
 
□ 1880 Livingston Ave, Suite 101,   West St. Paul, MN 55118    ● Ph: 651-788-9742          ● Fax: 651-797-2038 

                     Email: menonperio@yahoo.com         Website: www.menonperio.com 
 
Date: _____________  Patient name: _______________________________________________ 

 
Requested periodontal treatment:                              
□ Emergency treatment (tooth #)      

□ Recession or mucogingival problem  □ Periodontal exam and treatment   
□ Esthetic concerns (region)    □ Generalized      
□ Crown lengthening (tooth #)    □ Isolated (tooth #)       
□ Other □ Extraction/site development (tooth #)  

 
Previous periodontal treatment: ________________________________________________________ 
Comments:  _________________________________________________________________________ 
___________________________________________________________________________________ 
 
Radiographs will be sent by:    

□

 □ With Patient                  □ Email     
 
 
Referring Dentist: ____________________________ Ph. No: __________________________ 
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Menon Periodontics and Implants, LLC 
Hema Menon B.D.S, M.S.D 

Diplomate, American Board of Periodontology 

 Dental implants



  WEST ST.PAUL CLINIC LOCATION: 

 

  
1880 Livingston Ave, Suite 101  
West St. Paul, MN 55118     
   
Ph: 651-788-9742           
Fax: 651-797-2038    
      


