
 541 South Garfield 
Traverse City, MI 49686 

Tel: (231) 932-4223 
Fax: (231) 943-2134 

MasonPeriodontics@gmail.com 
 
 
 
 
 

Date________________ 

Introducing______________________________________________________   DOB:_____________________ 

Phone:__________________________ Referred By:________________________________________________ 

 

 

Referred For: 

____Periodontal Evaluation      ____Crown Legenthing #___ 

____Implant Consultation #___      ____Bruxism/TMJ 

____Implant Complication      ____Soft Tissue Graft 

____Ridge Augmentation      ____Advanced Bone Graft 

____Canine Exposure       ____Sinus Lift 

____Oral Lesion Evaluation      ____Extraction 

____IV Sedation       ____Other 

 

 

Radiographs:     ___Included       ___Emailed       ___Mailed       ___Required 

 

*If you are referring a patient for an implant, will your office be doing the surgical template or shall we? 

 

Comments: 

 

 

 

 

 

 


