Name:_______________________________________________ Date of Birth: ____________________
E-mail Address:________________________________  Best Phone # to reach you #______________________
Hospitalized/ Surgery/ Diagnosis - last 6 months: __________________________ Tobacco use: Y / N  Pregnant: Y / N
Have you received the COVID vaccine?_____________________ If so, which brand?______________________________


NO CHANGES and sign                       Please write address change on back of paper






If you have new dental insurance, please provide your information to the front desk staff

Update Add/remove  medication(s): _____________________________ Your Primary Dr name: _________________
Allergic to which Medication(s):_______________________________________________

Do you have or had a fever in last 14-21 days







Y  /  N
Any other flu like symptoms (headache, fatigue)






Y  /  N
Are you in contact with any confirmed COVID 19 patients





Y  /  N
SIGNATURE:_______________________________________________
Today:      Periodic Exam      BW x 4      BW x 2      Pano     Pro A     Pro-C      Flu      Perio Chart       S&RP     UR    LR    UL    LL



    FMD              Perio Maint                
PA #_____________________________          Refer to: ________________________


Hyg Inl _____
Next Visit:












____ MRC

