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Oral & Facial Specialists

Check Treatment Requested:

Patient Name:

3D Imaging

Referred By:

IV Sedation/Anesthesia

Please circle affected tooth or area:
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Bone Grafting
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Wisdom Teeth Removal
Exposure of Impacted Teeth
Dental Extractions
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Oral and Facial Trauma Management

Facial Cosmetics

Oral & Facial Infections Management
Oral Pathology & Biopsy
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TMD Evaluation & Management
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the art of smile




