
Patient Referral
Patient Name: _________________________________________________  Date: ________________________

Reason for Referral
  Comprehensive Periodontal Evaluation   Osseous Surgery
  Scaling and Root Planning   Periodontal Maintenance
  Gingivectomy  Other: ______________________________
  Connective Tissue Graft 
  Depigmentation (Gum Bleaching)    History of SRP:     Yes     or      No
    If yes, date completed_______________________

Area of Concern

  UR   UL
  LR   LL

Referred by: ____________________________________________________    Tel: _________________________

Please send copy of 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

Main (773) 622-3454
(773) 622-1685
(773) 413-7217
(773) 413-7259

Fax (773) 622-0990

Financing AvailablePPO/HMO/MEDICAID ACCEPTED

*We do not maitain implants


