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PERIODONTAL EVALUATION
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A more advanced state of the previous Further progression of periodontitis with

condition, with increased ion of severe ion of the struc-

periodontal structure associated with tures, with increased pocket depth, usually
moderate-to-deep pockets (5 to 8 mm), greater than 7 to 8 mm with increased tooth
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TREATMENT
(INT))

SLIGHT=I MODERATE=Il SEVERE=Ill

PERFORMED OR GO TO A SPECIALIST

[a.

PATIENT CONSENT TO TREATMENT

understand and use to communicate.

[X]1. DRUGS, MEDICATIONS, AND ANESTHESI:

In reading and signing this form it is understood that ENGLISH is the lang

hich e, bt e

PATIENT CONSENT TO TREATMENT

(affix patient label here)

In reading and signing this form it is understood that ENGLISH is the language that I

understand and use to communicate.

[ X 11. DRUGS, MEDICATIONS, AND ANESTHESIA:

(Initials)

T understand that antibiotics, analgesics, and other medications may cause adverse reactions, some of which are, but are not
limited to, redness and swelling of tissues, pain, itching, vomiting, dizziness, miscarriage, cardiac arrest.

I understand that medications, drugs, and anesthetics may cause drowsiness and lack of coordination, which can be increased
by the use of alcohol or other drugs. T have been advised not to consume alcohol, nor operate any vehicle or hazardous device while
taking medications and/or drugs, or until fully recovered from their effects (this includes a period of at least twenty-four [24] hours

after my release from surgery).

T understand that occasionally, upon injection of a local anesthetic, I may have p

and/or irritation to the area of injection.

I understand that if I select to utilize Nitrous Oxide, "Atarax", Chloryl hydrate, "Zanax", or any other sedative, possible
risks include, but are not limited to, loss of consciousness, obstruction of airway, anaphylactic shock, cardiac arrest. I understand that
someone needs to drive me home from the dental office after I have received sedation. I also understand that someone needs to watch
me closely for a period of 8 to 10 hours, following my dental appointment, to observe for possible deleterious side effects, such as

obstruction of airway.
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PERIODONTAL EVALUATION
Form #0350

Size: 8 1/2" x 11", single-sided
Ply: 1
Sheets/Pkg: 250

Space to record clinical indicators, complete instructions.

Periodontal Evaluation (per lot)500 1000
0350 Periodontal Evaluation  55.00 95.00

PATIENT CONSENT
Form #039A (English)
Form #039B (Spanish)

Size: 8 1/2" x 14", double-sided
Ply: 1
Sheets/Pad: 100

2000
139.00

Documents patient's knowledge of dental diagnoses, prognosis and

avallable alternative treatments.

Records patient's acceptance or rejection of planned treatment,

Available in English and Spanish.

Patient Consent (per lot) 500 1000
039A English 55.00 95.00
0398 Spanish ~ 55.00 95.00

PATIENT CHART
Form #045A
Form #045G

Size: 11"x 11", double-sided
Ply: 1
Sheets/Pkg: 250

2000
139.00
139.00

Documents patient's personal information, medical and dental history,

and treatment plans and progress.

Patient Chart (per lot) 500 1000
045A Patient Chart 55.00 95.00
045G Patient Chart Contd. ~ 55.00 95.00

2000
1569.00
1569.00




LABELS
Form #D1785
Form #D1788

Size: Approx. 2"
Sticker/ Roll:200

Brightly colored; peel-and-stick.
Roll of 200 Stickers (per roll) 2-4 6-10 12-25

D1785  Allergic Labels 12.85 12.25 11.65
D1785  Medical Alert Labels ~ 12.85 12.25 11.65

POST-OP INSTRUCTIONS
Form #0288

ORAL SURGERY - POST OPERATIVE INSTRUCTIONS

Office Phone Number: ()

Emergency Phone Number: (). Name:

»_ Following surgery a gauze pad should be folded and placed over the extraction sito for at least 30 minutes and

Size: 8 1/2" x 11", double-sided
Ply: 1
Sheets/Pkg: 100

ORAL SURGERY - POST OPERATIVE INSTRUCTIONS

Office Phone Number: ( ).

