
 

Any publications or forms on this website are for informational and educational purposes only. Nothing contained within this website or on any publications or 
forms found therein is intended to be legal or dental advice.   Accordingly, PPP makes no representations regarding the correctness or completeness of the 
aforementioned content and accepts no liability for any injury or damage that may arise from its use by persons viewing this website.  Any person viewing this 
website should direct any specific legal or dental questions to a competent attorney or dental professional. In addition, the information contained within this website 
or on any publications or forms found therein may contain or refer to matters which are outside the scope of your insurance policy, and such information and 
materials do not create or imply the existence of coverage.  Every insured should consult its insurance policy for the specific terms and conditions of coverage. 

 
 

 

Patient Name ____________________________________________________________________________ 

Date/Time of call __________________________________ Patient Date of birth ________________ 

Caller’s name (if other than patient) __________________________________   Relationship ____________ 

Home phone _________________   Cell phone ____________________   Work phone _________________ 

__Returned call; no answer; left message  __Returned call; no answer; no voice mail 

Current patient? __Yes __No   Last dental appointment _________________________ 

Reason for calling _________________________________________________________________________ 

Further information about problem ___________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Differential diagnosis  ______________________________________________________________________ 

Advice given to patient _____________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Allergies _________________________________________________________________________________ 

Current medications _______________________________________________________________________ 

Health conditions _________________________________________________________________________ 

Medications prescribed ____________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Pharmacy _________________________________________________  Phone ________________________ 

Advice given for follow-up treatment  _________________________________________________________ 

__________________________________________________________________________________ 

Signature ________________________________________________________________________________ 


