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REMARKS 

Tooth Extraction Apicoectomy Cone Beam CT Scan 

Wisdom Teeth  Tori Removal ____________________ 

Dental Implant Oroantral Fistula Closure ____________________ 

Impacted Tooth Biopsy & Pathology ____________________ 

Surgical Exposure of Unerupted Tooth 

for Orthodontic Treatment 

Trauma ____________________ 

AYSENUR GENC, D.M.D 

120 Sister Pierre Drive • Suite 103 • Towson, MD, 21204 
admin@implantandsurgeryhouse.com

www.implantandsurgeryhouse.com
P: 410-520-1440    F: 410-520-1440	

NOTE: 

Patients requir ing the use of nitrous oxide sedation should not have food or 
liquid for TWO (2) hours prior to surgery appointment. Please have someone 
with you to drive home. 

INTRODUCING 
Patient`s Name: _____________________________________ Date: ________________ 

Referring Doctor: __________________________________________________________ 

Appointment: Day ___________ Date _______________________ Time ______________ 

(X) FOR EXTRACTION (O) FOR EVALUATION


