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Steven A. Tilliss DDS MS PC

� 


Date: _______________________________ 

Patient Name: _______________________ 

Referring Doctor: ____________________ RDH: _____________________ 

Appointment Date: ___________________ Time: ____________________ 

Radiographs:  
  ☐ Take new X-rays    ☐ Accompanying patient      ☐ Mailed     ☐ Emailed 

Periodontal Concerns 
☐ Complete Periodontal Evaluation:  _____________________________ 
☐ LANAP: ______________________________________________________ 
☐ Limited Periodontal Evaluation: _______________________________ 
☐ Crown Lengthening: __________________________________________ 
☐ Recession: ___________________________________________________ 
☐ Frenum: _____________________________________________________ 
☐ Other: _______________________________________________________ 

Cosmetic Concerns 
☐ Aesthetic Crown Lengthening: ________________________________ 
☐ Gingival Augmentation: ______________________________________ 

Dental Implants 
☐ Implant Evaluation: __________________________________________ 
☐ Straumann: _________________________________________________ 
☐ Nobel: _______________________________________________________ 
☐ Other: _______________________________________________________ 

Comments: 
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