
REFERRING DOCTORS

Patient’s Name  __________________________________________________________________________   Date  ___________

Patient’s Telephone #  _________________________________    Doctor’s Telephone #  _________________________________

Referring Doctor   _________________________________________________________________________________________   

Doctor’s Email  ___________________________________________________________________________________________

EXTRACTIONS

Permanent

Primary

RADIOGRAPH - Please email associated radiograph files to info@omspb.com with Patient Name & Referring Doctor name in 
the subject line. Thank you!

ADDITIONAL INFORMATION

REFERRING DOCTORS FORM

Third Molars
Extractions
Implant
Bone Grafting
Expose and Bond
Pre-Prosthetic
Infection
Swollen Gland
Alveoloplasty
Apicoectomy
Other

Gingival Graft
Frenectomy
Ridge Augementation
TMJ
Cosmetic Procedures
Orthognathic
Evaluation/Biopsy of a lesion
Nerve Evaluation
Facial Fracture
Crown Lengthening

CONSULTATION/PROCEDURES (please describe details to the right)
Explain/Location
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