e
Health H iStO ry FOrm ADA American Dental Association®

America’s leading advocate for oral health
[Email: Today’s Date: j

As required by law, our office adheres to written policies and procedures to protect the privacy of information about you that we create, receive or maintain. Your answers are for our
records only and will be kept confidential subject to applicable laws. Please note that you will be asked some questions about your responses to this questionnaire and there may be
additional questions concerning your health. This information is vital to allow us to provide appropriate care for you. This office does not use this information to discriminate.

(Name: Home Phone: Include area code Business/Cell Phone: Include area code h
Last First Middle ( ) ( )
Address: City: State: Zip:
Mailing address
Occupation: Height: Weight: Date of Birth: Sex: M F
SS# or Patient ID: Emergency Contact: Relationship: Home Phone: include area code Cell Phone: include area code
( ) ( )
If you are completing this form for another person, what is your relationship to that person?
Your Name Relationship
Do you have any of the following diseases or problems: (Check DK if you Don’t Know the answer to the question) Yes No DK
ACHIVE TUDBICUIOSIS. ... oLttt 0O 0o
Persistent cough greater than @ 3 WK dUFBTION ...ttt 0O 0o
CoUGh that PrOAUECES DIOOM. ...ttt 0O 0o
Been exposed to anyone With TUDEICUIOSIS ..ottt 0O 0o
klf you answer yes to any of the 4 items above, please stop and return this form to the receptionist. )

D e nta | | nfO m at | ON Please mark (X) your responses to the following questions.
-

Yes No DK
Do your gums bleed when you brush or floss? ... 0 O O | Doyouhave earaches or neck pains?..
Are your teeth sensitive to cold, hot, sweets or pressure? ...... OO Do you have any clicking, popping or discomfort in the jaw? ...... oo
Is your mouth dry?...............c.cocc....... 00 Do you brux or grind your teeth? ... Ooo0ood
Have you had any periodontal (qum) treatments?................. 00 Do you have sores or ulcers in your mouth? ... Ooo0ood
Have you ever had orthodontic (braces) treatment? ... 000 Do you wear dentures or partialS? ... O 0O
Have you had any problems associated with previous dental treatment? ........ 000 Do you participate in active recreational activities? ... 0o
Is your home water supply fluoridated? ... [0 O OO | Haveyoueverhad a serious injury to your head or mouth? ... oo
Do you drink bottled or filtered water?............................... 00 O O | Dateofyour last dental exam:
If yes, how often? (Check one:) DAILYD] / WEEKLY O / OCCASIONALLY (J What was done at that time?
Are you currently experiencing dental pain or discomfort?.............. ooad Date of last dental x-rays:
What is the reason for your dental visit today?
How do you feel about your smile?
\ J
M ed IC8| | ch m at ION Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.
y P Y y 9 P
s a
Yes No DK Yes No DK
Are you now under the care of a physician? ... Oooodg Have you had a serious illness, operation or been hospitalized
Physician Name: Phone: Include area code INthe PAST 5 YAIS?....i i Oooodg
( ) If yes, what was the illness or problem?
Address/City/State/Zip:
Are you taking or have you recently taken any prescription
or over the counter Medicine(S)? ... O 0o
Are you in good health? ... 0Oog If so, please list all, including vitamins, natural or herbal preparations
Has there been any change in your general health within the past year?.......... Oooodg and/or dietary supplements:
If yes, what condition is being treated?
Date of last physical exam:
\ J
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M ed ICa | | nfO rm at |ON Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

r B
(Check DK if you Don’t Know the answer to the question) Yes No DK Yes No DK
Do you wear CONtACt [ENSES?..........ooo oo O 0dg Do you use controlled substances (drugs)? ... O oOdd
Joint Replacement. Have you had an orthopedic total joint Do you use tobacco (smoking, snuff, chew, bidis)?................... Oood
(hip, knee, elbow, finger) replacement?.................................... 0 O O | Ifso, how interested are you in stopping?

. —_— Circle one: VERY / SOMEWHAT / NOT INTERESTED
Date: If yes, have you had any complications?

