

	FicheCliniqueDentaireGadoury_v1 copie.pdf
	FicheCliniqueDentaireGadoury_v2.pdf

	Nom de famille: 
	Prénom: 
	Check Box3: Off
	Adresse: 
	Ville: 
	Code postal: 
	j: 
	m: 
	a: 
	poids: 
	r: 
	t: 
	c: 
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Text6: 
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box29: Off
	Check Box28: Off
	Check Box31: Off
	Check Box30: Off
	Check Box32: Off
	Check Box33: Off
	Check Box35: Off
	Check Box34: Off
	Check Box37: Off
	Check Box36: Off
	Check Box39: Off
	Check Box38: Off
	Check Box41: Off
	Check Box40: Off
	Check Box43: Off
	Check Box42: Off
	Check Box45: Off
	Check Box44: Off
	Check Box47: Off
	Check Box46: Off
	Check Box49: Off
	Check Box48: Off
	Check Box51: Off
	Check Box50: Off
	Check Box53: Off
	Check Box52: Off
	Check Box55: Off
	Check Box54: Off
	Check Box57: Off
	Check Box56: Off
	Check Box59: Off
	Check Box58: Off
	Check Box61: Off
	Check Box60: Off
	Check Box63: Off
	Check Box62: Off
	Check Box65: Off
	Check Box64: Off
	Nom medecin: 
	Exam - j: 
	Exam - m: 
	Exam - a: 
	Allergies - autres: 
	Allergies - remarque: 
	Histoire - raison: 
	Histoire - date: 
	Histoire - par le dentiste: 
	Histoire - # radios: 
	Date - j: 
	Date - m: 
	Date - a: 
	Check Box66: Off
	Check Box67: Off
	Check Box69: Off
	Check Box68: Off
	Check Box71: Off
	Check Box70: Off
	Check Box73: Off
	Check Box72: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off


