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Are you now or recently been under the care of a

physician? .. : Ao

Are vou taking any medicine, prescribed or sell-adminis-
fered?

CURRENT MEDICATIONS:

ADDITIONAL COMMENTS HOSPITALIZATIONS:

Are vou Pregnant 7 O Yes 0 No

Are vou Mursing 7 O Yes O No

If yes, what month?

Are you taking birth control pills? O Yes dNo

ALL NFORMATION IS TRUE Tid THE BEST OF MY ENOWLETRGE

COMSENT:

The undersigned herehy authorizes Dr. London io take X-
ruys, study models, phoiographs. or any ether diagnostic wids
deerned appropriate by the Doctor to make & thorough diag-
nosis of the patient's dental needs, 1 alse authorize Dr. Lo
don to perform amy and all forms of treatment, medication
and therapy, that may be indicated in connection with myscl
or patient and forther authoriee and conseni that Dr. Lon-
dion choose and employ assistance. © also understand the wse
of anesthetic apents embadics 8 certain risk. T understand
that respomsibility Tor paymend of Dental Service provided in
‘this ollice for mysell or my dependents is mine, doe and pay-
able ai the time services are rendered unless financial arramge-
mients huve been msde, In eddition | gramt Dr. Losdon o
righi 1o relbease health information obigined from me, an
informabion abowl my dental treatment o third party pay
wrs, anlior adher health practitboners,

Havwe VUMl EVEr had radisntion tremtment or been ﬂpu:sr:d (11]
a considerahle amount of radiation ?
Extent When

Slgmature
i S Witness___ o — -
® Thank you for filling out this form

completely. 1t will enable us to help you

mare effectively. If yvou have any questions

at any time, please ask us. We are happy to help.

Our office is committed fo meeting or exceeding

the standards of infection control mandated by
OSHA, the CDC and the ADA.
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