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*WE OFFER COMPLIMENTARY CONSULTATION AND CT SCAN 

Patient Name: ___________________________________________________________________________   

Patient Cell #: ___________________________________________________________________________   

Referring Doctor’s Name: __________________________________________________________________ 

Referring Doctor’s Office: __________________________________________________________________     

Referring Doctor’s Phone: __________________________________________________________________   

 

Reason for referral: Please check all that apply. Specify the Tooth Numbers / Quadrant for Evaluation:  

 

❑ Comprehensive Periodontal Evaluation 

❑ Periodontal Abscess 

❑ Dental Emergency evaluation / Treatment 

❑ Extraction /Ridge Preservation 

❑ Guided Tissue Regeneration 

❑ Guided Bone Regeneration 

❑ Osseous Surgery/ Open flap Debridement 

❑ Soft /Hard tissue Biopsy 

❑ Sinus Lift 

❑ Implant Evaluation 

❑ Gingival grafting / Root coverage 

❑ Gingivectomy 

❑ Frenectomy 

❑ Peri-implantitis 

❑ Crown Lengthening 

❑ Exposure of Impacted Tooth 

❑ CT Scan 

❑ IV /Oral / Nitrous Oxide Sedation 

❑ TMJ Evaluation 

❑ Other 

 

Mention any comments about the Referral:  

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 

** REFERRAL OFFICE CAN CALL / FAX / EMAlL / TEXT THE PATIENT REFERRAL FORM 

   PATIENT REFERRAL FORM 

http://www.mymirraimplants.com/