Doctor’s
Emergency Phone Number: ( ). - Name:

* Following surgery a gauze pad should be folded and placed over the extraction site for at least 30 minutes and
continued until the bleeding stops.
If bleeding is not controlled with the gauze, take a regular tea bag and place it in boiling water. Let the bag cool, then
squeeze it out and place it over the bleeding area. Bite on it gently. After a few minutes, rinse it out in warm water,
squeeze to remove excess water, then replace it over the bleeding area.

Complete post-operation instructions. English on front, Spanish on back.

Post-op Instructions 500 1000 2000
0288 Post-Op Instructions — 35.00 55.00 95.00

* DO NOT RINSE OR SPIT for the first 24 hours. This allows for proper blood clotting to occur, which is necessary in
the healing process.

® Slight oozing of blood is normal for a day or two after oral surgery.
If bleeding is heavy, please call our office.
Wipe blood and saliva from the lips with a tissue.

utes on, followed by 20 minutes off, while awake, during the first 24 hours folowing surgery. Protect the skin with
vaseline or a thin towe,

 Brushing your teeth is important, and should " the day of surgery or you can
wait untl the next day.

 Rinsing gently with warm salt water (1/2 teaspoon per glass). Start approximately 24 hours after surgery. If this

+ oot THE DAY OF DRINKING FLUIDS.
Low-up 2

PATIENT INFORMATION

Patient Information Sheet
Form #040A Chart# _____ Officelocation ________ Dae_
PATIENT
Form #040B
Patient Information Sheet
) R b , Chart # Office Location Date
Size: 8 1/2" x 11", single-sided
PATIENT
P‘y: )‘ Last Name: First Name: Int.
Home Phone Number: )
Sheets/Pad: 100 Home Address: Apt#
City: State: Zip:
Social Security #: DL# Date of Birth: Sex: (M) (F)

How did you hear about us?

Documents patient's information, responsible party’s information,

, , , , RESPONSIBLE PARTY
primary and secondary insurance information, and personal references, LestName: st ame: .

Home Address: Apt#

English on front, Spanish on back versions available. oy Ste: 2o Home Phone Number{ )

Social Security #: DL#

Employer:

Position: How Long:

Patient Information 500 1000 2000 Work Address:

City: State: Zip:

040A Patient Info—English ~ 35.00 55.00 95.00 Work Phons Number: () e

Insurance Carrier:

0408 Patient Info—Spanish ~ 35.00 55.00 95.00

Order tol--free  1-808-303-2489 Or fax your order 1-714-556-2718




ISTORY / HISTORIA DE SALUD
..... v e oy
e s ().
WSTRUGTIONS: WSTRUGGIONES: Conees Y i o s
HEALTH HISTORY / HISTORIA DE SALUD
DATE/FECHA - - Facility Chart # (LABEL)

AGE / EDAD SEX/SEXO M/F
HEIGHT /ESTATURA WEIGHT/PESO LBS.
In case of an emergency, contact (person)

Patient Name

phone#( )

En caso de emergencia, contactar a (persona)

Numero de teléfono: ( )

INSTRUCTIONS:
Answer all questions and fill in the blank spaces when indicated.
Answers to the following questions are for our records only and will

INSTRUCCIONES: Conteste todas las preguntas y llene los espa-

cios en blanco cuando sea necesario. Las respuestas a nuestras
preguntas son Gnicamente para nuestros archivos, y se consideran

be kept

Why are you here today?

When was your last visit to a dental office? /. /.

When were your last dental x-rays taken? / I

Are those x-rays available? O Yes O No

1. Are youin poor health ...
2. Has there been any change

within the pastyear .........
3. My last physical was on
4._Ave you currently under the care of a physician

4, Porque esta aqui ahora?

