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Clinical Examination

Patient Name: Date:
MISSING TEETH & EXISTING RESTORATION HEALTH HISTORY REVIEW 0 No Change 0 See Note
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@@@@@@ @@@@@ ‘ 0 PERIO Soft Tissue Exam 0 WNL
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Right A Left 0 ORAL SURG. | TMJ Exam 0 WNL
@ @ @@ @ @ @@ @ @ Patient’s Chief Complaint: Note:
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