REFERRING DENTIST NAME:

Patient (Please Print)
Address Date of Birth
Gity. State. SIDc e VA PTIONE
E-mail Alt Phone
In Case of Emergency, Call: Phone

Spouse/Parent/Relative/Friend’s

EpONMer ... e e T e e e e e s Gty
City

Are you under a physician’s (M.D.) care now? [ No L] Yes If yes, please give reason for treatment:

Physician’s (M.D.) Nam

e
Preferred Pharmacy Height /\  Weight (if under 18)

ave any of the following conditions? Check YES or NO in every case.
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Have you had or do you presently

il

High Blood Pressure
ow Blood Pressure
IV+/AIDS

oint Replacement
idney Disease

iver Disease
ung Disease
rgan Transplant
neumonia

Prolonged Bleeding

sychiatric Disorder
heumatic Fever
evere Infections
roke

hyroid Disease
ransfusions
uberculosis
Tumors

Allergies (to medications)
Anemia

Asthma

Cancer (chemo)

Cancer (no chemo)
Diabetes

Drug/Alcohol Abuse
Heart Disease

Heart Murmur

Hepatitis (type
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Are you taking any medication at this time? [1No [lYes Ifyes, please give medication name(s) below:
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enicillin
etracyclines
ulfa Drugs
Erythromycin

tex
ther

Dental Local Anesthetics
Aspirin Compounds
Codeine Compounds
Barbiturates
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WOMEN: Are you pregnant? [ JNO []YES If yes, how many months? months
NOTE: Antibiotics render birth control pills less effective!

PATIENT SIGNATURE DATE
(Parent or Guardian, please sign if patient is a minor)




TREATMENT INFORMATION:

TOOTH NO. CLAMP NO.

GG USED

POST ROOM # at MM

TREATMENT INFORMATION:

TOOTH NO.

WESIOLNGUAL |
DISTOBUGCAL |
DISTOLNGUAL |
CoL e S

GG USED

POST ROOM # at

DATE ' TREATMENT RECORD

MM