- - 5

Are you taking or scheduled to begin taking an antiresorptive agent Do you drink alcoholic beverages?..... H
(like Fosamax®, Actonel®, Atelvia, Boniva®, Reclast, Prolia) for If yes, how much alcohol did you drink in the last 24 hours?
05teoporosis or Paget’s diSEase? ...........c.o.ooiiiiiiiiii e O0Og If yes, how much do you typically drink i n a week?
Since 2001, were you treated or are you presently scheduled to begin WOMEN ONLY Are you:
treatment with an antiresorptive agent (like Aredia", Zometa’, XGEVA) PREGNANE? oo e 000
for bone pain, hypercalcemia or skeletal complications resulting from Number of weeks:
Paget’s disease, multiple myeloma or metastatic cancer?.................coo Ooo0ood Taking birth control pills or hormonal replacement? ... ... 000
Date Treatment began: NUPSING? oo 0OO0o
Allergies. Are you allergic to or have you had a reaction to: Yes No DK
To all yes responses, specify type of reaction. Yes No DK Metals ooo
Local anesthetics O 0o Latex (rubber) O oo
Aspirin oog lodine ooo
Penicillin or other antibiotics O 0o Hay fever/seasonal O oo
Barbiturates, sedatives, or sleeping pills Oooodg Animals Ooo0ood
Sulfa drugs oog Food Ooo0oad
Codeine or other narcotics oog Other ooo

Please mark (X) your response to indicate if you have or have not had any of the following diseases or problems.

Yes No DK Yes No DK Yes No DK
Artificial (prosthetic) heart ValVe. ... 0 [ OO | Autoimmune disease.............. O 0O O Glaucoma........o. ooo
Previous infective endocarditis ... O O O | Rheumatoid arthritis.............. 0O 0O O  Hepatitis, jaundice or
Damaged valves in transplanted heart ... O O O | Systemiclupus I|v§r disease .. o
Congenital heart disease (CHD) erythematosus........................ 00O Ep.lleF)sy ................. s Oooo
Unrepaired, cyanotic CHD..........oooiiiiiiieee e Oooodg ASMA. e 0 0O 0O Fainting s{pellslor SEIZUTES ... o
Repaired (completely) inlast 6 MONths............cccocooiiii OO BronChitis ... boo Neurological Sjls_orders """""" Jou
) . ) Emphvsemna 0oo If yes, specify:
Repaired CHD with residual defects ..o Ooo PIYSEMA. oo .
. Sleep disorder ..............cc...... Ooo0o0o
Sinus trouble 0o
Except for the conditions listed above, antibiotic prophylaxis is no longer recommended Tuberculosis 0o o0 Do you snore?..................... 0 oo
for any other form of CHD. Mental health disorders........... 0o g
Cancer/Chemotherapy/ Specify:
Radiation Treatment................ 0o oo pectly:
Yes No DK Yes NoDK X ) ) 000 Recurrent Infections ............... Oo0oo
Cardiovascular disease.......... 0O O O Mitral valve prolapse............... O g g Chestpainuponexertion....... Type of infection:
ANGINA. ..o 0O O O Pacemaker ... 0 o Chronic pain O O U Kidney problems.................. 0o g
Arteriosclerosis................ 0 O O  Rheumaticfever............. O O [ Diabetes Typelorll O U U Night sweats...oooooeooooe... 0o g
Congestive heart failure........ 0 O O  Rheumatic heart disease......... O O o Eatingdisorder. ... O O 0 Osteoporosis...........ooooo..... OO0 o
Damaged heart valves .......... 00 0O O  Abnormal bleeding O OO Malutrition U O O persistent swollen glands
Heart attack ...........cc.cc........ 0O O O  Anemia 00 O O  Gastrointestinal disease.......... O 0O 0O innecke oog
) . Severe headaches/
Heart murmur.................. 0 O O  Blood transfusion................ 00 O O  GE Reflux/persistent miaraines 000D
Low blood 0oo If yes, date: heartburn ... o oo GIAINES oo
OW DIOOT pressure............. ; i S 00 Uers 0 O o Severeorrapidweightloss.. [ O [J
. emophilia O OO Ulers
High blood pressure............... 0o Q- P . . . Sexually transmitted disease.. 1 0 [J
Other conaenital AIDS or HIV infection 000 Thyroid problems ................... O 0o O : o
9 - Excessive urination ................ Oo0 0O
heart defects ... O O O Arthritis..ooooo O OO Stroke... OO0
Has a physician or previous dentist recommended that you take antibiotics prior to your dental treatment? ... ... Ooo0ood
Name of physician or dentist making recommendation: Phone: Include area code
( )
Do you have any disease, condition, or problem not listed above that you think | should Know about? ... OO
Please explain:

\ J

- B
NOTE: Both doctor and patient are encouraged to discuss any and all relevant patient health issues prior to treatment.

