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Oral & Plaxillofacial Surgery




ORAL & MAXILLOFACIAL REFERRAL SHEET

Patient Name: ____________________________________________________Phone: ________________________
Referring Physician: _______________________________________________Phone: ________________________
***Please remove the teeth circled below***
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_____ Expose and bond: ____________________________________

_____ TMJ

_____ Orthognathic Surgery (Jaw and Facial Deformities)

_____ Implant Evaluation

_____ Cleft Lip and Palate

_____ Head and Neck Reconstruction

_____ Biopsy

Location: __________________________________________________

Comments:
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