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Patient Name:  __________________________ DOB: ________________ Phone #: ___________________  

Last patient exam/visit: __________________ Contact person (relationship): _____________________ 

Other considerations (mobility, language, or medical): _______________________________________ 

Please mark teeth or area to be evaluated: 

Imaging (Radiographs/Photos): 

□ will be emailed 
o Date of image(s)? ______________ 

□ take a pano or CBCT 

Procedures: 

□ Extractions  
o Plan to leave space or replace with FPD or implant(s)? 

□ Implants  

□ Deliver prosthesis (interim RPD, Essix, immediate denture)  
o Date prosthesis available? __________________ 

□ Tori/Exostoses Removal/Alveoloplasty 

□ Pathology/Biopsy 
o Clinical photos or historical radiographs?  

□ TMJ  
o Night guard use? 
o Previous palliative therapy? 

□ Expose & Bond 
o Archwire management 

Other Considerations/Comments: 

____________________________________________________________
____________________________________________________________
____________________________________________________________ 
____________________________________________________________ 
Our office is committed to providing your patients with the highest quality of care possible. Please 
remember the following:  

 If not sent in advance, please have the patient bring this referral slip, radiographs, their medical 
history and medication information to the initial consultation appointment. 

 Patients under 18 years of age must be accompanied by a parent or legal guardian.  


