
 

DR. MICHELLE SZASZ 

170 COURTHOUSE SQUARE 

GODERICH, ON N7A-1N1 

519-524-6222 (PHONE) 519-524-2717(FAX) 

E-mail: info@marketsquaredental.ca 

 
PREVIOUS DENTIST NAME OR DENTAL OFFICE NAME & LOCATION 

 

__________________________________________________________________________________________ 

I AUTHORIZE YOU TO FURNISH ANY DENTAL RECORDS FOR (YOUR NAME) 

 

_______________________________________________________________DOB:_______________________ 

 

Any additional family members? 

__________________________________________             __________________________________________ 

 

__________________________________________             __________________________________________ 

 

__________________________________________             __________________________________________ 

 

(YOUR PREVIOUS DENTIST WILL FILL OUT THE NEXT SECTION) 

DATE OF LAST RECALL: _______________________________________________________________________ 

DATE OF LAST COMPLETE ORAL EXAM: __________________________________________________________ 

DATE OF LAST BITEWINGS: ____________________________________________________________________ 

DATE OF LAST PAN: _________________________________________________________________________ 

ANY OUTSTANDING TREATMENT: ______________________________________________________________ 

 

Patient/Parent/Guardian Signature ____________________________________Date ____________________ 

mailto:info@marketsquaredental.ca

