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To: John Smith, M.D.






            January 1, 2026
222 First Street
Pittsburgh, PA 15227

Re: Robert Jones

Dear Dr. Smith,

I am writing concerning our mutual patient, Mr. Robert Jones, who is being evaluated for outpatient dental implant surgery in my office. To assist in determining his medical risk status for the proposed procedure and to identify any recommended precautions or modifications, I respectfully request your review of his current medical status and completion of the enclosed medical clearance form.

Proposed Procedure(s):
☐ Extraction
☐ Dental Implant Placement
☐ Bone Grafting
☐ Sinus Elevation

Estimated Procedure Duration:
☐ < 1 hour
☐ 1–2 hours
☐ > 2 hours
☐ Other: __________

Anticipated Bleeding Level:
☐ Minimal
☐ Moderate
☐ Significant

Kindly return the completed form at your convenience via fax or secure email: _______________

Should you wish to discuss this patient’s care, I would welcome your call at _________________.

Thank you for your time, expertise, and professional collaboration in the care of our shared patient.

Respectfully,


Randolph R. Resnik, DMD, MDS

MEDICAL  CLEARANCE  FOR  DENTAL  IMPLANT  SURGERY
Patient:
Date:

The above patient presented the following information:
Medical History: 

Current Medications: 

Allergies to Medications: 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------

THE FOLLOWING MEDICATIONS ARE PROPOSED FOR THE DENTAL IMPLANT SURGERY:

ANTIMICROBIAL 
ANTI-INFLAMMATORY
ANALGESIC 
ANESTHESIA
SEDATION

Amoxicillin

Ibuprofen

Hydrocodone

 2% Lidocaine 1/100k Epi.

 Halcion


Cephalosporin

Dexamethasone 
Codeine
 
   2% Carbocaine 1/20k Neo. 
 Valium


Clindamycin

Acetaminophen 
   3% Carbocaine

 N2O


Augmentin

Percocet

  .5% Marcaine 1/200k Epi

 IV Rx”s


Ultram
(Versed,Fentanyl)
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------------------------------------------------------------------------------------------------------------------------------------------------------------------------

PLEASE PROVIDE ANSWERS TO THE FOLLOWING QUESTIONS

1. Date of most recent physical exam:

2. Significant medical condition or medications  (Not Listed Above):




3. Any Medication Recommendations or Modifications:
YES
 NO

Current Medications

Proposed Medications (Listed Above)

4. The above patient is an acceptable candidate for outpatient dental implant surgery
YES
 NO

5. Please contact me prior to treating this patient
YES
 NO


Signature of Physician
Date

