DEPARTMENT OF ORAL & MAXILLOFACIAL SURGERY
OREGON
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HEALTH pYadl Mail Code: UHS-45 3181 Sam Jackson Park Rd. Portland, OR 97239-3098
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&SCIENCE
uNivErsiTy PATIENT REFERRAL INFORMATION
Date
O Leon A. Assael, DMD 3 Mark Engelstad, DDS, DMD, MHI

3 Julie Ann Smith, DDS, MD 3 Robert W. T. Myall, BDS, MD 3 General Referral
(In order to expedite patient care, please fill out this form in its entirely)

REFERRING PROVIDER: FACULTY:
ADDRESS: PHONE:
CITY, STATE, ZIP: FAX:
PRIMARY CARE PROVIDER:
ADDRESS: PHONE:
CITY, STATE, ZIP FAX:
PATIENT NAME PHONE:
ADDRESS: BIRTHDAY:
SSN:
DENTAL INSURANCE: PHONE:
AUTHORIZATION#:
MEDICAL INSURANCE: PHONE:
AUTHORIZATION:

REASON FOR REFERRAL.:

RELEVANT MEDICAL HISTORY:

CHECK ONE PLEASE
(3 X-rays Emailed (3 X-rays mailed [ Pt. to bring current x-rays [ Needs imaging £ No imaging necessary

O Cosmetic O Maxillofaical Nerve Injury O Pathology O Reconstructive

O Craniofacial O Orthognathic 0 Pre-Prosthetic 0 TMJ/Facial Pain Eval.
O Apicoectomy O Extraction O Infection O Trauma

3 Dental Implant O Surgical Exposure
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SIGNED (REFERRING DOCTOR)
***PLEASE HAVE YOUR PATIENT CONTACT US TO SCHEDULE APPOINTMENT***




