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LeadingEdgeSpecializedDentistry.com

Date: _______________

Patient’s Name: ________________________________________________

Phone (Home): ___________________ (Business): ___________________

Referring Dentist : _____________________________________________

REFERRAL REQUESTED

X-Rays being sent _________ BWX _________ FMX _________ PAN

I have not as yet proposed a definitive restorative treatment plan to the patient.

I have tentatively proposed the following treatment plan to the patient. 
Please evaluate the circled teeth as possible abutments for (fixed) or 
(removable) prosthetics.

NOTE: General anesthesia patients must abstain from food and liquids for at least
8 hours prior to appointment. They should be accompanied by an adult and not 
operate a motor vehicle.
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