
PATIENT REFERRAL TO:

chico  periodontal
Periodontics | Oral Plastic Surgery | Implants

Jeff S. Fleming, D.D.S., M.S.
Garry D. Millard, D.D.S.

30 Declaration Drive, Suite A
Chico, CA  95973
530.898.1234

From Dr. Date

- PATIENT INFORMATION -

Introducing My Patient:

:enohP emoH:sserddA teertS

Cell Phone:

Work Phone:

Enclosed Are: Radiographs... ..   Check if E-Mailed

Periodontal Charting

- TREATMENT REQUIREMENTS -

Please provide emergency treatment to the following areas:

Please provide complete evaluation and treatment:

Areas I am specifically 
concerned about:

Please call me at_______________, because I need to explain the restorative needs in more detail.

Please evaluate the need for gingival grafting procedure in the area of ____________________to:

Add attached keratinzed tissue

Cover exposed root surface(s)

Augment defective ridge

Please evaluate and discuss the need for endosseous root form implants in the following areas:

Other:

- RADIOGRAPHS (Not Required for Referral) -

Keep the enclosed radiographs for your records Take radiographs as needed and:

E-mail copy Mail copy

- TREATMENT RENDERED to THIS PATIENT-
Periodontal Stage Restorative Stage

Prophy: UR UL LR LL ALL

Scaling & Root:

Maintenance

- APPOINTMENT -

TX Planned:

UR UL LR LL ALL

UR UL LR LL ALL

Intermediate/
Temporized: UR UL LR LL ALL

Surgery: UR UL LR LL ALL

Completed: UR UL LR LL ALL

The appointment has been scheduled for:____________________ at _____:_____

Jeff Fleming, D.D.S., M.S. Garry Millard, D.D.S.
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