
Patient MDI check list

Name:         Age:

Address: 

Physician:        Tel

Specialist (if consult required)       Tel

Medical history (tick box if condition present).

List current & recent medication & treatments:

(eg. anti coagulants, steroids, anti depressants, hormone replacement therapy, bisphosphonates, chemotherapy, radiotherapy).

 CONDITION      MEDICATION

 Allergies (eg local anaesthetic, antibiotics)

 Diabetes (controlled or unstable)

 Osteoporosis or Paget’s Disease

 Blood disorder (list)

 Cardiovascular Disease

 Joint pain or arthritis

 Lung Disorders (TB, asthma, emphysema, )

 Cancer (list)

 Addiction (drugs, alcohol, tobacco)

 Mental state (confused, depressed, memory poor)

 Other



Dental status

Teeth

Gums        Mucosa

General mouth hygiene

Thickness of gingiva Upper     Lower

Prosthesis (circle)   Upper   Lower   Partial Replace  Yes / No (circle)

Date OPG taken :   / /    

Report Magnification (circle)  100%  120%  125%

Bone height    Bone thickness     Bone type

Would patient benefit from bone augmentation  Yes / No (circle)

Proposed sites for implants:

Nutrition

Does the client require calcium or vitamin supplements: Yes / No (circle)

What is the client’s expectation:

Date information on MDI’s provided: / /

Date informed consent given: / /

Payment plan: Yes / No (circle) 

Hygiene plan discussed Yes / No (circle)

Next visit    / /


