
 
 
 
 

SOUTH SHORE ORAL SURGERY 
24 Maple Avenue, Suite 6 · Rockville Centre, NY 11570 

Tel: 516-766-0580 · Fax: 516-766-6755 
www.southshoreoralsurgeryrvc.com 

 

PATIENT REFERRAL 

 First Name   Last Name  

 Birth Date   Phone #  

 

Treatment Requested: 

 

❑ Wisdom Teeth Removal ❑ Extraction(s) ❑ Bone Graft 

❑ Evaluation for Implants ❑ Biopsy ❑ Trauma 

❑ Botox ❑ Facial Fillers ❑ TMJ/Facial Pain Evaluation 

❑ Pre-prosthetic Surgery ❑ Evaluate Lesion/Growth ❑ Incision & Drainage 

❑ Periapical Surgery ❑ Orthodontic Exposure ❑ Facial Reconstructive Surgery 

❑ Other ________________________________________________________________ 

 

CBCT Scan Required? ❑ Yes ❑ No 
  

Please Indicate Tooth to be Treated 
  

❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  
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❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  ❑  
 

Remarks: 

 

 

 

Referring Provider Signature  Date  

Printed Name  Phone  

 APPOINTMENT INFORMATION 

Date  Time  

 

 


