
__________________________________________________________________ 	 _________________________________________________ 	 ___________________________________________________
Patient’s Name	 Phone	 E-mail

__________________________________________________________________ 	 _________________________________________________ 	  Please call patient to schedule appt.
Referring Doctor	 Appointment Date & Time	

1. AREAS OF CONCERN:

 Full Perio Eval

 Implant Eval

 Both

Other, Please Explain:

________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________

2. RADIOGRAPHS: (Please send before appointment in either Dexis or JPEG format to perio@tiogadental.com)

 Full Mouth Series (FMX)   Date: ________________	  CT Scan   Date: ________________	  Please take CT Scan

3. PERIODONTAL:

 LANAP	  Gingival Graft	  Crown Lengthening	  Lip Lowering

 Periodontal Treatment	  Root Coverage	  Extraction	  Biopsy

 Culturing	  Root Reshaping	  Botox	  Maintenance

4. DENTAL IMPLANTS:

 Bone Grafting         Sinus Augmentation         Peri-Implantitis Treatment         Implant Only         Implant + Temp

 Implant + Final Abutment         Implant brand preference _________________________________________________________________________________________________________

5. HISTORY OF SCALING & ROOT PLANING?   Y        N_      Date:________________      Locations:   UR       LR       UL       LL

6. RESTORATIVE RECOMMENDATIONS:

MAX____________________________________________________________________________________________________________________________________________________________________

MAND__________________________________________________________________________________________________________________________________________________________________

7. COMMUNICATIONS PREFERENCE:   MAIL        E-MAIL        PHONE

JUSTIN C. CRAIGHEAD DMD, MS  
Board Certified in Periodontology and Dental Implant Surgery

352.333.1946 | TiogaDental.com 
13005 SW 1st Road | Suite #233 | Gainesville, FL  32669

JUSTIN C. CRAIGHEAD DMD, MS   
Board Certified in Periodontology and Dental Implant Surgery
Dr. Craighead is a leader and educator in Periodontics, Prosthodontics and 
Implant Dentistry. He is currently the only dual specialist in Periodontics and 
Prosthodontics in Florida, and one of a few dual specialists in the entire world. 
Dr. Craighead earned specialty certificates in Periodontics and Prosthodontics 
as well as a Fellowship certificate and Master’s Degree in Prosthodontics from 
the University of Florida in Gainesville. In addition to residency training, he 
has completed extensive postgraduate implant education as a graduate of the 
Misch Implant Institute and Pikos Institute. He has since had the honor of being 

inducted as a Fellow in the International Congress of Oral Implantologists. Dr. Craighead specializes 
in a variety of cases, including dental implants, bone grafting, tissue grafting, crown lengthening. and 
comprehensive full-mouth rehabilitation, using modern, advanced techniques.

Date______________  PLEASE BRING THIS FORM TO YOUR APPOINTMENT. Please Email All X-Rays to perio@tiogadental.com prior to appointment.
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