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ORAL AND MAXILLOFACIAL SURGERY REFERRAL FORM

Date of referral: Referred by:

Office phone/email/fax:

Patient name/parent (for minors): DOB:
Patient phone: Alternative phone:

____ Consultation
__ Extractions
___ Dental Implants

___ Bone Grafting
___ Gingival Graft 1 2 3 4567 & 9 10112 1314 15 ¥

___ Tori Removal/Aveoloplasty 1|2|a|lalsle|7]|8]|a [10]11]12|13]14 |15 |16

(Pre-prosthetic Surgery) a2 (3130|208 [28[27(26 (25 [24 [23[22]21]20[ 18] 18 [ 17
____ Oral Pathology/Biopsy
TMJ Evaluation 32 3 30 292027 2625 M 2212019 18 W7

___ Surgical Exposure

____ Soft Tissue Augmentation

____ Other:

Radiographs:

____ Attached to this referral Q Aﬂ
Will send by email (info@areaos.com)

. . A H
Will send by US mail i .
None available A|B |c|DlEIF|lGa| H[1 |4
T(s|Rja|[PloN[M|L |K

T RQ
Medical History: ﬁ BV ﬂ
___ Negative
___ Significant:
____ Special needs:

IV Sedation Requested:
Yes K

__No **Indicate facial injury, swelling, or other findings