I certify that | have read and understand the above and that the information given on this form is accurate. | understand the importance of a truthful health history and that my
dentist and his/her staff will rely on this information for treating me. | acknowledge that my questions, if any, about inquiries set forth above have been answered to my satisfaction.
I will not hold my dentist, or any other member of his/her staff, responsible for any action they take or do not take because of errors or omissions that | may have made in the
completion of this form.

Signature of Patient/Legal Guardian: Date:

Signature of Dentist: Date:

( FOR COMPLETION BY DENTIST )
Comments:




TERMS AND CONDITIONS OF SERVICE

In consideration of all services provided by Family Cosmetic Dentistry, and its affiliated dental practices doing business as Famil
Cosmetic Dentistry and their employees and contractors, or by Family Cosmetic Dentistry, and its affiliated dental practices and thei
employees and contractors (individually and collectively, Family Cosmetic Dentistry”), the undersigned hereby acknowledges and agree
on behalf of himself or herself, and on behalf of his or her children, dependents, and other persons for whom he or she serve
as guarantor (collectively, “Dependents”), with the following terms and conditions of service:

Medical Information. The undersigned hereby certifies that all information provided to the Family Cosmetic Dentistry is true, correc
and complete and agrees to promptly inform Family Cosmetic Dentistry of any changes in any information (including regarding any
Dependent). The Dental Group is authorized to use and disclose to any insurance, billing, management or processing company
agency or organization any health care information and medical records relating to the undersigned or any Dependent to obtain
payment for services, determine insurance benefits, or otherwise as required by law. Family Cosmetic Dentistry is authorized to contact the
undersigned at any telephone number provided above (unless otherwise revoked in writing) to discuss this form and any billing
treatment, or other matter related to any dental treatment (including for any Dependent),

Treatment; Informed Consent. The undersigned authorizes Family Cosmetic Dentistry and any treating dentist, hygienist, and staf
member to perform all treatment described in any treatment plan (and including all other services determined by such dentist to be
necessary or appropriate in connection with such treatment plan) accepted by undersigned for himself or herself or any Dependent
Dentistry is a biological procedure and not an exact science; therefore, despite the highest standard of care, no guarantee is or can b
given by Family Cosmetic Dentistry or any dentist or any other person emgloyed or contracted by Family Cosmetic Dentistry regarding an
treatment or the results that may be obtained. The patient must comply with all specified appointments, procedures, and continuing care
and failure to do so will adversely affect the patient's treatment often necessitating additional required treatment (or retreatment) witl
additional fees. Failure to show within 15 minutes of the scheduled time for or provide at least 48 hours advance notice of cancellatio
of, any appointment for any reason will result in a broken appointment fee. Family Cosmetic Dentistry does not exercise control over th
professional services of any of its treating dentists; therefore, the undersigned shall solely hold the treating dentist responsible for an
treatment performed (including, without fimitation, treatment provided under the treatirg dentist's supervision) and agrees to hol
harmless Family Cosmetic Dentistry and its interest holders, members, managers, officers, directors, owners, affiliates, employees, agent
contractors, and all other persons and entities under common control or ownership with the Den. Fees in treatment plans fo
non- Insurance/discount plan patients are only valid for 30 days; all insurance/discount plan fees are subject to change a
any time based upon changes in plan fee schedules or to correct errors.