¢ Ciiando fue su dltima visita al dentista? / /.

¢ Cuando le tomaron las Gltimas radiografias dentales? /. /

. Estan disponible sus radiografias? O Si O No

If YES please write down PRIOR DENTIST'S NAME and PHONE NUMBER i es asi, escriba el nombre del Dentista Anterior y el nimero de teléfono.
[ ves/sill _no_| [

....... 1. Esta mal de salud
2. Ha cambiado su salud durante el Gltimo afio

3. Mi timo examen médico fue en
....... 4. Esté ahora bajo atencin médica

CROWNS OR CAPS

A crown may be recommended for a tooth that has
been weakened by decay, fracture (1) or failure of a
large, previous restoration. The advantages of a
crown G are derived from its more desirable physical
properties. A crown can provide the strength necessary
to withstand chewing forces. A crown can return the
tooth to its original and more natural size and shape.

The construction of a crown is very precise and generally
requires at least two visils.

During the first visit, the damaged tooth is prepared @
to accept the crown -C:. An impression is taken and a
temporary crown is put in place. At the second visit,
the temporary crown is removed. The permanent
crown is then cemented onto the prepared tooth (3.

1f cosmetics are of concem white porcelain is baked onto
the crown surface.

T}

HEALTH QUESTIONNAIRE
Form #041

Size: 81/2" x 11", double-sided
Ply: 1
Sheets/Pad: 100

Documents patient's complete healih history. Questions are in English
and Spanish.

Health Questionnaire 500 1000 2000
041 Health Questionnaire  35.00 55.00 95.00

INSTRUCTION SHEETS
Forms #950A through #950G

Size: 81/2"x 11", single-sided
Ply: 1
Sheets/Pkg: 100

Informs patient of proper techniques for post-treatment care.

e s T s M e e e il
B e

Instruction Sheets 500 1000 2000

QT—.:—__'*_—_*:_":':'."_. SomAESE 950A Proper Brushing—Eng. 65.00 115,00  195.00

H A e et o, 950B Proper Brushing—Spa. 65.00 115,00  195.00
950C Peridontal Disease 65.00 115.00  195.00

‘ : » 950D Removable Dentures  65.00 115,00  195.00
T . O50F  RootCand Tront 6500 11500  195.00
== 950F  Fixed Bridges 6500 11500  195.00

950G Crown or Caps 65.00 11500 195.00

CALIFORNIA PRESGRIPTION PADS
Form #RX3-8 through #RX3-40

Form 950G (707

Size: 51/2" x4 1/4", single-sided
Ply: 2
Sheets/Pad: 100

Lorcier Economical; 3 drugs per form, convenient copy for office records.
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Compliant with State regulations, imprinted with office and dentist's

information.

"RX3 sold in 8 pad increments
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RX Pads (Qty.) 2Pt.100
RX8 29.95
RX16 20.95
RX24 16.75
RX40 14.45
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COLORING BOOKS
Forms #CB-701 & CB-702

Size: 8"x10.5"
Pages: 18

Fun and educational. Promotes good dental hygeine and regular

check-ups.

Coloring Books (per each) 500 1000

CB-701  Healthy Teeth 58 48
CB-702  AVisitto the Dentist .58 48
CRAYONS

Form #CR-101

Crayons/Pkg: 4

Premium grade, non-toxic primary colors,

Crayons (per pack) 500 1000
CR-101  Crayons (4/pack) .33 .32
STICKERS

Form #S-101

Size: Approx. 2"
Sticker/ Roll: 200

Brightly colored; peel-and-stick.

Roll of 200 Stickers (per roll) 2-4 6-10
S-101 Brushing Stickers 12.85 12.25

2500
44
44

2500
.30

12-25
11.65

Healthy Teetk

for.a F Eﬁs‘"sﬁt

EDUCATION 23 pyy £gp, KIDS

Order toll-free  1-808-303-2489

Or fax your order 1-714-556-2718
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