
UNIVERSITY HOSPITALS & CLINICS
DEPARTMENT OF ORAL & MAXILLOFACIAL SURGERY
Mail Code: UHS-45  3181 Sam Jackson Park Rd.  Portland, OR 97239-3098
Tel: 503-494-8916  Fax: 503-494-6783                           www.ohsu.edu/sod/omfs

PATIENT REFERRAL INFORMATION
Date _________________

r  Leon A. Assael, DMD	 r  Mark Engelstad, DDS, DMD, MHI

r  Julie Ann Smith, DDS, MD	 r  Robert W. T. Myall, BDS, MD	     r  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
r X-rays Emailed   r X-rays mailed   r Pt. to bring current x-rays   r Needs imaging   r No imaging necessary

r Cosmetic
r Craniofacial

r Maxillofaical Nerve Injury
r Orthognathic

r Pathology
r Pre-Prosthetic

r Reconstructive
r TMJ/Facial Pain Eval.
r Traumar Apicoectomy

r Dental Implant
r Extraction r Infection

r Surgical Exposure
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SIGNED (REFERRING DOCTOR)_______________________________________________

***PLEASE HAVE YOUR PATIENT CONTACT US TO SCHEDULE APPOINTMENT***


