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Kerman university of medical sciences 
Faculty of dentistry 

Department Of Fixed Prosthodontics 

 

Date :                                                             Patient's Name : 

Age :                                                              Occupation : 

Add:                                                               Tel : 

Student name :                                                lecturer name : 

Chief Complaint : 

Medical History : 

Allergy                             Hepatitis              Heart Disease           Rheumatic Fever       

Hypertention                   Diabet                    Blood Disease         Epilepsy                                   

 Endocrine Disease          smoking {
𝑁𝑢𝑚𝑏𝑒𝑟 … …

𝐷𝑎𝑦 … …
              Drags: ……………………… 

Oral Examination : 

*Oral Hygiene………………………………………………………………………………. 

*Periodontal Evaluation …………………………………………………………….…. 

*Edentulous Space ( Number F Missing Teeth )……………………………… 

*Occlusion: ……………………………………………………………………………….…. 

A) Type Of Occlusion:          CL I                  CL II                 CL III 

B) Pattern Of Occlusion :    Group Function                Guspid – Rise 

C) Anterior Guidance : 

Normal : 

Abnormal : 

Steep                          Shallow                             Edge To Edge 

D) Wear Facets( tooth wear) :   Active ( Shiny )             Nonactise (Dial)  

E) Location :     Mild            Moderate          Sever 

F) Crossbite ……………………………………………………………………………………. 

G) Traumatic Occlusion ………………………………………………………………….. 

TMJ & Masticatory Muscls : 

Clicking …………………………………………………………………………………………                                                                                                   

Form Of Face {
𝑇𝑟𝑖𝑎𝑛𝑔𝑢𝑙𝑎𝑟

𝑂𝑣𝑜𝑖𝑑
𝑆𝑞𝑢𝑎𝑟𝑒

 

Deflection To ………………………..……..                        Size Of Muscles …………………………… 

Deviasion To ………………………….……                        Tenderness …………………………..……….. 

Maximum Opening ……………..………. 
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Habit: 

Mouth Breath       Tounge Trust         Nail Biting        Bruxism          Clenching 

 

Implants Evalution : 

Number ……………..      System ……………        Bone Level                Tissue Level  

Location                                          
𝑑𝑖𝑎𝑚𝑒𝑡𝑒𝑟

𝑙𝑒𝑛𝑔𝑡ℎ
 …………….. 

CHS : ………………………..         GH : ..................................             
 𝑐𝑒𝑚𝑒𝑛𝑡 𝑡𝑦𝑝𝑒 

 𝑠𝑐𝑟𝑒𝑤 𝑡𝑦𝑝𝑒
                  

Position : {
𝐵𝑢𝑐𝑐𝑎𝑙  
𝐶𝑒𝑛𝑡𝑒𝑟    
𝐿𝑖𝑛𝑔𝑢𝑎𝑙  

                 {
𝑀𝑒𝑠𝑖𝑎𝑙 
𝐷𝑖𝑠𝑡𝑎𝑙 

                           Cantilevel  

Radiographic Evaluation : 

Radio Lucency ……………………………………         Exposed Trade …………………..……………………. 

Impression………………………………………….. 

Type Of Prosthesis ……………………………..         {
𝐹𝑃1

𝐹𝑃2

𝐹𝑃3

 

Type Of Restoration ……………………………        {
𝐹𝑢𝑙𝑙 𝑀𝑒𝑡𝑎𝑙 

𝑀𝑒𝑡𝑎𝑙 𝐶𝑒𝑟𝑎𝑚𝑖𝑐
𝐴𝑙𝑙 𝐶𝑒𝑟𝑎𝑚𝑖𝑐
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-Extracted Or Missing  

-Pocket Depth Of Abutment  

-Gingival Level ( Blue ) 

 

Prognosis : 

 

 

 

 

Treatment Plan : 
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