PERIODONTAL CENTER OF EXCELLENCE
KIP W. SAUNDERS, D.D.S., M.S.

Patient: Date:

I AM RErerRRING THIS PAaTIENT FOR:

1 Periodontal Evaluation & Treatment

Implant Consultation
Crown Lengthening

Recession

U0 U0

Frenum Problem
O Other:
PERIODONTAL TREATMENT DONE BY REFERRING OFFICE:
O Root Planing and Scaling — UR/UL/LR/LL Date Done: __

Q  Frequent Periodontal Maintenance:

RaproGgrarus: (FMX Pano PA’s CBCT )

Please forward referral and x-rays to frontdesk@periocenter.com prior to patient’s visit.

TREATMENT DI1SCUSSION:

Please call me: 1 Not necessary U Before W After U your examination

ResTORATIVE THOUGHTS:

Doctor:
Phone: Fax:
Q 3 Grogans Park Dr. #103 3 2040 N. Loop 336 West, Suite 230
Spring, TX 77380 Conroe, TX 77304
Phone: 281-292-1833 Phone: 936-309-0011

WWW.PERIOCENTER.COM



