  DRAGONFLY DENTAL REGISTRATION                   Texas Mobile Dental License # M-24472 
214-674-2635      Fax 469-283-2931                        E-Mail DragonflyDental@yahoo.com

DATE_____/_____/_____                                          REFERRAL FROM_______________________________________________________________________


__________________________________________________                  _____________________________________________________________________
PATIENT NAME  ___ENGLISH ___SPANISH ___BILINGUAL                 MEDICAL POWER OF ATTORNEY NAME  ___ENGLISH ___SPANISH __BILINGUAL   

  
PHONE                                                                              EMAIL                                                                                       MPOA PRESENT AT DENTAL VISIT  ___NO   ___YES
	WHERE DO YOU LIVE
	

	___HOME 
___APARTMENT
___GROUP HOME
___FACILITY NAME

	
ADDRESS_________________________________________APT______CITY_____________ZIP_____________

PHONE                                                                    CONTACT NAME

	WHERE IS DENTAL CARE PERFORMED
	

	
____HOME                M   T   W   T   F

                                  ____MORNING

                                 ____AFTERNOON


	
____DAY HAB:   NAME_______________________________________________________________________________

ADDRESS______________________________________________CITY_____________________ZIP_____________

PHONE______________________________CONTACT NAME____________________________________________

DAYS AT DAY HAB          M    T    W    T    F                         WHAT TIME DO YOU LEAVE     

	PAYMENT OPTIONS
	WAIVER PROGRAM INFORMATION  

	

DEBIT or CREDIT CARD

(RECORD CREDIT CARD ON PAGE 3)

	
WAIVER ROVIDER NAME________________________________________________________________

FUNDING AMOUNT $__________________________ (CIRCLE) HCS       TxHmL     CLASS    DBMD

FUNDING END DATE:_______/_______/_______


	HOW DO YOU MOVE              (CIRCLE)
	WALK    WALKER    WHEELCHAIR    GERI CHAIR    BED BOUND      SCOOTER      POWER CHAIR

CAN YOU TRANSFER TO THE DENTAL CHAIR?                     YES           NO
 
DOES YOUR WHEELCHAIR RECLINE?                                    YES            NO

	CLINICAL INFORMATION
	

	DIAGNOSIS
	


	MEDICATIONS

	



	ON BLOOD THINNERS
	NO                     YES

	BISPHOPHONATES (Fosamax/Boniva)
	NO                     YES

	DRUG ALLERGIES      
	NO                     YES  =   DESCRIBE   


	DATE OF BIRTH
	           /                   /                                ____YEARS OLD

	WEIGHT
	                                    LBS

	DOES THE PATIENT HAVE TEETH
	YES                    NO           ___CANCER SCREENING    ___DENTURES           ___PARTIALS          ___FLIPPER

	CAN PATIENT OPEN 
THEIR MOUNTH                            
	NO                     YES

	CAN THEY SIT IN A DENTAL CHAIR WITHOUT SEDATION
	NO                     YES                                 SEDATION REQUIRED         YES                   NO

	CURRENT PHYSICIAN 
	NAME                                                                          PHONE


	PHARMACY  NUMBER
	PHONE




Page 1 of 6  
  
Page 1 of 6  
  
Page 1 of 6  
  
