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SB!, ‘ﬁimanu Nagar, H.B. Colony, Krishna College Road, Visakhap:

Timings : 9-00 am to 1-00 pm; Sunday: 4-00 pm to 9-00 pm

Name
Occupation
Mobile No.

Person to contact
& Mobile No.

Reference (Refered by) :

CASE SHEET

Age / Sex

Address

Email ID

Blood Group :
(if Known)

The following questionnaire will be used by your dentist to treat you safely.
Please answer all questions as correct as possible.
Do you have a history of any of the following ailments / Health Issues
Any related diseases to:

Disease / Condition | Yes| No | Disease / Condition | Yes| No | Condition/Others Yes| No
Cardiovascular Hepatic / Liver Smoking
Respiratory Renal / Kidney Alcohol
Gastro Intestinal Endocrine / Thyroid Chewing Habit
Diabetes Neural Any Hospitalized /
Blood Pressure Epilepsy / Fits Operated Condition
Asthma Allergitic to Dental history
Any Medication Any drigs Any other Health Issues
Aspirin
Ecosprin Pregnant
Clopitab / Others Any Abnormal Bleeding

Aids / HIV / Hepatitis B

Do you have (or) ever had any of the following Intra-oral / Extra-oral / Soft Tissue / Hard Tissue Condition

Yes| No Condition Yes| No Condition Yes| No
Discoloured Swelling
Dental Caries Lymphnode Enlargment
Fractured Any Neural Problems
of Tee Fixed Partial Denture b 1 inal Neu
Removable Partial Denture Bells Palsy o L
R . {_|Complete Denture Trismus_




Treatment Plan

IF YOU COULD CHANGE YOUR SMILE WHAT COULD BE YOUR CHANGE / OTHERS
Condition Yes No Condition Yes No
Close gap between the teeths

Replacement of missing teeth

Teeth alignment

Straighten teeth
Change of Teeth shape Jaws Pains / Dislocation
Teeth Whitening Bad Breath

Smile designing Teeth Fillings

Gummy Smile Correction Teeth Cleaning

AUTHORISATION FOR TREATMENT / CONSENT FORM

I, authorize the S.J. DENTALCARE doctors to perform the Root Canal Treatment / Cro i
Prosthesis / Extraction / Implant and Administer Anesthesia. Wn and Bridge

% lunderstand the practice of medicine is not an exact science, | acknowledge that no Quarantee can be
made regarding the results of the procedure. However | have been communicated the intended benefits
and outcome of the procedures as: .

RCT - Save tooth and restore function without Extraction
'own & Bridge - it simulates the function of a natural Permanent tooth / teeth
Extraction - extraction or removal of my tooth / teeth since the same coulg not be
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Drug & Medication: | understood that antibiotics and analagesics and other medication can cause

D300 &‘ Ooaaoowm‘m'

e o re to replace missing tooth, Sensitivity of the teeth, Crowned
Sl upporting teeth) may require root canal treatment. Extraction-
s ng, bruising, delayed healing, secondary infection, Nerve Injury,
of teeth or teeth coming out in fragments

:::eorg:c Reactions causing redness and swelling of the tissues, pain itching, Vvommting and anaphylactic

| accept full responsibility of all risks related to the use of this medicine during the course of treatment.

Doctor has explained the alternatives for the procedure as -

RCT - Extraction foiiowed by Removable/fixed partial denture or an implant Crown & Bridge Prosthesis-
Removable partial denture or an Implant

In case of Extraction doctor has explained the removed tooth could be replaced by Removable | fixed
partial denture, complete denture or an Implant in case the functionality is intended to be restored, also
he has explained me that the same may not be required in case of the third molars / Wisdom Teeth.

It has been explained to me by the doctor that, during the course of the operation unforeseen condition
may be revealed that may necessitate an extension of original procedure therefore | authorize and
request the Doctor/ Dentist, his assistant or his designates to perform such surgical procedure(s) as
necessitated and deemed mandatory and advisable in the interest of patient safety.

| agree to undergo any blood or blood product transfusion if it is as required during the procedure as
determined by the attending surgeon & anesthetist

| understand the details of the procedure and in case of any unspecified complication during or subsequent
to treatment will not hold the treating doctor or hospital authority responsible

Fees : | understand that an estimate of fees for the above dental case will be provided upon request and
that i am encouraged to discuss all fees related to the case before services being rendered.

| assume financial responsibility for all fees and provide payment by cash, credit card, debit card,
demand draft, paytm, online transfer, cheque before the start of the treatment.

All of my questions have been fully and clearly answered to my satisfaction in the language. | understand
and | believe that Ihave adequate Knowledge on which to base an informed consent to the proposed

treatment/procedure.
| CERTIFY THAT | HAVE READ AND FULLY UNDERSTOOD THE ABOVE MENTIONED CONSENT
THAT THE EXPLANATION THERE IN REFERRED TO WERE MADE, THAT ALL BLANKs / STATEMENT

REQUIRING COMPLETION WERE FILLED IN.
| affirm that the above information is accurate to the best of my knowledge and authorize

rform any dental service that| may_nee_d. The dental staff is not responsible
gef:: 2% 2:?2;05; occur as a result of this form being incorrectly filled out.
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Mode of payment: [ ] Cash [ ]DetitCard [ ] CreditCard [ ] OnineTransfer  [] Cheque/DD
Amount
Paid Due

Date Clinical Notes




