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Name:___________________________________________________                        Date: ________________________________

Referred to (dentist): ____________________________________________________________________ 

Reason for referral:__________________________________________________________________________________________

DOB:___________________ Allergies:____________________________________ Diet:_________________________________

Level of supervision:  
24 hour staffing on site      Overnight sleep staff      Overnight awake staff      Shift staff on site (less than 24 hours per day)

Medication administration: 
 Administration by trained staff    Self medication with supervision     Independent medication administration

Diagnoses:_____________________________________________________________________________________________________________________________________________________________________________________________________________ Current medications and doses:                                                                    Purpose:
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
Current treatments and doses:                                                                       Purpose:
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________
________________________________________________                    ______________________________________________


	To Be Completed By Dentist And Returned With Person/Staff:

Briefly describe examination, x-rays, and lab work done:______________________________________________________________
___________________________________________________________________________________________________________
Current findings and diagnosis:__________________________________________________________________________________
___________________________________________________________________________________________________________
Recommendations:___________________________________________________________________________________________
__________________________________________________________________________________________________________
Medication/treatment orders:___________________________________________________________________________________
__________________________________________________________________________________________________________


	Please Note:
1. All medications and treatments will be ordered for 1 year unless stop and start dates are indicated.
2. A report will be made to you according to direction as provided on the Annual Physical Exam form regarding:
a. Occurrence of adverse reactions to medications or treatments
b. Medication not being administered or treatment performed as prescribed, whether by error of staff or refusal by the person
3. Unless otherwise specified, you will be notified of any adverse reactions to prescribed medications requiring medical attention.
4. Your signature indicates you have reviewed these findings with the person/staff present.

Next appointment: ____________________________________________

Please call in medication changes to our pharmacy ___________________ Phone________________ Fax______________________

Dentist signature: ________________________________________________                               Date: ______________________
	 
Reviewed by: ___________________________________________                                               Date: ______________________
                    Staff signature			
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