
	
Date:	
	
Referring	Doctor	Name	and	Email	Address:	 _______________________________________________	
	
Patient	Name	and	Telephone	Number:	 _______________________________________________	
	
Dear	Dr.	Gordon,	
	
I	am	referring	the	above	patient	to	you	for	consultation	and	treatment	with	a	specific	focus	on:	
	
	
	
	
	
	
	
	
	
	
Patient’s Concerns / Fears: _______________________________________________________________________________ 
 
Patient of Record Since:  ____________________ 
 
Radiographs Available:  Latest Date and Type of Radiographs: ______________________________________________________ 

 

5I will be sending radiographs  5via email 5Regular Mail 5Patient bringing to appointment 
 
Pattern of Care:  5Regular 5Sporadic 
 
Cleaning Interval:  53 mo.  56 mo.  512 mo.  5Sporadic 
 
Plaque Control:  5Good  5 Fair  5Poor 
 
Previous Periodontal Tx.  5None  5Sc/Rp Dates:   5Surgery Dates: 
 
I wish to discuss the patient’s case with you  5Prior to  5After the Periodontal Consultation 
 
Sincerely, 
 
 
_________________________	
Dentist’s Signature 
 
Web Address:  drmgordon.com 
Office Email:  info@drmgordon.us  
Mailing Address: PO Box 335, Atlantic Highlands, NJ  07716 
 
Office Addresses: 
 
West Ridge, Bldg. C 
1 Industrial Way West 
Eatontown, NJ 07712 
Tel: 732-389-3400 
Fax: 732-389-4889 

Heritage Plaza, Suite 200 
3508 Route 9 South 
Howell, NJ 07731 
Tel: 732-364-2025 
Fax: 732-364-2025

	


