HAASDENTAL
ASSOCIATES

Patient:
DOB: Phone:
Patient Address:
Date: Referring Doctor:
I:I Comprehensive Exam D Emergency Exam D Sedation Dentistry

l:l Special Needs Patient l:l Early Childhood Caries D Anxiety/ Behavior Management

|:I Orthodontic Evaluation DOther:

D Treatment has been attempted D Treatment has not been attempted

Radiographs: CI None are available D Emailed/sent to office
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