
Referring Clinician

Name: ........................................................................................................................PH: ..........................................

Practice: ....................................... Eml: ...................................................................................................................

Patient Details

Patient Name: .......................................................................................................DOB: .....................................

Patient Ph: ................................... Patient Eml: ..................................................................................................

Treatment Required 

Periodontal Therapy Periodontal Surgery Implant Dentistry

||Periodontal examination    
    and/or treatment

||Recession or mucogingival lesion || Implant placement

||Generalised Periodontitis || Soft tissue augmentation ||Bone augmentation/ 
grafting/ sinus lifting

|| Localised Periodontitis ||Root coverage ||Peri-implantitis

||Crown lengthening Implant Type:

||Access surgery

||Muco Gingival surgery

... Straumann

... Dentsply/Astra

... Neoss 

... Southern

... Other.............................

Position/s ...................................................................................................................................................................

Other ...........................................................................................................................................................................

P R O A C T I V E P E R I O 
Per iodont ics  & Implant  Dent i s t r y

Dr Christopher Barker 
Per iodontist

Patient to obtain and bring

||OPG
||PA
||CONE BEAM / CT

Patient history / Comments / Other Resources

.........................................................................................

.........................................................................................

.........................................................................................

.........................................................................................

.........................................................................................

RIGHT

MANDIBULAR ARCH

MAXILLARY ARCH

C l i c k  h e r e  t o  b o o k  y o u r  P a t i e n t ' s 
A p p o i n t m e n t  o n l i n e  n o w !

Email to info@proactiveperio.com

https://proactive-perio.cliniko.com/bookings#location
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