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☐ BONE GRAFT

☐ EXTRACTION

☐ IMPLANT

☐ ALL-ON-X

PLEASE EVALUATE FOR:

☐ EXPOSURE

☐ BRACKET/CHAIN

☐ FRENECTOMY

☐ OTHER

☐ ALVEOPLASTY

☐ TORI

☐ LESION

Patient Name:                                                              Date of Birth: 

Phone: 

PATIENT INFORMATION: 

COMMENTS: 

                                                                                               Date: REFERRING DOCTOR:
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