
54 S. Medical Park Drive
Fishersville, VA 22939
24 Hour Telephone 540-886-2956
Fax 540-886-2284
www.blueridgeoms.com

Patient’s Name____________________________________________________

Right                    Permanent                    Left

Right                    Deciduous                    Left

A   B   C   D  E   F  G   H   I    J

T    S   R  Q  P   O  N  M   L    K

o	ALVEOLECTOMY
o	BIOPSY
o	CONSULTATION
o	ORTHOGNATHIC SURGERY
o	APICOECTOMY
o	ORO-ANTRAL FISTULA
	C LOSURE

o	CYSTECOMY
o	MAX & MAND AUGMENTATION
o	FRENECTOMY
o	EXCISION OF HYPERPLASTIC
	TI SSUE
o	DENTAL EXTRACTION
o	DENTAL IMPLANTS

o	T M J WORK UP/SURGERY
o	TORUS REDUCTION
o	TUBEROSITY REDUCTION
o	EXPOSURE OF IMPACTED
	CU SPID
o	 INCISION AND DRAINAGE

________________________________________________________________
Remarks
________________________________________________________________

________________________________________________________________
RADIOGRAPHS ENCLOSED    YES____     NO_____       PLEASE RETURN_____________
REFERRED BY DR. _______________________      DATE_ ____________________


