I I 933 S. Sunset Avenue
Suite 303

West Covina, CA 91790
Tel: 626.814.8040

Fax: 626.814.8620

SOCALDSC"
FRIENDLY DENTAL SPECIALTY CENTER

Practice limited to Periodontics & Implant Dentistry

Patient’s Name: Date for

[ ] Periodontal Consultation / Treatment
[ ] Gingival Graft
[ ] Crown Lengthening Procedure
[] Aesthetic Surgery Evaluation

[] Oral Implant / Preprosthetic Surgery Evaluation
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Appointment Date: Tme:_____ pm

Chief Complaint:

Special Instruction / Remarks:

Current X-ray:[_] Sent by mail [_] Sent with Patient [_] Please take one [ ] Please return

REFERRING DR.:

OFFICE PHONE NUMBER:
PLEASE BRING THIS CARD WITH YOU, THANK YOU.




