
Santa RoSa oRal SuRgeRy

 PLEASE ATTACH INSURANCE INFORMATION 

Today’s Date  __________________________________________

Introducing  ___________________________________________

Patient Phone  _________________________________________

Referred by  ___________________________________________

Referring Doctor Phone  _________________________________

Appointment Date  ______________ Time  _________________

This time is reserved specifically for you. If by necessity you must 
cancel your appointment, the courtesy of at least 48 hours advance 
notice is appreciated.

Any unmarried patient under 18 years of age must be accompanied 
by a parent or guardian for all appointments. 

X-RAYS: 

q Sent by mail q Given to patient  q Take X-Ray

q Sent via e-mail q Cone-Beam iCat Scan

Special instructions: ________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

________________________________________________________

1174 MontgoMery Drive • Santa roSa, Ca 95405  •  707-545-4625 • 707-545-4940 Fax

PLEASE EVALUATE FOR THE FOLLOWING TREATMENT:

q Dental Implant(s) q Biopsy q Extraction(s)

q Exposure & Bond q Infection q Sedation

q Frenectomy q Trauma q Bone Graft/Sinus Lift

Jack Tolin, DDS  
Leonard M. Tyko, DDS, MD 

Tony W. Chu, DDS, MD
BoarD CertiFieD oral anD MaxilloFaCial SurgeonS

REFERRAL

Dental iMplantS • WiSDoM teeth reMoval • reConStruCtion • trauMa • peDiatriC oral Surgery
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