Patient Name

Date of Birth Patient Phone #

Referred by Dr. Phone #

[] Please examine the circled areas below

[] Please remove the teeth marked with an (x) below
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Remarks or Findings

Consultation for
O Implants [] Grafting / Augmentation [J Pathology / Biopsy
Recent Radiographs

[Jwith Patient (] sent to Office [ Please Take

Signature of Referring Dr.

Your Appointment with Dr.

Date Time AM/PM

Email: DSDay
1150 Scott Blvd, Ste D1
Santa Clara, CA 95050
Phone: (408) 248 9597 | Fax: (408) 248 9590




PATIENT INSTRUCTIONS

The initial visit is typically for a censultation and evaluation. We Lailor our care 1o your
needs. If you prefer, you may be abie to have your procedure done on the sameoe day
Please inform the recegtionist while you are making your agpointment,

Biease bring the following Lo your appointment:

T This reforrat form

2. Narres of your physician. any medications you arg Laking, and to which
rmedications you are allergic
3. X-Rays tif your dentist has provigded you wilh physical or digital copies)

4 Insurance card and completed insurance form
Minors under 18 yvears of age must be accompaniad by a parentor guardian.

You have beon reforred for specialized care to an Oral and Maxillofactal Surgeon. We
work with vour dentist to ensure you receive propor and compassionato care. Please
do not hesitate 1o contact us with any QUEesLIonNs or CoNCernms,

Ifyou plar on undeargoing IV sedation please do not eat or drink anything 8 hours
RAOr e your agpomtmaent, An adull needs 1o accompany you and drive you home
after the appomtment.



