Clark & Patel

Oral & Maxillofacial Surgery

Office Use Only

Patient Name

Date of Referral

Please indicate by an “X” the teeth to be removed.
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Remarks:

Referring Doctor

Appointment Date

Appointment Time

[ | Patient will bring radiographs

[ | Radiographs have been mailed

[ ] Please take necessary radiographs
[ ] Please take Cone Beam CT Scan
Please evaluate the patient for:

[ ] Implants [ ] TMJ
[ | Pathology [ ]|Sleep Apnea
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