
PATIENT: _______________________________ DATE:  _____________

REFERRING DOCTOR: ________________________________________

PHONE NUMBER: ___________________________________________

EXODONTIA EVALUATION
  Exodontia (Please Indicate Teeth Below)

Special Instructions:

____________________________________________

IMPLANT EVALUATION
Location:  Tooth #(s) __________________
If Exodontia - Please check: 
  Fixed Removable (Locator)
  All-On-4 Treatment Concept 
  Implant Crown and Bridge
Retention of Prosthesis:   Cement Retained  

          Screw Retained
Provisionalization:   Removable    Fixed    None
Bone Grafting:    Socket Restoration/Maintenance 

  Ridge Augmentation 
  Sinus Augmentation

SIGNED: _______________________________ DATE: ______________

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

������������������
201. 302. 0700  | Text 201. 803. 4449 | Fax 201. 302. 9857

www.cliffsoralsurgery.com

7 SYLVAN AVENUE (9W), ENGLEWOOD CLIFFS, NJ 07632
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