MEDICAL CLEARANCE
Date: 
Dear:  Dr. 
Address: 
Tel: 
Fax: 
Email: 
Re:  			DOB: 

In an attempt to provide the best and safest dental care for our patients, we are requesting a medical clearance. We have enclosed a form that may save you time. 

Sincerely,
Dr. 



1010 W. Exchange Pkwy #1130 
Phone: 469-663-0962
Fax: 469-663-0952
Email: Thrivedentistallen@gmail.com

Treatment Plan: 

Patient reports medical history of: Daily use of Xarelto and low dose aspirin, is a drug holiday advisable due to continued bleeding during treatment? 

Please consult and check:

____Patient must take antibiotics prior to any dental treatment as well as dental cleanings
	_____ Amoxicillin 500mg  4 tabs 1 hour before procedure
	_____Clindamycin 300mg 2 tabs 1 hour before procedure
	_____Other:_______________________________________________________

____Local anesthetic with epinephrine is permissible with dental treatment (articaine 4% w/ 1:100k epi)

____Patient is under routine dental care and recent blood work DATE: _________ is WNL for systemic disease and medications, including anticoagulant therapy. PT/INR________
____Restrictions/recommendations are:

____No restrictions of any kind.

Physician's Signature: _____________________________		Date: ____________
Physicians Name: _______________________________
