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Implants, Extractions, Facial Reconsiruchon

REFERRAL FORM

Patient: Phone : Date:

From Dr. Dental Office Phone:
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[] Extractions :

[J Dental Implants m,’nﬁ ‘@

[1 Bone Grafting

[J Oral Pathology/Biopsy %ﬁ@@g %@@ﬁﬂ

[J TMJ Disorders

[] Surgical Expose & Bond Radiographs:

[ Soft Tissue Augmentation [J Radiograph(s) emailed

[J Tori Removal/Alveoloplasty [] Radiograph(s) sent with patient

[J Other: [J Patient will need radiographs
Comments:

Our office is committed to providing you with the highest quality of care possible. To help us in scheduling
your appointment, please remember the following;:

e Patients under 18 years of age must be accompanied by a parent or legal guardian.

e Please bring this referral slip, radiographs, medical history and medication list to your initial

consultation appointment.

JAMES D. LUSSIER, DDS ¢ 204 WESLEY DRIVE * KERRVILLE, TEXAS 78028
INFO@KERRVILLEOMS.COM ¢ (830) 895-3494 « FAX (830) 896-3390 « www.KERRVILLEOMS.COM