Financial Responsibility; Insurance. THE UNDERSIGNED PATIENT AND GUARANTOR ASSUME FULL RESPONSIBILITY FORJ
PAYMENT OF ALL FEES AND CHARGES FOR ALL SERVICES OF Family Cosmetic Dentistry, WHETHER OR NOT COVERED B
INSURANCE. THE PATIENT’S PORTION OF ALL FEES (INCLUDING ALL DEDUCTIBLES AND CO-PAYS) IS DUE AND

PAYABLE IN FULL AT THE TIME SERVICES ARE PERFORMED. For treatmen! involving multiple appointments, such as a crown,
root canal, denture, or implant, the entire patient portion is normaily due when treatment is started. Any special financial arrangements
must be made before treatment is started. All insurance, discount plans and discount coupons must be presented before treatment is
started. Family Cosmetic Dentistry submits insurance claims solely to primary dental insurance for patients' convenience and does
not assume responsibility for the processing of such insurance or failure of insurance to pay for any reason. Dental insurance rarely
covers all fees; estimated or preauthorized insurance benefits are not gquaranteed. The undersigned agrees to pay promptly on
demand any balance not paid by insurance within 60 days after the date of service. A service charge of 1%% per month (18%
per annum) is charged on all balances more than 30 days past due. Insurance balances are considered past due if not paid within 60
days of the date of service. The undersigned shall pay all costs incurred by Family Cosmetic Dentistry relating to collection of any
unpaid or delinquent balance (including, without limitation, attorneys and collection agency fees, court costs, paralegals) whether sui,
is filed. Family Cosmetic Dentistry reserves the right to terminate or deny any treatment if the patient's account is delinquent.

Assignment of Benefits; Authorization and Release. The undersigned hereby certifies that all insurance coverage described abov:
is current and valid and assigns directly to Family Cosmetic Dentistry all insurance benefits covering the undersigned or any Depender
for ail services rendered. The undersigned hereby agrees that his or her signature below will be maintained “on file"; the Family Cosmeti

Dentistry is authorized to use such signature on all applicable insurance claims and submissions. If any insurance payment iE
made to the undersigned, he or she shall immediately remit such payment to Family Cosmetic Dentistry.

Notice of Privacy Practices. The undersigned has reviewed a copy of Family Cosmetic Dentistry Notice of Privacy Practices
effective April 14, 2003, as amended.

I have read the above terms and conditions of service by Family Cosmetic Dentistry and understand and accept such terms:

Date signed
Signature of Patient, Parent, Legal Guardian,
Health Care Proxy or Surrogate, or Power of Attorney
Relationship to Patient: _____ Date signed:
Printed name of Patient, Parent, Legal Guardian,
Health Care Proxy or Surrogate, or Power of Attorney
Date signed:

Signature of Witness

Printed name of Witness




PATIENT CONSENT FOR USE AND DISCLOSURE OF PROTECTED HEALTH IMFORMATION (PHI)
ACKNOWLEDGMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICIES

*CONSENTIMIENTO DEL PACIENTE PARA USAR Y COMPARTIR INFORMACION PERSONAL DE
SALUD Y CONFIRMACION DE RECIBO DE LA NOTA DE PRACTICAS DE PRIVACIDAD

| acknowledge that | have been provided with Family Cosmetic Dentistry, “Notice of Privacy Practices”., and | am giving my consent for the use and disclosure
of Protect Health Information as required and / or permitted by law.

*Confirmo que se me ha proveido con la “Nota De Practicas De Privacidad” de Family Cosmetic Dentistry., y doy mi consentimiento para usar y compartir

Informacion Personal De Salud como lo permita y/o requiera la ley.

Patient Name: (please print)
Nombre Del Paciente: (nombre en letra de molde por favor

Patient Signature (or legal representative; proof may be requested)
Firma Del Paciente: (o representante legal; prueba puede ser requerida)

Date: (dd/mm/yy)
Fecha: (dd/mm/aa)

EMAIL/TEXT MESSAGE TO MOBILE PHONE CONSENT FORM
*CONSENTIMIENTO DE CORREO ELECTRONICO/MENSAJES DE TEXTO A MOVIL

Purpose: This form is used to obtain your consent to communicate with you by email/mobile text messaging regarding your Protected Health Information. Family
Cosmetic Dentistry offers patients the opportunity to communicate by email/mobile text messaging. Transmitting patient information by email/mobile text
messaging has a number of risks that patients should consider before granting consent to use email/mobile text messaging for these purposes. Family Cosmetig
Dentistry will use reasonable means to protect the security and confidentiality of email/mobile text messaging information sent and received. However, Family]
confidentiality of email/mobile text messaging communication and will not be liable for inadvertent disclosure of confidential information.

| acknowledge that | have read and fully understand this consent form. | understand the risks associated with communication of email/mobile text messaging between|
Family Cosmetic Dentistry and me and consent to the conditions outlined herein. Any questions | may have had were answered.

