3517 NW CAMAS MEADOWS DR, STE 200
d e CAMAS, WA 98607
4 PHONE (360) 818-2232 | FAX (360) 818-226|

PERIODONTICS

OFFICE@CAMASPERIO.COM

Referring Doctor:

Phone: Date:

Introducing Patient:

Phone:

Pertinent Medical History:

(1e: Antibiotic Pre-Mecl):

APPOINTMENT:
O Made For Patient: Date:

Ti me:

[ Patient instructed to call for an appointment:

[ Please contact patient for appointment: Contact phone:

NATURE OF REFERRAL:

[ Periodontal Disease [d CT Scan
(C?mpr whensive Exam - FMX requirsd) (1 Isolated Area (Teeth #s )
D BIOPS}' (Limited Exam-PA mquiraaf)
[ Dental lmplants a RecessionfMucogingival Defects
D LANAP {Laser Assisted New Attachment Procedure - FMX required? D men Lengtl'xening
[ Other | Implant site preparationfri.clge augmentation
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emailed (clate) For the most thorougl'x

[ Sent with patient
[ Please take

Remarks or SPecial Instructions:

l:liagnosis and treatment a

recent FMX is requested.

Tentative Restorative Treatment Plan:




