CLINICAL EXAMINATION & TREATMENT PLAN

1 Date / /
Name SSN

2 HISTORY VERIFICATION - A health (medical and dental) history has been completed,
if patient’s first visit to office, or, if a recall visit, updated by the patient and reviewed by

Dr. Initials Date

3 CHIEF COMPLAINT (Reason for this visit)

OTHER DENTAL COMPLAINTS

4 RADIOGRAPHS REQUIRED
BW PAN FMX PA Other

5 CLINICAL EXAMINATION
5.1 Oral, Soft Tissue and TMJ Examination

Area WNL Describe Problem WNL | Area

Pharynx Buccal Mucosa
Tonsils Lips

Soft Palate Skin

Hard Palate ™J

Tongue Lymph Nodes
Floor of Mouth Occlusion

5.2 Periodontal Examination
A. Check for bleeding, pocket depth and mobility and record the results on the Periodontal Record.

B. Presence of Calculus: [INone L] mild [ ] Moderate []severe
Presence of Plaque: [ None L] mild (] Moderate [ severe

C. Periodontal Assessment:

D. Action: []No Treatment Necessary-Routine maintenance only.

L] Monitor every [] Treatment to be completed here.

[] Referred to Dr. for periodontal assessment

[ ] Referred to Medical Provider for assessment

E. Patient reaction:

F. Periodontal status recorded by Reviewed by Dr.

Clinical Examination is continued on next page
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5 5.3 Existing Oral Conditions and Services Needed
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5.4 Prosthesis Evaluation:

LEGEND

“X” out missing
teeth

Black in area

Sketch area of
replacement
and state “fixed”
or removable”

Draw line in
appropriate
canal(s)

Black out
missing portion,
or fracture line

(abscesses,
cysts, etc.)
Sketch in at
location and
label

Circle area on
tooth surface

6 REVIEW OF HISTORY AND CLINICAL EXAMINATION

6.1 Tests and Referrals:

6.2 Comments:

7 TREATMENT PLAN and ESTIMATE

8 CONSENT TO THE TREATMENT PLAN
The Treatment Plan recorded above and alternatives have been described to me.
benefits and alternatives of the recommended treatment. All my questions have been answered.

Signature Date /

| fully understand the risks,

(If a minor, parent or guardian must sign)
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O PROGRESS NOTES

Date

Tooth

Treatment

Initials

FORM # RD391 E/TR 1/06

THE REDWOODS GROUP DENTAL RECORD-KEEPING SYSTEM

© 2006 The Redwoods Group



	explain: 
	save: 
	print: 
	EXPLAINTEXT: Examination and Treatment Record:   This four-page Examination and Treatment Record contains all the areas required for a complete examination and treatment cycle enabling the dentist to have ready access to all essential data. It is designed to lead the practitioner on a logical step-by-step sequence from commencement of the examination through to treatment completion, including post-completion emergency visits. A new Examination and Treatment Record is started at every recall visit.  Section 1 -The patient’s name, social security number and current date should be entered in this section. If, after review of the Medical-Dental History y or History Update, the decision is made that a Medical Alert sticker is required, it should be affixed to the appropriate area at the top of the form. Addition of the Medical Alert sticker may be required after consultation reports and test results are received and evaluated.  Section 2 - History Verification: The treating dentist should signify that a Medical-Dental History form has been completed (or updated in the case of a recall visit) by the patient by putting the date and his or her initials in the area provided. This will assure that a history is taken (or updated) and reviewed by the dentist.  Section 3 - Chief Complaint: The dentist should ask the patient the specific reason for the visit and the dentist should record this answer in the patient’s own words. Other complaints should also be noted.  Section 4 - Radiographs Required: The dentist should indicate the radiographs that are required to complete the examination and evaluation and arrive at a treatment plan. After the radiographs are taken, appropriate entries should be made on the Progress Notes. The radiographs should be mounted or placed in envelopes with the date and the patient’s name on them and then stored with the patient’s record. There should be no loose radiographs.  Section 5 -Clinical Examination: Step 5.1- An oral, soft tissue, and TMJ examination should be completed using the box provided. Negative findings should be indicated by placing a checkmark in the WNL (within normal limits) box next to the specific category. If all findings are negative, the dentist should write "none" in the Describe Problem area. For positive findings, a number should be assigned in the appropriate box and the problem described in the area provided, with the problem number keyed to the description. 


