Name:
                                                                                   DOB:                                      Date:


Biopsy Evaluation
Ref Dr:

Gen DDS:

Ref for:
Primary Dental Concern:
Where you aware of the lesion?
No


Yes


When:
Location:



Localized

Generalized
Symptoms:



Worse


Better
Does anything make it worse:

No


Yes


What:
Meds taken? 



No


Yes


What:
Clench/Grind:



No


Yes

  NG:   
No      Yes

Dental Hx:

Px Interval:

Last Px:



With:

Homecare:
_____ x/day       Manual / Electric       Floss       MW       Other Aids

Fam Hx:
No
Yes

Prev Ortho:
No
Yes

When:


Tx Time:

With:

Prev PT:
No
Yes

When:





With:

Prev Perio Sx:
No
Yes

When:


What: 


With:

3rds Ext.:
No
Yes

When:





With:

Comments: 

RX:

CHX       Vicodin       Amox       Darvocet       Doxy       Augmentin       Z-Pac



Other:

Pharmacy:
Walgreens       HEB       CVS       People’s       Randall’s       Costco
Location:

Biopsy Clinical Notes

BP:                /                    P:

OCS:

Blood Sugar:

Clinical notes:

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________
Differential Diagnosis:




Sedation:      Oral      IV      None
Treatment Plan:





Dr.:
Yu
Litizzette


Phase 1:   Time:  _________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Phase 2:   Time:  _________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Phase 3:   Time:  _________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Phase 4:   Time:  _________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Scheduled:

No


Why:



Yes


When:

Initials:
Dr. Yu and Associates

