
Additional Information:

Stop PREVIOUS PERIODONTAL TREATMENT(S):__________________________________________________

Stop PATIENT IS IN PAIN

Radiographs: 
*Please email x-rays to office@goldsboroperio.com*

Stop TYPE:______________________________________

Stop DATE:______________________________________

Stop PLEASE TAKE AN FMX AND SEND IT TO ME

DATE: _____________________________________________

REFERRAL FROM DR. ________________________________________________________________________

PATIENT NAME:______________________________________________________________________________

PATIENT PHONE NUMBER:_ __________________________________________________________________

Please evaluate the patient for the following:

Stop PERIODONTAL DISEASE:___________________________________________________________________

Stop RECESSION / GRAFTING:_ _________________________________________________________________

Stop IMPLANT:_________________________________________________________________________________

Stop CROWN LENGTHENING:___________________________________________________________________

Stop OTHER:___________________________________________________________________________________

____________________________________________________________________________________________

Stop AREAS OF CONCERN OR SPECIAL INSTRUCTIONS:__________________________________________

____________________________________________________________________________________________

Patient Appointment:

DATE:__________________________

TIME:_ _________________________

JANE K. CHADWICK, DDS, MS
Periodontics and Implant Dentistry

Diplomate of the American Board of Periodontology

2300 Wayne Memorial Drive, Suite H, Goldsboro, NC 27534
p: 919-731-2620   |    f: 919-734-0911

www.goldsboroperio.com

PERIODONTAL REFERRAL LETTER
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