HOBART ORAL SURGERY REFERRAL

410 Main Road Glenorchy 6240 6744 Or Yadir Singh

BDS DClinDent MRACDS FDSRCS

Referrer
Name: Phone:

Practice name/address:

Patient
First name: Surname:

Patient DOB: Phone:

Regarding

(] Consultation (] Pathology/Biopsy (] Bone graft

[j Tooth extraction E] Orthodontic exposure D General anaesthetic/lIV sedation consultation

D Wisdom teeth D Dental implant D Other: D URGENT

Relevant clinical notes and medical history (please attach radiographs or advise where an OPG has been taken)

Please indicate the relevant toothl/teeth
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