REFERRING DOCTOR FORM

Ernie Woodard, DDS OTacy Sundell
Oral & Maxillofacial Surgeon Periodontist
Referring Doctor: Date:
OAppointment made Date Time OYour office OPatient Will Call
Patient Name DOB

Best Contact Number

REASON FOR REFERRAL

ORAL SURGERY PERIODONTAL

[ 1Biopsy & Lesion Evaluation [] Periodontitis
[]Expose and Bond []Recession #
[]Alveoloplasty []Crown Lengthening
[1Frenectomy []lsolated Procedure
[]Implants

[] Orthonagthic evaluation

[]Other

[]Extractions - Please verify teeth for extractions
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X-Rays: OAttached OBeing mailed OGiven to patient ONO X-ray available

Comments:
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