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CONSULTATION REQUEST/ MEDICAL CLEARANCE FOR DENTAL SERVICES

Date: Patient #:
Attn: Fax #:
RE: Patient: DOB:

Our mutual patient has chosen to proceed with their dental care in our office that may include:
____Cleaning ___ Radiographs ___ Fillings, Crowns, Bridges __ Root canal therapy

___ Extractions __ Nitrous Oxide __ Local Anesthetic __ Other:

The patient has indicated the following medical conditions:

- ANTIBIOTIC PROPHYLAXIS: __ YES __ NO
@ IF YES, TYPE OF ANTIBIOTIC:

> INTERRUPTION OF ANTICOAGULATION: ___ YES ___ NO, IF YES....

4 DISCONTINUE ANTICOAGULANT MEDICINE ___ DAY(S) BEFORE DENTAL
PROCEDURE

€ RESUMED ANTICOAGULANT MEDICINE WITHIN ___ DAY(S) AFTER THE DENTAL
PROCEDURE.

- LOCAL ANESTHETIC RESTRICTIONS: (Example: with epinephrine) _ YES __ NO
¢ IF YES, PLEASE
SPECIFY:

- OTHER PRECAUTIONS/ADDITIONAL COMMENTS:

Name of Reporting Physician:
Signature of Reporting Physician:
Phone # of Reporting Physician:

We appreciate your assistance in providing optimum care for this patient. Please have your
physician fill out and sign above. Please fax as soon as possible. Thank you.
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