Periodontal Referral Form

Today’s Date Refer To

REFERRING DOCTOR'’S INFORMATION

First Name Last Name Title

Phone Number E-Mail Address

PATIENT INFORMATION

First Name Last Name Date of Birth
Parent / Guardian Insurance (optional)
Contact Phone (Home) Contact Phone (Cell) Contact E-Mail Address

Does the patient require antibiotics prior to dental treatment?
OYes [ONo

Treatment

REFERRED FOR THE FOLLOWING:
O Complete Periodontal Evaluation: [ Early [OModerate [ Advanced

O Consultation O Gingival Contouring for Cosmetics -
O Implants: Olmmediate ODelayed Please specify tooth #

O Gingival Recession O Ridge Augmentation

O Graft for Root Coverage O Extraction

O Crown Lengthening - Please specify tooth # O Other - Please specify:

O Guided Tissue Regeneration - Please specify tooth #

Referral Notes

OTHER INFORMATION:
Periodontal treatment completed in your office:
OPlaque Control Instruction  OProphylaxis & Gross Scaling [ Root Planning [ Periodontal Maintenance Therapy
Would you like to discuss this case before treatment?
OvYes ONo
X-rays
O Attached D Sent Separately EINone Included

PLEASE MARK TEETH / AREA TO BE TREATED:
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