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Introducing ________________________________________________________

Appointment ______________________________________________________
DATE                                                            TIME

o No Post Space  
o Prepare Post Room  
o IV Sedation  o Call Me
o Eval Only
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o Periodontal Consultation 
o Crown Lengthening 
o IV Sedation  o Call Me

Implant Evaluation
Location:
o Tooth #(s)_____________________
o Edentulous  o Maxilla   o Mandible
o Fixed o Removable  o Place Abutment  o No Abutment Needed  
Surgical Stent: o Will Be Provided  o Will Not Be Necessary
Bone Grafting: o Socket Preservation  o Ridge Augmentation  o Sinus Augmentation

Comments____________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________ Date Referred ___________________________

Referred by Dr. ________________________________________________________________________ Tel. No. ________________________________
www.endoperio.com

Radiographs
o Have Been Mailed  o Were Sent with Patient  o Please Take One  o Full Mouth Radiographs Available

Periodontists Endodontists
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