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Patient Name:

215mile Specia ISts

Patient Referral Form

Today’s Date:

D.O.B.:

Patient Cell Phone:

Referring Doctor, Office Name & Phone Number:

Patient Home Phone:

Patient Email:

Office Email: DDS Email

RDH Email

(we send follow up info)

Referral to: O iSmile Ortho, Dr. Thompson

O iSmile Surgery, Dr Alakailly

«@x1Smile Ortho

Dental History:
O Date of Last Cleaning and Checkup:

O Panoramic Radiograph Available
O Restorative Work Needed or Scheduled:

Areas of Concern (please mark the tooth chart below and check all that apply):

O Crowding O Spacing O Overjet O Overbite O Openbite

O Crossbite O Missing Teeth O Impacted Teeth O Pre-prosthetics O Orthoganthic Surgery

O Early or Interceptive Treatment O Space Maintenance [ Other:
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Areas of Concern/Evaluation (please mark the tooth chart above and check all that apply below):

O Wisdom Teeth Extraction O Full Mouth Extraction O Alveoplasty O Tuberosity Removal

O Fibroma Removal O Frenectomy O Bone Graft O Extraction with Ridge Preservation

O Sinus Lift O Max & Man Tori Removal O Ridge Augmentation

O Biopsy O Apicectomy O Expose Impacted Teeth

O Oronasal Fistula Repair O Dental Implants O Other:

ORAL SURGERY SEDATION OPTION: O Local O Nitrous O Nitrous/Valium BLOOD PRESSURE:

Reason For Extraction: OUnrestorable OWisdom Teeth

If Restorable, Reason for Extraction: OTreatment Plan Preference OPatient Preference OFinances OOther
Appointment Date: M, Tu, W, Th, Fr Time:

Location:
O Bridgeport, 930 W. Main Street
O Elkins, 1510 Harrison Avenue
O Morgantown, 1016 Maple Drive

www.iSmileSpecialistsWV.com

O Buckhannon, 19 E. Main Street
O Fairmont, 403 Virginia Avenue
O Sabraton, 1801 Earl L. Core Rd

Call: 1-844-iSmilel




