
Patient Referral Form

17936 S. Halsted Street | Homewood, IL 60430
www.face2facesurgery.com

PATIENT NAME: ______________________________________________

REFERRING DOCTOR: _________________________________________________________________

REASON FOR REFERRAL: ______________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

____ Consultation

____ Extraction

____ Wisdom Teeth

____ Bone Grafting

____ Biopsy

____ Exposure and Bonding

____ IV Sedation/Anesthesia

____ Botox/Facial Fillers/Kybella

____ Pre-Prosthetic Surgery

____ TMJ Problems

____ X-rays given to patient

PATIENT INSTRUCTIONS
1.  If sedation is requested please bring a responsible adult with you to drive you home. No food or liquid
     including water by mouth 8 hours prior to your appointment. No nail polish or artificial nails.
2.  Please bring referral slip at time of appointment and any available x-rays.
3.  Please bring all medical and dental insurance information with you.
4.  Bring a list of all medications taken daily.
5.  48 hours notice is required for all appointment cancellations.
6.  Please wear gym shoes and loose fitting t-shirt.

17936 S. Halsted Street | Homewood, IL 60430
(708) 755-0800

www.face2facesurgery.com

DATE: _________________
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____ Dental Implant

____ Nobel

____ Straumann

____ Neodent


