
Patient Referral
Patient Name: ___________________________________________________DOB_____________                       Date: ________________

Phone Number:___________________________________________________________________

Reason for Referral
 Comprehensive Periodontal Evaluation  Crown lengthening
 Gingivectomy   Peri-Implantitis #_______
 Recession    Implant: #_______
 Depigmentation: Gum bleaching   Other:_______________________________________________
 Extraction: Tooth removal #_______________________ 
 Tori Removal
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Referred by: ____________________________________________________    Tel: __________________________________________

Please send referral and x-rays to dentallaserchicago@yahoo.com

Dental Laser Center of Chicago
A.R. “Eddie” D.D.S. PC
Board Certi�ed Periodontist
Northwestern University Graduate, 1999
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5841 W. Belmont Ave. Chicago, IL 60634  •  www.dentallaserchicago.com

Tel (773) 622-3454
Fax (773) 622-0990

Financing AvailablePPO/HMO/FEE FOR SERVICE

History of SRP:     Yes     or      No
If yes, date completed___________________

Emergency WALK-IN’s, please call us immediately.
WALK-IN HOURS (Must call �rst) Monday-Thursday 7am-1pm


