Patient Referral Form

v Oral & Maxillofacial Surgery Referral Date:

Patient Name: Patient Phone Number:
Is Patient a Minor?: [ Yes [ No [1 RCOMS Should Contact the Patient ] Patient Will Contact RCOMS
Referred By: Referral Phone Number:

Referred for:
[1 Extraction of all four wisdom teeth #1, 16, 17, & 32 [] Extraction of: [ Expose and bond:

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

[] Pathology evaluation of:

[] Orthognathic surgery evaluation:

Implants:
Implant placement at site number(s):

[]Single tooth implant(s) [JImplant Bridge [1 Implant Overdenture  []Implant Supported Full Arch

Please place: []Straumann implant [JNobelimplant [ NeoDentimplant

Please send patient back with:
[J cover screw (implant buried) [ healing abutment [ stock final abutment

If final abutment, do you prefer a [] screw retained or [ cement retained crown?

Other/Notes:

River City Oral & Maxillofacial Surgery In the Cumberland Medical Office Building on the inside of 1604
Mark Haverkorn, DDS, MD between I-10 and Vance Jackson.

5418 N Loop 1604 W Ste 101

San Antonio, TX 78249 @RiverCityOMS — Facebook, Instagram, & Twitter

@RCOMS - YouTube
info@RiverCityOMS.com www.RiverCityOMS.com



http://www.rivercityoms.com/

