
PATIENT NAME       DATE    

 

TOOTH #  REFERRED BY __________________________________________________ 

 

CHIEF COMPLAINT___________________________________________________________________ 

  

BP__________PO2__________Pulse___________ASA______________PreMed___________________ 

HISTORY OF ILLNESS/PAIN 

None 

Diffuse Area  

How Long     

None 

Spontaneous Onset Constant Pain Occasional Pain 

Pain Intensity   0 1  2  3   4  5   6   7   8    9   10 

Pain on Change of Position 

Pain to Sweets Pain to Air Pain to Bite Pain to Pressure Pain to Heat Pain to Cold 

 Duration of Pain Seconds Minutes Hours 

 

    Relieved By:   Hot    Cold 

Normal 

Open for Drainage 

Intra-oral Swelling Discoloured Crown Temporary Restoration Pulp Exposure Extra-oral swelling 

CLINICAL EXAM 

Tenderness to palpation of muscles_______________________________________________________ 

Mobility  0    1   2    3     Oral Cancer Check______ 

Cracked Tooth Crown/Root Fracture Soft Tissue Trauma Sinus Tract Stoma 

Periodontal Probing Tooth # Percussio

n 

Palpatio

n 

Cold Cotton 

Pellet 

Tooth Slooth Select. 

Anes. 

MB B DB DL L ML 

             

             

             

             

             

             

CLINICAL TESTS 

Normal  RADIOGRAPHIC FINDINGS 

Perforation Sclerosing Osteitis Calcification Deep Caries Deep Filling 

Perio Involvement Resorption     INT EXT         RCT:  started / previous Lateral Lesion P.A. Lesion WPDL 

Open Apex     Other_____________________________________________ Crown/Root Fracture 

Seperated Instrument 

Calcified Int. Resorption Necrotic Irrev. Pulpitis Rev. Pulpitis Normal 

 DIAGNOSIS 

PULPAL 

Pulpless    C T Syndrome 

Normal Acute. Ap. Abcess Chronic Ap.Periodontitis Acute. Ap. Periodontitis 

PERIAPICAL 

Cond. Osteitis Chronic Ap.Abcess 

When Started    

Wake up at night 

EASY  HARD  

Clinical Examination 

and Diagnosis 

PRESENT ILLNESS 

Recent restoration BY______________________________________When____________________ 

RCT started  BY__________________________________________ When____________________ 

Previous RCT  BY_________________________________________When____________________ 

Previous endodontic surgery BY______________________________When____________________ 


