
 

 

                                                                                           
      

       

        

 

 

 

 

 

Date:                                       Patient name:                                                     Patient Phone:                     

                                   

      Referring Doctor:                                                         Insurance: 
 

Diagnosis/Reason for referral 

 
o Full Periodontal Evaluation   

   --- Gingivitis   --- Periodontitis 

o Periodontal Abscess/ Emergency 

o Crown lengthening 

o Soft Tissue graft 

o Implant Therapy         Tooth # ---- 

o DNA Salivary Testing 

o Sleep Apnea Therapy 

o Ortho-Periodontal Tx 

---- PAOO (Corticotomy) 

---- Impacted tooth Exposure 
 

o REMARKS:------------------------------------------------------------------------------------------------------------------  

 

 

Radiographs    --- CTscan --- MRI                Medical /Dental History 

o Included 

o Patent Will bring 

o Please Take 

o Return Original 

o I will send 

o  

o I Would Like: 
o Call us before seeing the patient 

o Call us after seeing the patient 

o Send us Report by     ----Email  ----Mail     after seeing the patient 

 

Other: ----------------------------------------------------------------------------------------------------------- 

 

 

 

o Sinus/Ridge Augmentation             ---Right     ---Left 

o Vestibuloplasty 

o AlveoloPlasty                ---Hard tissue   ---Soft Tissue 

o Biopsy                           ---Hard tissue   ---Soft Tissue 

o Frenectomy 

o Extraction                         Tooth # ---- 

o Oral Soft Tissue Lesion    Location ---- 

o Other 

o Previous Perio Therapy             ---SRPS    ---Surgery 

o Medical Condition    

--------------------------------------------------------------- 

o Mental Condition               

o Other Cautions 
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www.californiaimplant.com          

 

Saeid Malboubi DDS, Ms   

Periodontist, Oral Plastic Surgeon        
Diplomate of American Board of Periodontology 
 

T: (510) 516.0027    F: (510) 283.0026 

californiaimplant@gmail.com 

3300 Webster St. Suite 905  

Oakland Ca, 94609 

 

Referral Form Address: 

http://www.californiaimplant.com/

