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Radiographs: [ Enclosed O Will Bring O No X-ray Available [ Please Take

Please evaluate and provide treatment for the following:

 Extractions U Apicoectomy (] Biopsy U Other

U Dental Implants U Trauma { Tori Removal

U Crown Lengthening {1 TMJ Disorder O Frenectomy

U Facial Cosmetic Surgery ~ d Orthognathic Surgery 1 Exposure

(please specify)
Please circle teeth to be treated: Right Left
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Remarks:

Future Restorative Plan:

A. Patient copy B. Copy to be mailed to Specialist



