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The benefits of a happy, healthy
smile are immeasrable! A beywtlful
smile is a wonderful asset.
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Please fill out this form completely,
The better we communicate, the
better we can care for yom,
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DENTAL HISTORY

MEDICAL HISTORY continued
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will be held in the strictest confidence and it is my
responsibility to inform this office of any changes in my
Are you allergic to any of the following? medical status. | authorize the dentol stoff fo perform any
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Thank you for filling cut this form completely.
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I verbally reviewed the medical / dental information above with the patient nomed herein,  Inifialss Drate:
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