Dental Medical History of Immediate Attention

Patient Name: Date: [ [
Gender:____ Age:____ Marital Status:___
Occupation:

Referred By:_

Address:

Home Phone: Cellular:

Type of interrogation: Direct___ Indirect:__ Name:

Name Relationship of the patient's legal guardian:

Name of the attending dentist:

Professional ID:

Vital signs:

Stature: Weight: Pulse;_ B T A. (leftarm)_____

T. A. (right arm) Blood Type:_______

S—

Allergies, ilinesses, different abilities, taking medications:

Reason for consultation:

Texas Dental Clinic
C. D. Dominga Cortez Garcia
Cirujana Dentista / Implantologia Dental Oseointegrada
CED. Prof: 19911138 / Ced.Esp: 11557201
19 Avenida Benito Juarez Nuevo Zoha Centro,
Rio Bravo Progreso Tamp. Mex. C.P. 88810
Tel: 956-467-1535 | 956-467-4644  899-037-0832

E-mail texasdentalclinic2012@grmail.com
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