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Oral Surgery Referral Form ORAL SURGERY
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REASON FOR REFERRAL:

| Extraction | Grafting Procedures
| Exposure | Oral Pathology
. Dental Implants .~ Other

Remarks:

NOTE: General anesthesia patients must abstain from food and liquids for at least 8
hours prior to appointment. They shouldtbe acrgz_olmpanled by an adult and not operate
a motor vehicle.

Please bring this referral, a current medication list, and dental insurance information
to your appointment. Contact our office for instructions on how to complete your
registration and medical history prior to your appointment.
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