
 
 
Treatment Referral Form    Date: ________________ 
 
 
Referring Dentist: *__________________________________    Phone: *________________ 
 
�

Patients Name: *  ____________________________________     Date of Birth:* __________ 
 
Address: * ______________________________________________________________________________________ 
 
Phone: (H) : * ___________________ (W) _______________( Mobile ) ________________ 
 

E-mail: _________________________ ( Items marked with an *  are required ) 
 
Patients Medical History: ______________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
�

Treatment  area : ( circle number ) 
 
18  17  16  15  14  13  12  11      21  22  23  24  25  26  27  28 
 
48  47  46  45  44  43  42  41  31  32  33  34  35  36  37  38 
 

�

ACC    please circle choice      Yes      No  ACC Number: _________________________________ 
 
� � � � � � � � � �

Services Required :   (please  circle number(s) )    Radiography : 
 
1 Dental Implant Consultation.                7 Tooth Exposure.      13 Please take radiographs 
2 Asses and treat periodontal condition.   8 Perisicion.  14 Radiographs being sent 
3 Aesthetic Crown Lengthening.    9 Frenectomy. 
4 Restorative Crown Lengthening.  10 Oral medicine. 
5 Evaluate for Soft Tissue graft.  11 Biopsy.  �

6 Ridge Augmentation.   12 Other. __________________________________________ 
 
�

Additional Comments:       Our location.�

 
 

  

Appointment arranged: ( circle choice )  Yes      No              Level 4  142 Broadway Newmarket 
Auckland 1001.           New Zealand  
PH.+64 9 524 9002 

                                                                                 FAX  + 64 9 524 7070.  
 
 
 

__________________________________________________________ 

__________________________________________________________ 

_________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

 


