
 

PATIENT REFERRAL 

Email x-rays to:   waltham@mysmileydental.com 

Patient Name  

Patient Date of Birth  

Patient Contact Number  

Referred By  

Referred Date  

 

 

Reason for Referral 

 

 

 Extraction/Impacted Wisdom Tooth   Implant Placement/Restoration/Bone grafting 

 Prosthetic Surgery: Alveoloplasty  RCT - Molars/Anterior Bicuspids/Retreatment 

 Other                              _______________________________________________________________ 

 

Comments 

 

__________________________________________________ 

 

 

 
                 Smile with Confidence! 

 1030 Main St, Waltham, MA 02451 
Phone: 781-666-6000 
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