
 
 
 
 
 
 
 

  
 
 
 

Patient Referral 
 
 

Referring Dr: _______________________________________    Date: _______________________________ 

        

         Denture Required 

Patients Name: ___________________________  Upper    Lower 

Date of Birth: _____________________________   Complete              Complete 

Address: _________________________________   Partial               Partial  

Home Phone: _____________________________   Immediate               Immediate 

Cell Phone: _______________________________   Implant Removable            Implant Removable  

Insurance: ________________________________   Implant Fixed             Implant Fixed  

 

Is there any future dental work planned/needed? 

 

 Yes    No           Date completed/expected to be completed. 

 

 _         Hygiene Apt Date: _________________________       __________________ 

 ___ Extractions - Tooth # _____________________     __________________ 

 Root Canal   - Tooth #________________________   __________________ 

 Fillings      -     Tooth #________________________   __________________ 

 Other ____________________________________   __________________ 

           

Additional Notes: 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 
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