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Please answer the following Questions for ou:r re,c,ords and for ·yo�1r safety: 

Do nov; have, �r have you ever h2d, 7fv1J 

:lid your doctor seno an X-Ra·t to 
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Did you b;1ng an X--Ray v-:,tn vou '!
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Referral Ji1forrr1ation 

l'ou v,ere di,rect.l)'· referred b·1 Doc:ot: ---------·----·· -·· _____ , ________ Otlier: 

{our Dentist and/or ?er:odc:itist i$: ·--··----··------------ -··-------··-··----------·--------------·-----,-------·------... ,-----
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