
 

 

 NAUMAN QUAMAR, BDS, MS 
__________ (ofc)      469.231.1155 (cell)      drq@vipsperio.com      www.vipsperio.com 

 
PATIENT TREATMENT RECORD — FOR DENTIST’S USE ONLY 

 
Name  Age  DOB         /        /  Date        /        /  

Address City/ST   Zip  

Email:  Phone:  

Diagnostic Criteria:    Perio_________  Crowding_________  Pt. Election_________ 

Prev. Pain/Swelling _________ N/R Caries_________ Cyst__________ Other____________ 

M.H.R. Pertinent Findings:  
 

  
 
 

  Allergies:  
 Consent Signed   N.P.O. x _________ hrs.   Pt. Voided  Smoker    Pregnancy   ASA ____________ 
 

Dentist’s Office:                Fee:  

Procedure Planned:  S/F:  

Pre-Operative X-ray:      Pano     PA    Other________  Date       /        /  I/F:  

Pre-Op Meds/Drugs:  O/F:  

Post-Op Ride:   Post-Op Ride’s #:   

Pre-Op Vital Signs:   ECG__________   PSO2__________   BP__________    RR__________ 

Sutures:  Silk; Gut; Vicryl;  Assts:  Asst. Fee:  
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Procedure Completed/Clinical Notes:  
 

  
 

  
 

  
 

  
 

  
 

  
 

  
 
 Post-Op Instructions    D/C Criteria Met    D/C Time         : 

 

For Office Use Only: 
 

Post-Op Call   
  

Comment Card   
  

Posted   
  

Drug Log   
 

1-wk. Post-Op Call   

http://www.vipsperio.com/
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