
BEAVERTON 
PfRIODOnTICS 

Referring Doctor: ____________________ Phone: ________ Date: _____ _ 

Introducing Patient: ___________________ Phone: _______________ _ 

Pertinent Medical History: ___________ (ie: Antibiotic Pre-Med): _______________ _ 

APPOINTMENT: 

0 Made For Patient: Date: __________ Time: __________ _ 

0 Patient instructed to call for an appointment: _______________ _ 

0 Please contact patient for appointment: Contact phone: ___________ _ 

NATURE OF REFERRAL: 

0 Periodontal Disease 0 CT Scan 
(Comprehensive Exam - FMX required) 

0 Biopsy 
0 Isolated Area (Teeth #s ______ _ 

(Limited Exam-PA required) 

0 Dental Implants 0 Recession/Mucogingival Defects 
0 LANAP (Laser Assisted New Attachment Procedure - FMX required) 0 Crown Lengthening 

0 Other _______________ _ 0 Implant site preparation/ridge augmentation 

AREA OF CHIEF 
CONCERN: 

RADIOGRAPHS: 
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0 Were: mailed (date) ________ emailed (date) _______ _ 

0 Sent with patient 

0 Please take 

Remarks or Special Instructions: 

Tentative Restorative Treatment Plan: 

14 15 16 

19 18 17 

For the most thorough 

diagnosis and treatment a 

recent FMX is requested. 

Duy Anh Tran, DMD
Sarah Nguyen, DMD

Krista Lowen, DDS, MSD
Periodontics & Implant Dentistry

14780 SW Osprey Drive, Suite 240A, Beaverton, OR 97007
Office: 503-747-0095 | Fax 503-747-0027

info@beavertonperiodontics.com
www.beavertonperiodontics.com


