
“P” Problem or Procedure precipitating visit 
“T” Treatment performed during visit 
“E” Evaluation (patient comments, medication changes, etc.) 
“N” Next appointment’s planned procedure 

 
 
 
Date Clinic Tooth # Description of Services Inst. Sig./I.D.# 
7-28-00   P = Pat presents for exam and 6 mos  
   Preventive care, patient reports cold sensitivity #2  
   T= Review med history/ no change, blood pressure  
   Right arm 130/82, pulse 72, Intra-oral /extra oral  
   Exam  reveals no significant findings  except   
   Recession on #2-F 2mm.  Periodontal assessment   
   Indicates marginal gingival  inflammation in the    
   Post regions, UR, UL, LL, and LR.  Probe depths   
    generally 1-3 mm throughout the mouth(see 

charting)  Provide general debridement with  
 

   Ultrasonic scaler and selective hand-----------------   
   Instrumentation as necessary, including selective   
   Polish.  FL 2-acidulated phosphate 1.23% applied   
   For 1 min by tray. -------------------------------------  
   E= Patient’s oral hygiene generally good, plaque   
   Score 15%.   Reviewed oral hygiene and suggest   
   Automated  tooth brush, reviewed flossing, suggest   
   Sensodyne toothpaste 1x daily for  sensitivity.     
   Continue to reevaluate # 15-B for caries.  Patient   
   Was very cooperative throughout the appointment   
   N= 6 moth preventive appointment reevaluate   
   #2 for sensitivity and # 15 for possible caries on   
   The buccal.  
     
     
   Questions:  
   1.  Is it clear why the patient presented for the 

appointment? 
 

   2. Is the treatment that was delivered clearly 
stated?  Would it be clear to a third party? 

 

   3.  What is the plan for the patient for future 
care? 

 

   4.  Is a thorough assessment included? What is the   
   Diagnosis?  
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