UNIVERSITY OF THE

FAX REFERRAL TO 415-749-3305

ORAL & MAXILLOFACIAL SURGERY REFERRAL FORM - Please complete the following information

REFERRAL INFORMATION

Select Doctor: [ Student [ Faculty

Date: Referring Doctor:

MM/DD/YYYY

Referring Doctor Address (full address required)

TEL#:
FAX#:

PATIENT INFORMATION

Patient’s Name:

Please check preferred telephone contact:

Date of Birth: (MM/DD/YYYY):

0 Home: 0 work: O cell:
INFORMATION MUST BE COMPLETED IN FULL — PRINT CLEARLY
Urgency of care: 0 Emergent [0 Urgent [J Routine

O
O

RADIOGRAPHS: O Please take X-rays
Digital radiographs (FAX NOT accepted):

X-rays with Patient

O X-rays mailed
e-mail (sforalsurgery@pacific.edu)

Reason for Referral:
O Extraction:
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O Implants: Specify area
[0 Pathology: Specify area
[0 Exposure & Bond: Specify area
[0 oOrthognathic Surgery: Skeletal Diagnosis:
O Trauma O Bone Grafting O t™ O Other:
[0 Discuss Anesthetic Options (Local, Sedation, General Anesthesia)
Relevant Medical History:
Current Medications/ Allergies:
Is Patient capable of providing informed consent? Cves CINo
Does Patient require English translation services? [ Yes, Language CINo

Additional Comments/Details:



