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PATIENT REFERRAL INTRODUCTION 

 
Date: ___________________ 
 
Patient�s Name: ____________________________________________________ 
 
Home Phone: ______________________ Business Phone: __________________ 
 
Referring Doctor: ___________________________________________________ 
 
Type of Evaluation Requested: 
 
 Comprehensive Prosthodontic Evaluation 
 
  Limited Prosthodontic Examination: 
 
         Implant Treatment 
         Removable Prosthesis: Partial  /  Complete  /  Immediate Denture 
         Fixed Prosthodontics:  Crowns  /  Veneers  /  Bridge 
         Restorative treatments 
 
  Maxillofacial Prosthetics Service: 
 
         Mandibular Appliance 
         Maxillary Appliance 
         Pre Surgical Preparation 
         Oral Evaluation, treatment in relation to radiation & chemotherapy 
 
   Radiographs: 
 
         Our radiographs enclosed 
         Please take necessary radiographs and send duplicates 
         Patient will bring radiographs 
 
Reason for Referral: _____________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
 
Medical Alert: ___________________________________________________________ 
________________________________________________________________________ 
________________________________________________________________________ 
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