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INITIAL X-RAY FINDINGS:

o FM -PAS 0 BWX 0 PANO .

INITIAL PERIODONTAL EXAM:

o S ligh t

o S ligh t

o L ight

o L ight

o Good

o Good

o Normal

DEarly

G ING IVAL INFLAMMATION :

SOFT PLAQUE BU ILDUP:

HARD CALCULUS BU ILDUP:

STA INS :

HOME CARE EFFECTIVENESS:

PER IODONTALCOND IT ION :

PER 'IODONTALD IAGNOSIS :

PER IODONTIT IS :

MUCOG ING IVAL DEFECTSIs: ~

o Moderate

o Moderate

o Moderate

o Moderate

o Fair

o Fair

o G ing iv itis

o Moderate

OCCLUSION : 0 C lass I

lM .J. EXAM : 0 Normal

o Severe

o Heavy

o Heavy

o Heavy

o Poor

o Poor

o Advanced

CLINICAL DATA:

o C lass II 0 C lass III 0 Crossb ite : _

o Popping 0 Devia tion 0 Tooth W ear o Pain

o L ips

INITIAL SOFT TISSUE EXAM:

o F loor o f M outh 0 Pala te 0 Tongue o Neck & Nodes

PATIENT'S TREATMENT DECISIONS:

o DOCUMENTATIONOF DENTAL RECORD COMPLETED

o PATIENT INFORMED OF rx RECOMMENDATIONSAND CONSENTS TO TX . (ALTERNA-

T IVES D ISCUSSED .)

o PATIENTWANTS NO TX. OR PARTIAL TX . INFORMED OF CONSEQUENCESAND R ISKS

INVOLVED .

X -RAYS TAKEN :
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o N M L

17

UR

o OTHER _

QUADRANTS

UL LRo NO BONE LOSS

o SLIGHT BONE LOSS (04600)

o MODERATE BONE LOSS (04700)

o MAJOR BONE LOSS (04800)

o BEG INN ING FURCATION (04700)

o ADVANCED FURCATION (04800)

o OTHER : _

LL

SHADE

Teeth Upper Lower

Cents

Lats

cusp

Posts

PER IODONTALSCREEN ING &

tm ~
SEXTANT SCORE MONTH DAY YEAR

EXISTING PROSTHESIS:

MAX: DATE PLACED : COND IT ION : _

MAND : DATE PLACED : COND IT ION : 1

REFERRALS:

PER IO : ORTHO : ENDO : _

ORAL SURG : MD : OTHER : _

NOTES

CONSENT
The unders igned hereby authorizes the Doctor to take X -rays, study models, photographs, or any other d iagnostic a ids deemed appropria te by Doctor to make a thorough d iag-

nosis o f the patien t's denta l needs. I a lso authorize Doctor to perform any and a ll fo rm s of trea tm ent, m edica tion , and therapy that m ay be ind ica ted, I a lso understand the use of

anesthetic agents embodies a certa in risk. I understand that m y denta l insurance is a contract between me and the insurance carrie r, and not between the insurance carrie r and

the Doctor and that I am still fu lly responsib le for a ll denta l fees. These fees are due and payab le at the tim e serv ices are rendered un less prio r financia l a rrangements have been

made. I a lso assign a ll insurance benefits to the Doctor. Any payments rece ived by the Doctor from my insurance coverage w ill be cred ited to m y account, o r re funded to me if I

have pa id the denta l fees incurred. I fu rther understand that a la te charge w ill be added to any overdue ba lance. I understand that where appropria te , cred it reports may be obta ined.

PATIENTS ignature (Parent o f Ch ild ) Date : DENTIST S ignature _
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