
Page 1 of 4 
 

Osseointegration Guarantee Claim Form 

Please complete and return this form with the failed device. Your feedback supports our product improvement efforts 
and helps us meet regulatory requirements. Thank you for your continued support of Argon Dental USA 

A.   Customer Information 

1.  Dr. First Name:  _____________________________ 5.  Phone Number:  ____________________________ 

2. Dr. Last Name:  _____________________________ 6.  Street Address:  ____________________________ 

3.  Practice Name:  ____________________________ _______________________________________________ 

_______________________________________________ 7.  City:  _______________________________________ 

4.  Email Address:  ____________________________ 8.  State:  ________   9.  Zip Code:  _______________ 

B.   Patient Information 

1.  Date of Birth:  ____/____/________ 2.  Gender:  __________________ 

3.  Pre-existing conditions:  

(    )  No pre-existing conditions 

(    )  Alcohol abuse 

(    )  Anticoagulant therapy 

(    )  Bisphosphonate use 

(    )  Chemotherapy/Radiation therapy 

(    )  Clotting disorders 

(    )  Drug abuse 

(    )  Immune disorder 

(    )  Other (e.g., allergies, pregnancy, smoking and alcohol use, hepatic/renal dysfunction, 
facility/personal environment, etc.):  _________________________________________________________ 

C.   Product Information 

1.  Device Name: ______________________________ 2.  Catalog Number:  __________________________ 

3. Serial Number:  _____________________________ 4.  Expiration Date:  ___/___/______ 

5.  Date of implant placement:  ___/___/______ 6.  Date of implant extraction:  ___/___/______ 
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D.   Event Report 

1.  Date of Event:  ___/___/______ 

2.  Describe the Failure Event:  _____________________________________________________________________ 

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 

3.  Moment of loss:  (select one) 

(    )  During the integration phase before suture removal 

(    )  During the healing phase before loading with abutment and crown 

(    )  After loading with abutment and crown 

4. Can the failure be attributed to any of the following?  (select one, if applicable) 

(    )  Adjacent infection 

(    )  Biomechanical overload 

(    )  Bruxism 

(    )  Implant fracture 

(    )  Peri-implantitis 

(    )  Trauma 

(    )  Additional complications during surgery. Please explain:  __________________________________ 

5.  Please briefly describe the circumstances which brought the patient to you for medical attention? 
What procedure was being performed when using the implant? 

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 

6.  Please describe the symptoms experienced by the patient after the implanted product? 

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 

7.  What type of medical intervention was required to alleviate the symptoms, as described above? 

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 

8.  In your professional opinion why did the implant fail? 

___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 
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E.   Treatment Information 

1.  Location of implant placement:  (please select) 

 

 

 

 

 

2.  If reason for dental treatment is tooth loss, what caused the loss?  (select one) 

(    )  Trauma 

(    )  Caries 

(    )  Endo failure 

(    )  Other:  _________________________________ 

3.  Planned prosthetic restoration:  (select one) 

(    )  Single tooth implant 

(    )  Single tooth implant with natural teeth connected 

(    )  Implant bridge 

(    )  Extension towards mesial (if implant not centered)    Length of extension in mm ________ 

(    )  Extension towards distal (if implant not centered)    Length of extension in mm ________ 

(    )  Removable prostheses 

               (    )  Bar prostheses    (    )  Ball-top connection    (    )  Finder/Locator 

(    )  Fixed prostheses 

F.   Surgical Information 

1.  Was this an immediate extraction case?  (    ) Yes    (    ) No 

2.  Was this case immediately loaded?  (    ) Yes    (    ) No 

3.  How was the implant placed?  (select one) 

(    )  Manually (using a torque wrench or hand driver) 

(    )  Handpiece (using a surgical motor) 

(    )  Both 

4.  What was the bone quality?  (select one) 

(    )  Type I (Hard) 

(    )  Type II 

(    )  Type III 

(    )  Type IV (Soft) 

Horizontal bone level _____mm        Vertical bone level _____mm 
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5.  Was bone augmentation material used?  

(    ) Yes, pre-operative     (    ) Yes, simultaneous to implantation     

(    ) No 

If yes, what type of material was used?  _____________________________________________ 

6.  What was the insertion torque value at placement of the implant?  _______________________________ 

7.  At implant placement, was there: 

Localized Infection  (    ) Yes    (    ) No 

Periodontal Disease  (    ) Yes    (    ) No 

       If yes, did periodontal pre-treatment occurred?  (    ) Yes    (    ) No 

8.  Did you use bone tap?  (    ) Yes    (    ) No 

G.   ATTACHMENTS 

Please attach the following: 

• Copy of X-ray directly before implantation 

• Copy of X-ray directly after implantation 

• Copy of X-ray directly before implant removal 

• Return the removed implant(s) STERILIZED. 

Send documentation to: 

Argon Dental USA 
1000 Corporate Drive                        or                      argon@argondentalusa.com 
Marshfield, WI 54449  


