
Patient:  __________________________________  Date:  _____________________

I am Referring This Patient For:

 ❑ Periodontal Evaluation & Treatment __________________________

 ❑ Implant Consultation  ______

 ❑ Crown Lengthening  ______

 ❑ Recession  ______

 ❑ Frenum Problem  ______

 ❑ Other:  _________________________________________________

Periodontal Treatment Done by Referring Office:

 ❑ Root Planing and Scaling  –  UR / UL / LR / LL   Date Done:  _____

 ❑ Frequent Periodontal Maintenance:  __________________________

Radiographs: (FMX _____ Pano _____ PA’s ____  CBCT____ )

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

Treatment Discussion:

 Please call me: ❑ Not necessary ❑  Before ❑  After ❑ your examination

Restorative Thoughts:  ___________________________________________

____________________________________________________________________

____________________________________________________________________

Doctor:   _____________________________________________________________

Phone:  _________________________________   Fax:  _______________________

Periodontal Center of Excellence

❑ 3 Grogans Park Dr. #103

 Spring, TX 77380

 Phone: 281-292-1833

❑ 2040 N. Loop 336 West, Suite 230

 Conroe, TX 77304

 Phone: 936-309-0011

w w w . p e r i o c e n t e r . c o m

Kip W. Saunders, D.D.S., M.S.


