[image: ]
Dental Clearance Request
***Please complete form and fax back to number below***
___Standard request (please return in 14 days)	 ___Urgent request (please return ASAP)

Patient Name: ______________________	DOB: ______________________
Cardiac Surgeon: ___________________   Fax/Phone Number: f: 614-722-1812/ p:614-722-5569
Interventionalist: ___________________   Fax/Phone Number: f: 614-722-3111/ p:614-722-3102
Cardiac surgery date (tentative): ______________			

To whom it may concern:

Our mutual patient noted above is undergoing cardiac surgery. Prior to surgery it is important to verify that the patient has had a dental exam within the past 6 months (with radiographs for all cooperative patients), has no current dental infection/abscess, no active dental caries, no active gum disease and no outstanding dental treatments. 
Date of last dental exam:  ______________ Date dental work completed: ________________

Please initial clearance below: 
___ Patient is cleared from a dental standpoint and may proceed with cardiac surgery
___ Patient is NOT cleared from a dental standpoint and will require follow-up appointments to address outstanding dental needs noted below:





Dentist Name: ________________________   Phone Number: __________________
Dentist Signature: _____________________   Date: __________________________

   This letter is an important part of our preoperative patient evaluation. We appreciate your prompt assistance!
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When your child needs a hospital, everything matters,