*Proposito: Esta forma es usada como consentimiento de usted para comunicarnos via correo electronico/mensaje de texto a mdvil en referencia a su Informacion
de Salud Protegida. Family Cosmetic Dentistry ofrece a sus pacientes la oportunidad de comunicacién via correo electronico/mensaje de texto a movil. Trasmiti
informacion via correo electronico/mensaje de texto a moévil tiene numerosos riesgos que el paciente debe considerar antes de otorgarnos este consentimiento parg
estos propdsitos. Family Cosmetic Dentistry usara formas razonables de proteger confidencial y seguro la informacidon mandada a usted via correo electrénico,
mensaje de texto a movil. De todas formas, Family Cosmetic Dentistry no podrd garantizarle proteger confidencial y seguro la comunicacidn via correo electrénico,
mensaje de texto a mévil y no sera en ninguna forma responsable si esta informacién confidencial es usada inadvertidamente por otros.

Yo comprendo haber leido y completamente entendido el consentimiento de esta forma. Yo comprendo los riesgos asociados con la comunicacion vial

correo electrénico/mensaje de texto a movil entre Family Cosmetic Dentistry y yo consiento a las condiciones que me han sido dadas. Cualquier pregunta que yo
haya tenido me a sido respondida.

Patient Acknowledgment & Agreement / *Reconocimiento y Acuerdo del Paciente

My Consented Email Address is:
*Mi Correo Electrénico Consentido es:

My Consented for Text Messaging to:
*Mi Mensaje de Textos Consentido a:

X
Patient Signature * Firma del Paciente

Date *Fecha

In Case of Any Emergency Please Call 911 or Proceed to the Nearest Emergency Room, DO NOT USE THIS WAY OF COMMUNICATION FOR THAT PURPOSE.
En Caso de Cualquier Emergencia Por Favor Llame al 911 o Proceda al Centro de Emergencia Cercano, NO USE ESTA FORMA DE COMUNICACION PARA ESE PROPOSITO

