PERIODONTAL SCREENING

Plague Caleulus LOCATION
Subgingival furcations  Mone Class ] Class II Class II1
Fockets ................ Hone 3-dmin d-fmm Creer Gmm
Recession .............. Hone 1-2mm Creer 3mm
Mlohdity ............... Hone Class ] Class II Class 111
Bleeding on Probing .. None Slight Moderate
Fadiographic findings: O atgular bone loss
Findings and recommendations shared with patient: O Treat O ERefer 0O Maititain
HEAD AND NECK SOFT TISSUE SCREENING Fed O
Purple O
INTRAQEAL Ttregular Contour O
WHL [ ]| orLESIOHN: Lips T ongue Critriva Elunt Papilla O
I'u'Iuccusa. Phatyrre Edentulous Puffy Papilla O
CDIDI’.":SIZE Palate Gingivitis O
Desctibe Exadate O
s Toriblax. O Mand O
WH.L LESION: F Heck Lymph Mod ' '
L] o : = = PR Treat O Refer O
Describe
TMIOCCLUSION SCREENING
wHNL [ TMIOCC IMPRESSION:
CREPITIZ NoO Left O Right O
ERUXISM HoO Yes O Frecuency
PAIN HoO Headache O Earache O Left O Right O
MUSCLE 3PASM HNe O Left O Right O O Treat [ Refer O Maintain
EZISTING APPLIANCE OR PEEVIOUS TREATMENT NoO Yes O

PERTODONTAL SCREENINGAND RECORDING

UL UA UR Caze Types
Lt Wisit Lst Wisit Lst Wisit o Case Type I Cingpettis
Fecall Fecall Fecall oicase Type I Shght Pernodotis
Recall Recall Recall o Case Type I Moderate Periodonhs
o Case Type [V Advarced Perniodortitis
LL LA LE o Case Type ¥ BefactoryPmogressie
st Wisit st Wisit st Wisit Periodortitis
Recall Recall Recall
FRecall FRecall FRecall
Recall Recall Recall
CODES MOBILITY GRADES FURCATION CRADES
C= FRedness 0 Homnal Fl: Rast ableto probe maot mdertiom
P= Pus FExudate +]1 FacialLmgnal lnon+ F2: Piobe peretrates nto fiarcation
E= EBleeding Ponds +2 Mesial Distal Inuns F3: Pmbe peretrates theough fivcation
E= BRecesson +3 Both +1 and +2 filled wnth soft tissue
X= Missmgz Tooth +&4 Depression andior F4: Fmeatrm 1s open and vwoid of
E= To Be Extracted Fiot ation in Socket soft tissue
L2 |3 |4 15 16 |7 1€ |92 |01 1212114115 | 1a
Code
Il obdlitsy
Futcation
32|31 |30 |29 |28 |27 |26 |25 |24 )23 |22 |21 20012 |18 |17
Code
I obilitsy
Futcation




Doate

Home Phote

Last Hame First Mliddle Office Phone
Date of Birth Age Social Becurity Mo Diiver’s License
Home & ddress City ZIP
Wour Occupation Employer Tears with firm
Employet’s &ddress Cityr ZIF
If retited, former profession Referred By Dlarital Status
dpouse’s Hatne Social Becurity No. Spouse’s Birthdate
apouse’s Dccupation Employer Years with firm
Employer’s Address Cityr ZIP
Perzon financially responsible Relatiotiship to you
Billing A ddress City ZIP
¥our Physician Fhone Dental Insurance ?
Former Dentist & ddress
Tour Children’s names and ages
Wour hobhies or special interests
Drate of last dental visit
PLEASE CHECK THE APPROPRIATE “Yes” OR “Mo” BOX ON EACH QUESTION
Tes Mo Have you had.....
Do you prefer to save yourtesth 0 n Yes MNo Yas Mo Tes No
Is yonr General health good o o Dertal onplarts O O  Tomsils cut O O Mastoidiear pdection O O
Were you given aloval aresthetic o o Organ Transplat O O  Adenods oo O O Measles o o
Were X-Rays ziven o o A yecert plorsical ecam u] u] A nenia ul u] Munps o u]
Were homwe mstactions given o o A7 heart problems u] u] A xtlritis ul u] Hepluosis o u]
Were regular preventive visits made o o High hload pressare O 0O  Asflma o O Fhenmatic Ferer o o
Was there a history of dertal decay o o Civolatory problems O 0O  CerehralPalsy o O Soarlet Fewar o o
Were there aty special problems? u] u] Fadiatrm treatments o o ChickenPex o o Thyid o o
Pam mregion of ears u] u] Chionic Sirmas ul u] Tansilitis ul u]
Excessive bleeding u] u] Diabetes ul u] Tubermilosis ul u]
Ig thete a sensitivity it wour mouth to .. Eleeding gurms o o Epﬂel:fﬂ_" HE Venereal Disease H
Yos No Yos No Vos No Food Folhded bebereentesth O u] Hep:atlhs . o o AIDGE, . o u]
. Fhioride treahmerts O O Maliznancies u] O Elood Tramsfizsion u] u]
Het 0 O Sweetso O Chewing o o .
o . . Tooth sensitivity tests O O
Cold o0 o Bimgso O Prevowshpayrno O Alle loeal theti
rgyto _an.as s o o Please describe any mumrert medical treatment, mohiding dnigs,
Alleysyto adibiotios u] u] . . . . . .
Do o bavee & bistory of ) impending operatins, preguancies, or other pformation the
Ay other allersies u] u] .
A doctors should be aerare of
ez Mo Tes No Toint veplacerent o o
Headaches 0 O IMogth Breathmg o o Oithopaedic sargeny u] u]
Hail Btmg o 0  Clenching® gindinz 0 O
Sigratire

FOR PATIENTS WITH DENTAL INSURANCE

Insured person’s natre Soc. Jec. Ho.
Insuranice Comp aty
Hame of Employer Croup Plan Mo,
ABIIGHMENTS OF BEWEFITS 2001 2007
[ authorize payment of dental benefits to moyrself or the named 2002 2008
Prowider for professional services rendered. 2003 2009
2004 2010
Signed Diate 2005 2011
(Fubzecriber) 2006 2012




