FOR1022 Return Form RatioPlant HumanTech (alll

Please return and attach: X-ray images - autoclaved and sealed implants - fully completed form
Only forms which have been completed in full will result in the objectionable goods being replaced.

I. PATIENT INFORMATION

Patient (Name or No.): Date of birth: Female Q Male Q
Medical Data: U Diabetes Mellitus U psychological conditions Q Uncontrolled inner secretion

QX-ray exposure in head/neck area A Xerostomia Q Restricted immunology

O Chemotherapy at the point of the implantation U Bleeding disorder Q Intakes of steroids

A Lymphatic vessel complaints QA Drug or alcohol abuse 1 No finding

Q Allergies O Smoker

QA Other local or chronic systemic diseases which could have had an influence on the operation:

Il. SURGICAL INFORMATION

Item number: Batch: Amount:
Customer number: Implantologist: Attending dentist:
OP-date: Prosthetic restoration on: Explantation/Impl. Failure on:

Implants placed: Failed implants: Positions of the removed implants:

Please indicate why in your opinion the implant failure resulted or why the implant had to be removed:

Bone quality: A Type |l Q Type Q Type lll Q Type IV

Point of failure in relation to the implantation:

1 Before prosthetic restoration 4 Up to 1 year after prosthetic restoration Q after 1 to 5 years of prosthetic restoration
Primary stability attained? QYES QNO Was the implant osseointegrated? QYES QANO

Was an augmentation necessary before or during the treatment? QYES QO NO If “yes” which?:

Only in the event of implant removal: If an implant was placed and removed again during the OP, was another implant able to be suc-
cessfully inserted?Q YES QNO  If “YES” which?  Item number: BATCH:

Were any of the following problems found during the operation?:

1 Dream/Accident Q Implant breakage 4 Insufficient bone quality
1 Biomechanical overload 1 Bad oral hygiene 1 Augmentation beforehand - Date:

U Bone overheating U Immediate explantation U Adjacent root treated teeth

U Nerve treatment U Peri-implantitis U Infection

Q Sinus lift Q Other

Early loading/strain:
U Temporary restoration 4 Tongue U Bruxism Q Final restoration Q Other:

The following were present at the time of the implant failure (please indicate everything):
U4 Pain U Bleeding Q Swelling U Numbness U Mobility U Fistula U Without symptoms
Q Other

Signature/Stamp of the Dr.:

Date:
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