
Periodontal Therapy: _____________________

Patient Name: _________________________________________ Date: _____________

Patient Phone #: _______________________ Referring Doctor: __________________

Referring Office Phone #: __________________________________________________

Please indicate desired treatment and area

Implant Placement: ______________________

Extraction: ______________________________

Soft Tissue Grafting: ______________________

Sinus Augmentation: _____________

Restoration Plan/Concerns: ______

Please take CBCT*

Please call me after seeing patient*

Last SRP Date*: _________________

Osseous Surgery: _______________

Multiple Implants Surgery (Fixed Prosthesis/Overdentures): _________________________

Bone Grafting: __________________

Periodontal Exam (Comprehensive/Focused): _____________________________________

4505 Spicewood Springs Rd, Suite 100  
Austin, TX 78759 

info@bedrocklaserperio.com  |  www.bedrocklaserperio.com

Please call me before seeing patient*

TwinLight Perio Treatment: ________________

Peri-Implantitis Treatment: ________________

NightLase: ______________________________

SmoothLase: ____________________________

LipLase: ________________________________

Photobiomodulation: ______________

Biopsy: _________________________

Frenectomy: _____________________

SRP: ___________________________

Gingivectomy: ___________________

Crown Lengthening: ______________Other/Notes:  ____________________________

Dr. Ashwin B. Nambisan, BDS, MPH 
Periodontist 

Phone: 512-660-5008  

Fotona Laser Procedures

__________________________________________________________________________________

__________________________________________________________________________________


