
 

 

PATIENT NAME: 

 

PATIENT D.O.B: 

PATIENT ADDRESS: 

 

PATIENT TELEPHONE NUMBERS: 

REFERRAL INFORMATION: 

MEDICAL HISTORY: 

 

DATE OF LAST DENTAL EXAMINATION: 

 

PERIODONTAL DIAGNOSIS: 

 

 

CPITN SCORES:            |       |       

                            ----------------------- 

                                       |       | 

 

PERIODONTAL TREATMENT REQUIRED: 

 

 

PERIODONTAL RECALL INTERVAL: 

 

 

DURATION OF HYGIENIST PRESCRIPTION: 

 

REFERRING DENTIST DETAILS: 

 

NAME: 

 

PRACTICE ADDRESS: 

 

PRACTICE TELEPHONE NUMBER: 

 

REFERRING DENTIST SIGNATURE: 

 

DATE: 


