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Oral Surgery Referral Form

Special Instructions: __________________________________________________________________________

______________________________________________________________________________________________

___________________________________________________________________________________________________

Please give the slip to the doctor at the time of your consultation or surgery appointment.

Minors (under 18 years) must be accompanied by parent or guardian or have written consent for operation.

If you are going to have a general anesthetic, do not eat or drink anything for 6 hours before your

appointment.

Bring someone to drive you home if you are going to have premedication or a general anesthetic.

Wear comfortable and loose fitting clothing, short sleeves are preferable.

Please bring with you the name of the medications you are taking, or those to which you are allergic.

Please call this office if you have had rheumatic fever, diabetes, heart murmur, artificial valve or joints.

Instructions to Patient

Implants

Extraction 

Consultation

Wisdom Teeth

IV Sedation

All-on-4's

Bone Grafting

Pathology / Biopsy

Expose & Bond

Botox

Temporomandibular
Joint Dysfunction

Reason for Referral


