
Periodontal Referral

Patient Name: Phone Number:

Referring Doctor: Referral Date:

Reason for Referral: Circle applicable:
___ Periodontal Disease
___ Crown Lengthening 
___ Gingival Recession
___ Extraction
___ Implant Consultation
___ Other: 

Radiographs Enclosed: ___ FMX ___ Panorex ___ BWX ___Periapicals

Comments: 
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