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ORAL SURGERY REFERRAL FORM

Patient Name:

Phone No:

Referring Doctor Name:

Phone No:

Address:

Reason for Referral:

Surgical Removal of Erupted Tooth
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Full Bony Impaction Tooth #
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Teeth to be Extracted
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PATIENT'S ABCDE

o Bone Graft

o Implants

o Biopsy

o Frenectomy

o Alveoplasty

o Consultation for Cosmetic Surgery
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Does Patient Require Premedication
Antibiotics Used:
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Any Medical Concerns Requires Attention:

Radiographs
o Please take/send copy

o Patient will bring copy
o | will send / Please return

Referring Dentist’s Recommendation:

Referring Doctor Signature:

Date:

This referral form is also available at htips://www.keystoneomfs.com/dr_referral



