
 
Pre-Surgical Medical Clearance Request 

 
 
 
Dear Doctor, 
Our Mutual patient was diagnosed with an extensive dental treatment plan under General Anesthesia; 
which may include radiographs, prophylaxis, fillings, including any other major dental restorations.  
We require your medical clearance and any precautions or contraindications which will interfere.  
General Anesthesia will be administered by Dental Anesthesia, LLC  

         

Patient Name:  

Date Of Birth:    Current Weight:  

Treating Dentist:  

 

Requesting Office: 

​ Glendale Location  
4901 W Bell Rd Suite 100,  
Glendale, AZ 85308 
Office: (602) 843-1275 
Fax: (602) 843-1276 
fronttcfkbell@gmail.com 

​ Phoenix Location  
7777 N 43rd Avenue 
Phoenix, AZ 85051 
Office: (602) 888-7844 
Fax: (602) 661-7720 
frontofficetcfkphx@gmail.com 

​ PCH Location 
1701 E Thomas Rd Suite 204 
Phoenix, AZ 85016 
Office: (602) 253-6600 
Fax: (602) 279-0821 
anoemitcfkpch@gmail.com 

 
 

All results should be Faxed, or presented to our office at least 7 business days prior to surgery date.  

   

 
Doctor Please Complete Section Below 

Is this patient cleared for dental treatment under General Anesthesia?  ​No ​ Yes 

 

Would you recommend any treatment modifications? ​No ​ Yes 

 
If Yes, specify:   

 

Comments:  

 

 
Doctor:  Date:  

 
Office 

Address: 

  
Office: 

 

(           )            - 

Please Fax to the Requested Location most recent H&P, Relevant labs/diagnostics 

 
 



 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


