

http://www.smileworkscalgary.com
