
PATIENT NAME 

PROCEDURE DATE:  

REFERRED BY DOCTOR:  

 

MICRO-OSTEOPERFORATION SITES: 

          

 

 

 

 

 

 

 

 

 

 

 

 

 

SCHEDULING:  

Approximate Treatment dates:  May be repeated in 2-3 months (if needed) 

1: ______________________     2: ______________________     3. ______________________ 

Informed Consent:   

CHX Rinse:    

Advised no NSAID   
 

Notes: 

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

ANTERIOR RIGHT LEFT 

Use Colored SHARPIE to PRE-PLAN Location(s) Increased Movement desired. 
 

Expedites Procedure - Communication with Assistant - Follow-up Reference 

 


