
 

YOU ARE HEREBY NOTIFIED:  This message contains information which may be confidential and /or privileged.  Unless you are the intended recipient (or authorized to 
receive for the intended recipient), you may not read, use, copy or disclose to anyone the message or any information contained in the message.  If you have received the 
message in error, please advise the sender by reply e-mail, fax, or call and delete/shred the message and any attachment(s) thereto without retaining any copies.   
In-House Dental Care PO BOX 6951  Huntington Beach, CA 92647  (O) 949-339-5373  (F)  949-339-5383. 
 

PO BOX 6951 Huntington Beach, CA 92647    O. (949) 339-5373    F. (949) 339-5383    M. (949) 872-4529 
info@inhousedentalcare.com 

 ----------------------------------------------------------------------------------------------------------------------------- ---------------------
-- 

MEDICAL CLEARANCE FORM (CONFIDENTIAL)  Referring Doctor:  Dr. Richard A. Nguyen 

                    

  Urgent Matter / Return By:     Appt. Date:    

                    
                 
Date                 

                    
                    
To:    (O)   (F)  

 (Physician’s Name)              
                    
                    
Re:    (DOB)   Contact Person:  

 (Patient’s Name)              
              Contact Number:  

                    
X.         

        Patient’s Signature/ Responsible Party authorizing exchange of information between dentist and physician       
                    

                    

INSTRUCTIONS:   Physician – Please complete Section 2, sign and fax / email back to Dentist. 
              

SECTION 1 
 

To be 
completed by 
the dentist 

 

1.  Dental Treatment Plan: _____________________________________________________________________________________ 

         

2.  Patient’s condition which may warrant special considerations:  _____________________________________________________ 

     
__________________________________________________________________________________________________________ 
    

 
 
 
 
 
 
 
 
 

SECTION 2 
 

To be 
completed by 
the physician 

 

1. Is Patient taking or have ever taken Bisphosphonates for osteoporosis or chemotherapy for multiple myeloma or other cancers 
(Reclast, Fosamax, Actonel, Boniva, Aredia, Zometa, Prolia, or Skelide)?    
                                                                      

                                                                                                                                       (Please Initial)          Yes _______         No _______ 

 

2.  Is Patient Healthy Enough to undergo this treatment?                         (Please Initial)          Yes _______         No _______ 
 
 
3.   Does the patient’s medical condition require prophylactic antibiotic treatment? 

                                                                 
                                                                                                (Please Initial)          Yes _______         No _______ 

 

4.  What choice and dosage of Prophylactic Antibiotics that you would like to prescribe to the patient? 

     ______________________________________________________________________________________________________ 

 

5.  Can patient stop blood thinners medication prior to dental treatments?                Yes _______         No _______ 

 

    If so, how many days should patient STOP prior to dental treatment?  ______________________________________________  

     

    And when should patient go back to blood thinners after dental treatment?  __________________________________________ 

          

 

                    
 
 

           

Dentist’s Signature         Date      
                    
                    
            

Physician’s Signature         Date      
 


