
Patient Information 
Name:

Telephone:	 

E-Mail:


Referring Doctor 
Name:

Telephone:	 

E-Mail:


Areas of Concern 
❑  Extraction #:

❑  Impacted Third Molars #:

❑  Implants #:

❑  Root Coverage #:

❑  Periodontal Disease #:

❑  Guided Tissue Regeneration #:

❑  Bone Augmentation #:

❑  Sinus Augmentation: ___ Right  ___ Left

❑  Root Reshaping #:

❑  Crown Lengthening #:

❑  Laser Therapy #:

❑  Intravenous Sedation: ___Yes

❑  Biopsy #: 

❑  Tooth Exposure #:


Restorative Projections and Notes 

PHONE (813) 977-2928    FAX TO (813) 977-1494  
EMAIL TO INFO@IMPLANTPERIO.COM 

www.implantperio.com

© 2014 Richard Rasmussen, D.D.S. WR

mailto:INFO@IMPLANTPERIO.COM
http://www.implantperio.com

