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            Dr. Allan Hynes Periodontist Inc. 
 

                                              Confidential Patient Treatment Record 
                                                                             

 Date_________________ 
 

Surname__________________________________________________________________________ 
            First Name  Middle Initial 
 
Date of Birth____________________  Are you a Canadian Citizen? ________________ 
          month            day            year 
Address: __________________________________________________________________________ 
          postal code 
Home Phone #  ____________________              Bus. Phone #_______________________________ 
 
E-mail Address: __________________________        Cell # _______________________________ 
  
Occupation: ____________________________    Place of employment: _______________________ 
 
Referred by:_______________________________________________________________________ 
 
Next of Kin_________________________     Phone #: _____________________________________ 
 
Address: __________________________________________________________________________ 
 
Do you need a Dental Insurance form? _______   MCP #____________________________________ 
This is a scent free office (sign here) _______________________________________ 
 
 
 
  

Treatment Plan 


