
LEHMAN & MENIS 
DENTAL IMPLANT AND 

ORAL SURGERY SPECIALISTS 

Gregory A. Lehman, DDS • Michael A. Menis, DDS 

Date: ___________ _ 

Name: _____________ DOB: ____ _ 

Referring Doctor: ________________ _ 

Please Evaluate/Treat For: 

□ Extraction □ Implants □ Apicoectomy

□ Oral Diagnosis □ Bone Grafting □ Expose and Bond

□ Other ___________________ _
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T S R Q P O N M L K

ADDITIONAL INFORMATION 

850 Muns haw Lane, Crystal Lake, IL 60014 

P: (815) 459-7400 • F: (847) 658-9320 

E: patientcare@lehm anmenis com 

www.l ehmanm eni s.com 

PATIENT INSTRUCTIONS 

1. Please cal I (815) 459-7400 to schedule an appointment.
Please be prepared to provide the following information:

• All medical conditions

• Name and dosages of medications

• Insurance information

2. On the day of your appointment, please bring:

• This sheet.

• Any X-rays that your dentist has given you.

• Any medical and dental insurance cards you may have.

• A list of all medications with dosages that you are taking.

• The name and contact information for all of the doctors

or specialists you are currently seeing.

3. If you are going to have sedation or general anesthesia
(going to sleep):

• Do not eat or drink anything for at least 8 hours before

your appointment.

• An adult must accompany and stay with you at home

after your visit.

• Minors (under the age of 18) must be accompanied by

a parent or legal guardian.

• Please wear loose clothing, preferably with short sleeves.

4. If you are unable to keep your appointment, please call
(815) 459-7400 at least 24 hours before your appointment

to reschedule. 

If you have any questions, please call us. 

We wi ll be happy to assist you. 
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