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Medical Alert
Patient’s Name
Address
City State Zip
Home Phone Mobile
Email
Birthdate Age Referred By
Social Security Number Place of Employment
Are you covered by Dental Insurance? Insurance Company
Policy Holder DOB SS#
Family Physician Preferred Pharmacy
When was your last dental appointment?
' Why did you leave your last dentist?
What is your present dental problem?
Spouse’s Name Birtdate
Social Security Number Place of Employment
If Child : Father’s Name
Social Security Number Birthdate
Mother’s Name
Social Security Number Birthdate

Permit for Operations
This is to certify that I, undersigned, consent to the performing of the dental and oral surgery procedures
agreed to be necessary or advisable, including the use of local anesthesia as indicated.

Patient’s(orParent’s)Signature Date 09/08/2021
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