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Laguna Surgical & Cosmetic Specialists

\/ Arthur Johnson III, MD, DDS
ORAL & MAXILLOFACIAL SURGERY

Patient Referral Form

Patient Name

Day Phone Bringing X-ray? [J Yes (J No
Appointment Date Time Tooth #
nght 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 Left

32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

Circle the tooth or teeth involved.

Procedure(s) Referred For

(O Extraction(s) (O Alveoplasty (J Biopsy / Lesion

(O Implant () Bone Grafting (] Tooth Exposure / Ortho
(J Frenectomy (J Hospital Case (] 3D Cone Beam CT Scan
Other / Notes

(O General Anesthesia / IV * (O Nitrous Oxide Sedation

* If you are scheduled for IV sedation, do not eat or drink anything 8 hours prior to surgery. Wear loose, comfortable
clothing, and you must be accompanied by a driver.

Referring Doctor Telephone

www.lagunasurgical.com
Tel 949.347.9990 | Fax 949.347.9991 | general@lagunasurgical.com
25982 Pala, Ste. 120, Mission Viejo, CA 92691
Office Hours: Mon & Wed, 8:00 am to 4:00 pm | Fri, 8:00 am to 2:00 pm
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