
       

 

       

Date___/_____/_____ 

We are happy to present ________________________________________________ 

Referred by Dr. ________________________________________________________ 

Appointment is scheduled for: ______/________/________ at ______________  

Radiographs we are sending:  

FMX Date: ____/___/___    PAs Date: _____/____/____    BWs Date: ____/____/____ 

Radiographs you are to take: 

FMX   PAs      BWs  CBCT Scan 

REFERRED FOR:  
Restorative Evaluation Full Arch Implants 

Implant Restoration Veneers 

Complete Dentures Multiple Fixed Units  
Partial Dentures Other 
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DDrr..  DDaammiiaann  LL..  BBllaacckk,,  DDMMDD,,  MMSS,,  FFAACCPP  

Prosthodontist 
Today’s Date: _________/_________/_________ 

Patient’s Name: _______________________________________________ 

Referred by: ___________________________________________________ 

Referring office phone number: ________________________________ 

Appointment Date: _______/________/_________ at ______________ 

Radiographs being sent: 

FMX PAs□       BWs           CBCT Scan Pan□       □ □        □
REFERRED FOR: 

Consultation  Removable Prosthetics      Fixed Prosthetics        □ □ □
Implant Supported Removable Prosthetics  □
Implant Supported Fixed Prosthetics                   □
 

 
COMMENTS: ____________________________________________________ 
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________________________________________________________________
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Call to discuss □ 
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