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Facility Name
Facilitv Phone #

Dental Emergency RePort

Patient

ls resident an Access Dental Care patient of record? [] Yes I No

lf you checked No, send a completed Conse nt for Dentalservices form with this report

Denture Concern

X Upper full denture I Lower full denture E Upper partial n Lower partial

Describe the denture concern:

f r tf,i. putient in pain? I Yes n No

lf Yes, please explain the nature of the pain:

Please print facility contact person: phone

Sig;nature Date

For Access Dental Care Use OnlY:

Signature ualg

revised 05/2011

Tooth Concern

I upper Right I Upper Left I Lower R'ght n Lower Left

d Upp"t Front E Lower Front

Describe the tooth concern:

Ir thb p"ti"tt in Pain? [ Yes n No

lf yes, is the pain constant? I Yes t] No

Describe the nature of the Pain

fr tf'.r" patient taking pain medication? I Yes tl No

lf rroq rvhat? ls the medicine specific to this problem?
rr tvvt

ts tfre patient f iuing ttouile eating? tl Yes I No

ls there any swelling? I Yes n No

lf ves. describe.

Please list any allergies this patient has:


