Canyon Family Dental
2808 4th Avenue Suite B, Canyon TX 79015 |Office: 806 557-4085 | Cell: 806 340-6332 
Fax: 806 557-4131 | Email: canyonfamilydental@live.com | Web: www.canyonfamilydental.com
MEDICAL EVALUATION FORM
Date: ______________
Dear Doctor _____________________
I examined your patient ________________________ record # _________________
on _ _ /_ _ /_ _ _ _ and recommend the following dental treatment: ______________________________________________________________________________
Before proceeding, we would like to be sure the patient is able to be treated safely. Your patient indicated he/she has the following medical condition(s):
__________________________________________________________________ and/or taking the following medication(s): _______________________________ ________________________. In your opinion are there any contradictions in performing needed dental treatment? ___________________________________
___________________________________________________________________
Do you recommend Pre-medication? ____________________________________ 
Type ? ________________________________________
What medication are recommended for pain and/or infection for this patient? ___________________________________________________________________
Other recommendations or instructions:
__________________________________________________________________

	_____________________
	_____________________
	_____________________

	Physician’s Signature
	Phone#
	Date

	_____________________
	_____________________
	_____________________

	Dentist’s Signature
	Phone#
	Fax#


I hereby authorize my Physician to release any pertinent facts regarding my medical condition to the above name dentist.
	_____________________________
	______________________________

	Patient’s Signature
	Date




