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REFERRAL 
 
Date: _____________________________ 
 
Patient Name: ____________________________________________________________ 
 
Date of Birth: ______________________ Patient’s Phone: ______________________ 
 
Patient’s Email: __________________________________________________________ 
 
Referred By Dr. ___________________________ Dr. Phone: _____________________ 
 
Reason for Referral: 
 

☐Consult   ☐Implants    ☐General Anesthesia 
 

☐TMJ/TMD   ☐Sleep Appliances   ☐Other 
 

 
Treatment Requested 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 

☐Any Medical or Unusual Conditions? 
 

Comments: ______________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Please return this completed document to our office by email, fax or just drop it off 