Page 1 of 1



	Mailing address: 
	SS or Patient ID: 
	Emergency Contact: 
	Date of last dental xrays: 
	How do you feel about your smile: 
	If yes what condition is being treated: 
	andor dietary supplements 1: 
	andor dietary supplements 2: 
	andor dietary supplements 3: 
	andor dietary supplements 4: 
	Date of last physical exam: 
	Date: 
	If yes have you had any complications: 
	Date Treatment began: 
	Type of infection: 
	Email: 
	Today's Date: 
	Last: 
	First: 
	Middle: 
	Weight: 
	City: 
	Business / Cell: 
	Home AC: 
	State: 
	Occupation: 
	Zip: 
	Business / Cell AC: 
	DOB: 
	Home Phone: 
	Home Phone AC 2: 
	Home Phone 2: 
	Cell 2: 
	Your Name: 
	Relationship: 
	TB=Y: Off
	TB=N: Off
	PC=Y: Off
	PC=N: Off
	PC=DK: Off
	CB=Y: Off
	CB=N: Off
	CB=DK: Off
	TB=DK: Off
	Text4: 
	Text11: 
	Dentist Sig: 
	Explain: 
	Sex: 
	MH Disorders: 
	Rec PHY Phone: 
	Neuro Disorders: 
	Reason For Today's Visit: 
	Doc Area Code: 
	Doc Phone: 
	Illness Problem?: 
	alcohol in the last 24 hours: 
	typically drink i n a week: 
	Patient or Guardian Sig: 
	Patient Sig Date: 
	Dentist Sig Date: 
	Comments Line 1: 
	Comments Line 2: 
	Comments Line 3: 
	Height: 
	Cell AC 2: 
	Relationship #2: 
	BET=Y: Off
	BET=N: Off
	BET=DK: Off
	Doc AddressCityStateZip: 
	Doctors Name: 
	1: Off
	2: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	3: Off
	20: Off
	21: Off
	23: Off
	24: Off
	26: Off
	28: Off
	29: Off
	30: Off
	31: Off
	32: Off
	33: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	41: Off
	42: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	53: Off
	54: Off
	55: Off
	56: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	39: Off
	65: Off
	66: Off
	57: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	64: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	73: Off
	80: Off
	81: Off
	82: Off
	84: Off
	86: Off
	87: Off
	88: Off
	89: Off
	90: Off
	85: Off
	91: Off
	92: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	102: Off
	101: Off
	103: Off
	104: Off
	105: Off
	106: Off
	107: Off
	108: Off
	100: Off
	109: Off
	110: Off
	111: Off
	112: Off
	113: Off
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	22: Off
	27: Off
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	125: Off
	126: Off
	114: Off
	128: Off
	130: Off
	131: Off
	132: Off
	133: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	40: Off
	140: Off
	142: Off
	143: Off
	144: Off
	141: Off
	146: Off
	147: Off
	145: Off
	148: Off
	149: Off
	150: Off
	If yes, date: 
	151: Off
	152: Off
	153: Off
	154: Off
	155: Off
	156: Off
	157: Off
	158: Off
	159: Off
	160: Off
	162: Off
	161: Off
	163: Off
	165: Off
	169: Off
	170: Off
	171: Off
	172: Off
	173: Off
	174: Off
	175: Off
	176: Off
	177: Off
	178: Off
	179: Off
	180: Off
	181: Off
	182: Off
	183: Off
	184: Off
	185: Off
	186: Off
	187: Off
	188: Off
	189: Off
	190: Off
	191: Off
	192: Off
	193: Off
	194: Off
	195: Off
	196: Off
	197: Off
	198: Off
	199: Off
	200: Off
	201: Off
	202: Off
	203: Off
	205: Off
	206: Off
	207: Off
	208: Off
	209: Off
	210: Off
	211: Off
	212: Off
	213: Off
	214: Off
	215: Off
	216: Off
	217: Off
	218: Off
	219: Off
	220: Off
	221: Off
	222: Off
	223: Off
	224: Off
	225: Off
	204: Off
	226: Off
	227: Off
	229: Off
	230: Off
	231: Off
	232: Off
	233: Off
	235: Off
	236: Off
	234: Off
	237: Off
	238: Off
	239: Off
	240: Off
	241: Off
	242: Off
	43: Off
	244: Off
	245: Off
	246: Off
	243: Off
	247: Off
	248: Off
	249: Off
	250: Off
	251: Off
	52: Off
	252: Off
	253: Off
	254: Off
	255: Off
	256: Off
	257: Off
	258: Off
	259: Off
	260: Off
	261: Off
	262: Off
	263: Off
	264: Off
	265: Off
	266: Off
	267: Off
	268: Off
	269: Off
	270: Off
	271: Off
	272: Off
	273: Off
	274: Off
	275: Off
	276: Off
	277: Off
	278: Off
	279: Off
	280: Off
	281: Off
	282: Off
	283: Off
	284: Off
	285: Off
	286: Off
	287: Off
	288: Off
	289: Off
	290: Off
	291: Off
	292: Off
	293: Off
	294: Off
	295: Off
	296: Off
	297: Off
	298: Off
	299: Off
	300: Off
	301: Off
	302: Off
	303: Off
	304: Off
	305: Off
	306: Off
	307: Off
	308: Off
	309: Off
	228: Off
	310: Off
	311: Off
	312: Off
	313: Off
	315: Off
	316: Off
	317: Off
	318: Off
	19: Off
	319: Off
	320: Off
	321: Off
	314: Off
	127: Off
	129: Off
	126A: Off
	126B: Off
	126C: Off
	126D: Off
	126E: Off
	126F: Off
	126G: Off
	126H: Off
	126I: Off
	164: Off
	83: Off
	25: Off
	Date of Last Exam: 
	What was done at that time: 


