
FAX REFERRAL FORM

Referring Doctor:
Patient:
Phone:

Any significant Medical History?

Any necessary pre-medication?

REASON FOR REFERRAL:

PREVIOUS PERIODONTAL THERAPY in your office and date:

RECOMMENDED TREATMENT PLAN MAY INCLUDE:
(Please indicate the general dentistry you have recommended to your patient)

Operative #:
Veneers #:
Partial or Full Dentures:
Comments:

Radiographs:

Referring Dentist:

Date:

None
Periodontal Sx

Maintenance Only
Implants

Scaling / Root planning - Date:
Regeneration

Fixed Bridge #:
Extractions #:
Other:

Crown #:
Endodontics #:
Implants #:

Evaluation and Consultation
Emergency
Recession
Other

FMX  BWX  Pano
Take X-rays   Return X-rays after appointment

Periodontitis
Crown Lengthening
Implant

NOTICE OF CONFIDENTIALITY
This communication and any accompanying document(s) may contain health information that may be confidential or privileged.  The information is 

intended for the sole use of the individual named above. If you receive this transmission in error, you are advised that any disclosure, copying, 
distribution, or the taking of any action in reliance upon the communication is strictly prohibited. Moreover, any such inadvertent disclosure shall 
not compromise or waive the HIPAA compliance privilege as the communication or otherwise.  If you have received this communication in error, 

please contact this office immediately by telephone.


