| Patient No:

Patient: Owner:
Breed: Age/Sex: Phone No: Date:
Chief Complaint: | Occlusion:
Past Dental History:
PRE-TREATMENT POST-TREATMENT
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Recommended Homecare:

[l Brushing

1 Oral Gel [l Diet

Antibiotics:

| Anti-inflammatory:

Recommended Re-visit Schedule:

Comments:

Chart courtesy of Pharmacia & Upjohn.




