
Date:_______________________
Patients Name: _____________________________ D.O.B._________________
Phone: (H)_________________(W)_________________(C)_________________
Address:__________________________________________________________
City:___________________________State:____________Zip:_______________
Appointment Date:_______________________ Time:______________________

Reason for referral: ________________________________________________
_________________________________________________________________

❑ Implants ❑ Tissue Graft ❑ Biopsy
❑ Frenulectomy ❑ Periodontal Disease

( ❑ Localized     ❑ Full Mouth )

We request x-rays for all patients. 
Please email all current x-rays and referral (xray@mdoperio.com).
I Am Sending: ❑ Panoramic Radiograph    Date:

❑ Full Mouth Radiographs   Date:
❑ Periapical Radiograph      Date:

Your Office Has ❑ Initial Examination Only
Performed:        ❑ Scaling and Root Planing  (Date:     /     /     )

❑ Other _____________________________________

Referring Doctor (Please Print):_________________________________________
Practice Name:______________________________Phone #_________________

W - Patient Y - Referring Dentist

Marc D. Orjansen D.D.S., M.S.

Specializing in Periodontics

(320) 240-9028 Office • (320) 240-9048 Fax • www.mdoperio.com
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