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oral surgery

Date of Appointment:
Patient Name:
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Referred for:
0 Extraction (mark correct teeth above) O Dental Implant Consultation
O IV Sedation O Bone Grafting
O Orthognathic Evaluation O Soft Tissue Grafting
O Fracture Evaluation 00 Expose/Bond and Bracket
[0 Lesion Evaluation O Crown Lengthening
O Cleft Lip/Palate [0 Frenectomy
Other:
O Image emailed to: Mountain View ‘
info@christensenoralsurgery.com bk Brown Rd.
O Image sent with patient =
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Comments:
Referring Doctor: Date:

Edward H. Christensen, DDS
Oral and Maxillofacial Surgery ¢ Board Certified

2855 E. Brown Road, Suite 5 * Mesa, AZ 85213 * Office: (480) 659-5977 * Fax: (480) 219-0971

info@christensenoralsurgery.com « www.christensenoralsurgery.com




