
"Patient Centered Care" 

 

 
Dr. Don A. Friedlander 

Suite 201 

825 Exhibition Way 

Ottawa, Ontario K1S 5J3 

 

 
Full name _____________________________________________________Prefer to be called____________________ 

 

Birth date _________________ Name of spouse ______________________ Name of parent (under 18)_____________ 
                           D/M/Y 
Home phone _______________ Fax ____________ E-mail______________ May we contact you at home?__________ 

 

Home address _________________________ City _______________ Province ___________Code_________________ 

 

Employed by __________________________ Phone _____________ Fax _______________E-mail________________ 

 

Spouse employed by ____________________ Phone _____________ Fax _______________E-mail________________ 

 

May we contact you or your spouse at work?_________ Are you available for appointments on short notice? _________  

 

Who will pay for this account? ____________________ Address/phone_______________________________________ 

 

Do you have dental insurance? ____________________ Does your spouse have dental insurance? __________________ 

 

1’ subscriber ________________Company _______________Plan number___________Subscriber ID______________ 

 

2’ subscriber________________ Company________________Plan number___________Subscriber ID______________  

 

Referred by_______________________________________________________________________________________ 
 

 
 

 

It is important that I know about your dental and medical history. Many things have a 

direct bearing on your health. I will review the questionnaire and discuss it with you in 

detail. Information you give me is strictly confidential and will not be released to anyone 

without your written permission. 

 

 

 

DENTAL HISTORY 
 

 

 

How can we help you? _____________________________________________________________________________ 

 

Previous dentist________________________________ Address ____________________________________________ 

 

Date of last dental appointment ___________________ What was done at this appointment?______________________  

 

Usual frequency of dental visits ___________________ Date of most recent x-rays______________________________ 

 



Do you like the way your teeth feel and look?____________________________________________________________ 

 

What would you like to see changed?___________________________________________________________________ 

 

Have you ever had any teeth removed? __________________Were they ever replaced?___________________________ 

 

Are your teeth sensitive to hot, cold, sweets, or biting? _____________________________________________________ 

 

Does food get trapped between your teeth when you chew? _________________________________________________ 

 

Do you clench or grind your teeth during the day or night? _________________________________________________ 

 

Have you ever had a bite plate or any other appliance? _____________________________________________________ 

 

How often do you brush your teeth? ______________________How often do you use dental floss?_________________ 

 

When was the last time that you had your teeth cleaned professionally? _______________________________________ 

 

Are your gums tender, irritated or swollen? ________________Do they bleed when you brush or floss?______________  

 

Do you have any teeth which feel loose? ________________________________________________________________ 

 

Do you smoke? _______________________________________How often?___________________________________  

 

Have you ever had periodontal (gum) treatment? _________________________________________________________ 

 

Have you had any previous problems with dental treatment? ________________________________________________ 

 

Are you fearful or apprehensive about dental care? ________________________________________________________ 

 

 

 

 

 


