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Patient Information Clinical and Curve and Faces Colombia, Please submit the form to email carasycurvas@hotmail.com
Date: __________________________________________
(City):_________________________________________   

Title & Name: ___________________________________

Preferred Name: ________________________________
DOB: _________________________________________   
Marital Status: __________________________________

Sex: __________________
Address: ______________________________________

City, State, Zip: ________________________________
Cell: ​​​​​​​​​​ ________________________________________
Phone: ______________________________________
E-mail:_______________________________________  
Best Way/Number to Reach You: ____________________________________________
Occupation: _____________________________________________________________
Dental History
What treatment are you interested in performing at our clinic describe:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Chief Concern for Today’s? Describe: ________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________
When Was Your Most Recent Dental Visit_______________________________________________ 

Were X-Rays Taken? Yes_______ No_________
How Would You Describe Your Dental Health? (Please Check One): Excellent ______Good  _______ Fair  ______ Poor______
Send photos of their dental radiographs_____ X-Rays   _____ Impressions _____ Procedures _____

Other: (Please Specify):__________________________________
Do You Have Any Of The Following?: (Please Check All That Apply)   ___ Sensitive Teeth   ___ Bleeding Gums  ___ Clenching and/or Grinding___ Dry Mouth    ___ Pain and/or Discomfort in Your Mouth ___ Biting of Cheeks ___ Unpleasant Taste or Odor ____ Loose Teeth
Has Your Smile Changed in the Last Five Years?: ____ Yes  ____ No; if ‘Yes’, Please Describe: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is There Anything You Would Change About Your Smile? (Please Describe)____________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________
Do You Wish To Speak With The Doctor Lara Privately About Any Cares or Concerns? Yes______   No_______
I will allow Curve and Faces Colombia, PC to discuss my condition(s) with my physician and/or other treating providers and to request information from them as necessary. ___________________ (Signature)


I will allow Curve and Faces Colombia, PC to photograph and use for educational purposes any aspects of my dental condition(s) or treatment procedures.  _______________________ (Signature)


Signature





 Date          Dpto. Sistemas y medios informáticos Caras y Curvas Cali- Colombia
