THE PERIODONTISTS

REFERRAL FOR PERIODONTAL / IMPLANT CONSULTATION

Patient name:

DOB:

Address:

Phone:

Email:

Reason for referral:

O Assess and treat periodontal condition
O Aesthetic crown lengthening

o Restorative crown lengthening

o Evaluate for soft tissue graft

O Tooth exposure

O Frenectomy

O Biopsy

o Other:

o Peri-implantitis management
o Dental Implant consultation
o Ridge augmentation

o Sinus floor elevation

o TAD

Treatment area:

o The whole dentition

o First quadrant
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o Fourth quadrant

Radiographs included: o BW o PA

Date of radiographs:
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o Third quadrant

o OPG o CBCT o Other

Relevant medical and dental history:

Referred by:

Practice Name:

Date:
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