Dental Clinical History

Date of Birth: / /

File # o
et o
Patient Name:
Paternal Surname ~ Maternal Surname Names

Place of Birth :

Sex: Age.___ Marital Status___ Occupation:
Education:_ Religion: Sexual Preference:__
Address:

- Home Phone: ____ Cellular:_ Office:
E-mail Address
Name and number of a close relative:
Type of interrogation: Direct: Indirect: Name:

Name and kinship of the patient's legal responsibility.

ALERT

Allergies, disease, limiting capabilities, medications:

Reason for the consultation:

Texas Dental Clinic
C. D. Deminga Cortez Garcia
Cirujana Dentista { Implantoiogia Dental Osecintegrada

CED. Prof: 18611138 / Ced Esp: 11657201

19 Avenida Benito Juarez Nuevo Zona Centro,
Rio Bravo Progress Tamp, Mex, C.P. 88810

Tel: 966-467-1536 / 856-467-4644 | 868-937-0832

E-mail texasdentalclinic2012@gmail.com



