
​A​​NDREW​ ​F​​ERRIER​​, DDS​

​R​​EFERRAL​ ​TO​ ​P​​ROSTHODONTIST​

​T​​ODAY​​’​​S​ ​D​​ATE​​: ________________​

​P​​ATIENT​ ​N​​AME​​:_________________________________​ ​DOB​​: ______________​

​P​​ATIENT​ ​P​​HONE​​: _____________________​ ​A​​LT​ ​P​​HONE​​:​​____________________​

​R​​EFERRING​ ​D​​ENTIST​​: __________________________​ ​P​​HONE​​: ________________​

​C​​HIEF​ ​C​​ONCERN​ ​OR​ ​C​​OMPLAINT​​: ________________________________________​

​S​​PECIAL​ ​C​​ONSIDERATIONS​​: ____________________________________________​

​R​​EASON​ ​FOR​ ​R​​EFERRAL​
​Implant Dentistry: _______________________________________________________​
​Cosmetic Dentistry: ______________________________________________________​
​Fixed Prosthodontics: ____________________________________________________​
​Reconstruction: _________________________________________________________​
​Crown and Bridge:_______________________________________________________​
​Removable: ____________________________________________________________​

​S​​URGICAL​ ​T​​REATMENT​​:​
​Pending​
​Implant Surgery Scheduled    Date: ___________​
​Implant Surgery Completed    Date: ___________​

​I​​MPLANTS​ ​P​​LACED​​:​
​Tooth Number(s): __________________________________________________________​

​Type:  ___________________________________________________________________​

​Size : ___________________________________________________________________​

​895 Moraga Road #11​
​Lafayette, CA 94549​
​Tel: 925-283-0313​
​Fax: 925-283-6818​
​office@EastBayHealthySmiles.com​

​2020 Hearst Avenue​
​Berkeley, CA 94709​
​Tel: 510-841-0662​
​Fax: 510-841-0917​
​EBHSBerkeley@gmail.com​

​Please send a copy of this referral and any x-rays to our office.​
​www.EastBayHealthySmiles.com​
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