ORAL SURGERY REFERRAL 
TO  Dr. JORDI MARQUÉS GUASCH DDS, MSc

PATIENT NAME		……………………………………………………………………………………
ADDRESS			……………………………………………………………………………………
				……………………………………………………………………………………
	……………………………………………………………………………………
DATE OF BIRTH		…………………………

TELEPHONE NUMBER	(H)……………………………                 (M)......………………………
				
				(W)…………………………..

DENTIST NAME	…………………………………………………………………………………….

PRACTICE		………………………………………………………………………………………………
			………………………………………………………………………………………………
[bookmark: _GoBack]DATE OF REFERRAL  …………………………………………………….

TREATMENT REQUIRED    ….………………………………………………………………………………..
…………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………….

PLEASE SPECIFY IF URGENT        ………………………………………………………………….

RELEVANT  MEDICAL HISTORY	……….………………………………………………………………….
…………………………………………………………………………………………………………………………….

OTHER NOTES 	……………………………………………………………………………………………….
…………………………………………………………………………………………………………………………….	

PLEASE SEND RELEVANT RADIOGRAPHS IF AVAILABLE
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