PROCEDURE RECORD SHEET

—_— SENTAL IMPLANT PLACE PATIENT DETAILS STICKER
—
— REGISTRY HERE IF AVAILABLE
If you have a patient details sticker you can
place it here instead of filling out the below
AI_I_ I:IEI_DS ON '"."S PAGE details. However please make sure you provide
any details below that may not be included on
ARE MANDATORY the patient sticker including the patient consent
check boxes.
PRACTICE NAME.:............ e eeecccc s s s s essssmsmss s s e snasasmnasassnans
Patient Title:........
First Name:....ccocoveeevvveeeeccinee e, SUMNAIME. . ..iiiieeierreeee e e e ssrreee s
DOB:....ccoeeirrvee, Loiiiiiiiian, Lo
Gender: [ ] Male [] Female [] Other

Patient Mobile Phone Number: +(

Country of residence: AUS [ ]

[ 1No Email

NZ [] Otherieeeeeeeeeeeeeeeans

Please check box below:

D Patient has been provided with Patient Information Sheet (PIS).




IMPLANT DETAILS

(Only fill out if implant was placed)

What implant procedure was used?

|:| Single Fixed Crown D Full Arch Fixed Restoration

|:| Multiple Implant Bridge (Fixed Partial Denture) D Overdenture (Removable Prosthesis, Unsplinted)

|:| All-on-4
|:| All-on-X

Provide the Tooth Location, Insertion Torque and Placement Timing. Attach a product sticker
over the last 3 columns if available. Alternatively, please fill in the last 3 columns manually.

D Overdenture (Removable Prosthesis, Splinted)

D Other (please SPecify) ....cceveverveevnenenerenenesienine

Tooth #
(FDI)

Insertion
Torque

Placement
Timing

Manufacturer

Reference
Number

Lot/Batch
Number

Immediate [ ]

Early []
Delayed [ ]

Immediate
Early
Delayed

Immediate
Early
Delayed

Immediate
Early
Delayed

Immediate
Early
Delayed

Immediate
Early
Delayed

OO oo ot oo | oo




BONE GRAFTING DETAILS

(Only fill out if bone grafting was done)

When was the bone graft done? (tick below):

D Before & With Implant Placement |:| Before Implant Placement |:| With Implant Placement
Was a membrane used? [ ] YES [ ] NO

Was a bone tack or screw fixation used? [ ] YES [ ] NO

Did this receive a Soft Tissue Graft? []YES [ ] NO

Did this receive an Autogenous Graft? [ ] YES [ ] NO

Type of Surgical Protocol (can select multiple options below):
[ ] GBR [ ] Block Graft [ ] Khoury/Bone Shield [ ] PET/Socket Shield Technique

|:| Crestal Sinus Lift |:| Lateral Approach Sinus Lift |:| Socket Preservation |:| Other

Provide the Tooth Location. Attach a product sticker over the remaining columns alongside if
available. Alternatively, please fill in the columns manually.

Tooth # Reference Lot/Batch Comments
Manufacturer
(FDI) Hractt Number Number (If Applicable)
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